


HEALTH SCJENCES LfgRARV

I1N1«JISJTY OF MARYLANf

BAtTIMORF









Digitized by the Internet Archive

in 2016

https://archive.org/details/journaloftenness6911tenn



- UJ _
^ fr >

a. UJ -=C i-i

-J uj ^ ^
-i or . *

^j
i:

O '"•

^ CO —

LuJ <rf

<r

BECOTIN®
Vitamin B Complex

BECOTIN® with VITAMIN C
Vitamin B Complex with Vitamin C

BECOTIN®-T
Vitamin B Complex with Vitamin C. Therapeutic

MI-CEBRIN®
Vitamins-Minerals

MI-CEBRIN T®
Vitarpin-Minerals Therapeutic

AND A WIDE VARIETY DF DTHER PHARMACEUTICALS



Predominant
psychoneurotic
anxiety

Associated S

depressive
'

symptoms t

i

Before prescribing, please consult com-
plete product Information, a summary of

which follows:

Indications: Tension and anxiety states;

somatic complaints which are concomi-
tants of emotional factors; psychoneurotic
states manifested by tension, anxiety, ap-

prehension, fatigue, depressive symptoms
or agitation; symptomatic relief of acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-

drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pathol-

ogy, spasticity caused by upper motor

neuron disorders, athetosis, stiff-man syn-

drome, convulsive disorders (not for sole

therapy).

Contraindicated: Known hypersensitivity

to the drug. Children under 6 months of

age. Acute narrow angle glaucoma; may
be used in patients with open angle glau-

coma who are receiving appropriate

therapy.

Warnings: Not of value in psychotic pa-

tients. Caution against hazardous occupa-

tions requiring complete mental alertness.

When used adjunctively in convulsive dis-

orders, possibility of increase in frequency
and/or severity of grand mal seizures may

|

require increased dosage of standard anti-
|

convulsant medication; abrupt withdrawal
|

may be associated with temporary in-

crease in frequency and/or severity of

seizures. Advise against simultaneous in-

gestion of alcohol and other CNS depres-

sants. Withdrawal symptoms (similar to

those with barbiturates and alcohol) have 1

occurred following abrupt discontinuance

(convulsions, tremor, abdominal and mus-
cle cramps, vomiting and sweating). Keep !

addiction-prone individuals under careful i
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Recent Amendments by the General Assembly

To the Tennessee Medical Practice Act,

Healing Arts and Basic Science Laws
FRANK J.SCANLON* *

Chapter 355 of the Public Acts of 1975, passed

by the General Assembly and subsequently signed

into law by the Governor on June 9, 1975, made

significant changes in the Tennessee Medical

Practice Act, Healing Arts Law, and Basic Science

Law. The most notable changes were in the area

of licensure of non-citizens and foreign medical

graduates and in that portion of the Medical

Practice Art defining the grounds upon which, and

the means whereby, the Board of Medical Exami-

ners can take disciplinary action against an in-

dividual licensee. The purpose of this article is

to summarize and briefly outline the most sig-

nificant aspects of these changes.^

Certification and Licensure of Non-Citizens

and Foreign Medical Graduates

Licensure by the Healing Arts Board. Section

1 of Chapter 355 of the Public Acts of 1975

amended T.C.A. Section 63-102 and provides

Prepared at the Request of the Tennessee Board of

Medical Examiners.

*Staff Attorney, Division of Health-Related Boards,

Tennessee Department of Public Health.

The Division of Health-Related Regulatory Boards

is a division of the Tennessee Department of Public

Health and provides administrative, investigative and

legal services to eighteen separate health-related regula-

tory boards including the Tennessee Board of Medical

Examiners.

1. This online should not be construed as a com-

plete summation of all the relevant provisions of Ten-

nessee law relating to medical licensure or disciplinary

action by the Board of Medical Examiners, rather, the

outline reflects only the most recent and major changes

to the law. A comprehensive document for general

circulation setting forth Tennessee law relative to

licensure of physicians is presently being drafted and

will be available in the very near future.

that the Healing Arts Board can issue a license to

a non-U.S.A. citizen if such individual is legally

entitled to live in the United States of America.

Under the old law, non-citizens were ineligible

for licensure unless they had lived within the

United States for a period of two years prior to

application for licensure.

Certification by the Basic Science Board by

Examination. Section 12 of Chapter 355 amends

T.C.A. Section 63-211 and provides that the

Basic Science Board can admit to examination

and ultimately issue a certificate to a non-citizen

if such person is legally entitled to live in the

United States of America. Under the old law,

non-citizens could only be admitted to examina-

tion and be issued a basic science certificate if

they had lived in the United States two years

prior to making application for a basic science

certificate.

Certification by the Basic Science Board by

Waiver of Examination Based Upon Successful

Completion of a Basic Science Examination in

Another Jurisdiction (Reciprocity). Section 17 of

Chapter 355 amends T.C.A. Section 63-212 and

in effect provides that a non-citizen who is a

graduate of a foreign medical school can obtain

a waiver of examination if such individual has

lived in the United States for two years cumula-

tively prior to making application for a waiver

and meets all other requirements of Section

63-212; i.e., passed a basic science examination

equivalent to Tennessee’s examination before a

board in another jurisdiction. Under the old law,

a waiver of examination for a foreign medical

graduate could be obtained only if such graduate

was a United States citizen.
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Special Waiver of Basic Science Examination

for Medical Educators or Research Scientists.

Chapter 355 also makes provision for a special

waiver of the basic science examination and ulti-

mate licensure for a physician engaged full-time

in the employment of a university medical cen-

ter as a medical educator or a medical research

scientist. Section 17 of the Act provides in effect

that any applicant who is legally entitled to live

in the United States (including a U.S. citizen)

may obtain a waiver of examination and be issued

a certificate by the Basic Science Board if the

applicant “is engaged full-time in the employment

of an university medical center as a medical edu-

cator or medical research scientist.” Any license

ultimately issued as a result of this special waiver

authorizes medical practice only in a university

medical center, and the license expires upon

termination of employment with the university.

This particular section of the law was designed

to aid Tennessee medical schools in employing

well qualified foreign educators and researchers

who do not meet the two year residency require-

ment for a waiver of the basic science exam and

for whom examination would be inappropriate

and unnecessary.

Grounds, Procedures and Scope of

Disciplinary Action by the

Board of Medical Examiners

Perhaps the most significant change resulting

from the passage of Chapter 355 is found in

Section 15 of the Act which in effect amends

T.C.A. Sections 63-618 and 63-619 and totally

revamps the grounds upon which the Board of

Medical Examiners may suspend or revoke the

license or otherwise discipline any licensee. (Sec-

tion 15 is set out in full in Appendix 1.) Prior

to the enactment of Chapter 355, the grounds

upon which the Board of Medical Examiners

could take disciplinary action against a licensee

remained unchanged since 1945. As a result, the

2. The deficiency in this area of the Medical Prac-

tice Act is illustrated by comparing disciplinary actions

taken against licensed physicians by the Board of

Medical Examiners with those taken by the Healing

Arts Board over the past ten years. It should be

noted that the Healing Arts Board has concurrent juris-

diction over the license of a physician along with the

Board of Medical Examiners. In other words, both

the Healing Arts Board and the Board of Medical

Examiners can revoke the license of any physician;

16

Medical Practice Act failed
.
to keep abreast of

the changing needs of the Board in exercising its

disciplinary authority^ Chapter 355 made major

changes to the disciplinary portion of the Medical

Practice Act in three important respects.

Disciplinary Measures—Increase in Scope. Un-

der the old law. Section 63-618 of the Tennessee

Code Annotated allowed only for the “revocation”

of licensure of a physician found by the Board

to have violated the Medical Practice Act. Al-

though the term “revocation” has been construed

to imply the less stringent sanction of “suspen-

sion” of licensure, the Board was not specifically

authorized by law to place a licensee found guilty

of violating the Medical Practice Act on “proba-

tion” or to impose a penalty appropriate to the

offense. Section 15(a) of Chapter 355 empowers

the Board to:

“.
. . suspend or limit or restrict a . . . license

for such time and in such manner as the

Board may determine; to reprimand or take

such action in relation to disciplining an ap-

plicant or licensee as the Board in its discre-

tion may deem proper; or to permanently re-

voke a license.”

however, the grounds for disciplinary action under the

Healing Arts Law and Medical Practice Act are different.

The Healing Arts Law’s grounds for disciplinary action

has always provided for action if the licensee is guilty

of “unprofessional conduct.” Due to the restrictive

nature of the grounds for disciplinary action under the

Medical Practice Act, many cases involving misconduct

by physicians were heard by the Healing Arts Board

under its general “unprofessional conduct” provision.

In short, the Board of Medical Examiners has been

unable in many instances to properly police the medical

profession. The statistics bear this out.

Erom 1965 to date, the State Licensing Board for

the Healing Arts revoked the licenses of eleven phy-

sicians and suspended the licenses of five additional

physicians. Of the total number of licenses revoked

or suspended, ten were related to misuse of drugs in

one form or another. Two actions were the results

of illegal advertising practices, two for failure to

annually register, one for income tax evasion, and

one for unprofessional conduct stemming from illegally

maintaining an explosives factory. The Board of

Medical Examiners, during this same period, revoked

the licenses of three physicians. These revocations were

all drug-problem-related. A fourth physician cited by
the board because of a federal court conviction on drug

charges, voluntarily surrendered his license pending the

outcome of an appeal of his criminal conviction.

Changes to the Medical Practice Act brought about

by Chapter 355 give the Board of Medical Examiners

the authority to deal with many situations heretofore

prohibited by the outmoded nature of the law and

should, therefore, sharply reduce if not eliminate al-

together the necessity of the Healing Arts Board hear-

ing disciplinary cases involving physicians.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



The key language in this provision is that which

empowers the Board to reprimand or to take

such action as the Board may deem proper. An
illustration of how this section might be utilized

can be seen in the hypothetical case of a licensee

who, after a due process hearing before the

Board, is found guilty of personally misusing a

controlled substance. The Board under this new

provision could allow the licensee to maintain his

licensure and continue his medical practice but

without the right to prescribe or administer con-

trolled substances, or more specifically, without

the right to use Schedule II controlled substances.

In addition or in lieu of such a restriction, the

Board could require some form of rehabilitation

program or periodic medical examinations by

another physician as a condition of continued

licensure. The Board would maintain the power

to revoke or suspend a license if the offense so

warranted while having the freedom to deal with

each particular situation on a more fair and

equitable basis.

Grounds for Revocation—Increase In Scope.

T.C.A. Section 63-618 of the old law specified

that an individual licensee would be subject to

license revocation when found guilty of “unpro-

fessional or dishonorable conduct” as it was de-

fined by T.C.A. Section 63-619. Section 63-619

listed thirteen specific acts of unprofessional and

dishonorable conduct. The only time the medical

board could take disciplinary action was when a

licensee violated one of these thirteen specific

provisions. If a physician engaged in some form

of reprehensible conduct which by all current

medical standards warranted action by the Board,

but that conduct did not clearly fall within the

language of one of the thirteen enumerated

grounds for disciplinary action, then the Board
was powerless to act. Needless to say, these

thirteen enumerated grounds hardly covered every

conceivable situation warranting Board action,

nor could any such list be so devised. In addition

to other specific grounds. Section 15(a)(1) of

Chapter 355 gives to the Board the power to

take action against any licensee found guilty of

“unprofessional, dishonorable or unethical con-

duct.” This catch-all provision, common to prac-

tically all other professional licensure laws in

Tennessee, will empower the Board to deal with

any type of conduct requiring disciplinary action

despite the fact that such conduct is not provided

for specifically in the law. The Board, however,

would be prevented by the constitutional require-

ments of due process and fundamental fairness

from applying this Section in an arbitrary or

capricious manner.

Grounds for Disciplinary Action—Moderniza-

tion. Under the old law, perhaps the most per-

plexing problem facing the Board of Medical

Examiners in taking disciplinary action was in

the area of personal drug abuse and indiscriminate

prescribing practices. Prior to their amendment,

T.C.A., Sections 63-619(9), (11), (12) and

(13) permitted Board action against any licensee

engaged in various types of drug misuses but

only if the drugs involved were “narcotics,” or

“.
. . opium, cocoa (coca) leaves, or any com-

pound, manufacture, salt derivative or prepara-

tion thereof. . .
.” Such limitation effectively

ruled out any action by the Board against a

physician personally dependent upon or indiscri-

minately prescribing for nonmedical purposes

synthetic drugs which are widely used and subject

to abuse. Chapter 355 corrected this outmoded
restriction in the adoption of Section 15 (5),

(13), (14), and (15). These sections provide as

grounds for disciplinary action:

“5. Habitual intoxication or personal misuse

of any drugs or the use of intoxicating liquors,

narcotics, controlled substances, or other drugs

or stimulants in such manner as to adversely

affect the person’s ability to practice medi-

cine.

“13. Dispensing, prescribing, or otherwise

distributing any controlled substance or any

other drug not in the course of professional

practice, or not in good faith to relieve pain

and suffering, or not to cure an ailment, phy-

sical infirmity or disease.

“14. Dispensing, prescribing, or otherwise

distributing to any person a controlled sub-

stance or other drug if such person is addicted

to the habit of using said controlled sub-

stances without making a bona fide effort to

cure the habit of such patient.

“15. Dispensing, precribing, or otherwise

distributing any controlled substance or other

drug to any person in violation of any law

of the state or of the United States of

America.”

In addition to modernizing the existing law re-

garding drug-related problems. Chapter 355 broke

new ground in giving the Board the power to

take disciplinary action against the incompetent

practitioner. Section 15(4) of Chapter 355 al-

lows the Board to proceed against the license of

a physician found guilty of “gross incompetence,

gross ignorance, gross negligence or gross mal-

practice in the course of medical practice.” Com-
monly referred to as a “sick doctor” provision

and utilized in many jurisdictions, this portion of

JANUARY, 1976 17
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the Jaw will enable the Board to deal with extreme

situations which endanger the public health and

welfare.

In the enforcement of this particular provision,

as well as enforcing any other provision under

the disciplinary section of the Medical Practice

Act, Chapter 355 gives to the Board a new and

very useful tool in Section 15(b) of the Act.

Section 15(b) provides

:

“In enforcing this section, the Board shall

upon probable cause, have authority to compel

an applicant or licensee to submit to a mental

and/or physical examination by a designated

committee of at least three practicing phy-

sicians, including a psychiatrist where a ques-

tion of mental condition is involved. The ap-

plicant or licensee may have an independent

medical practitioner during such examination,

and he may have an independent physical or

mental examination, which examination report

shall be filed with the board for consideration.

The committee will submit a report of its

findings to the board which will then hold a

hearing as provided in Section 63-620.”

Effective enforcement of the “sick doctor”

provision of the new law will not only protect

the public but will reflect upon the medical com-

munity’s willingness to take positive steps toward

alleviating the current malpractice crisis.

The enactment of Chapter 355 of the Public

Acts of 1975 by the General Assembly must be

regarded as a major step toward giving the Board

of Medical Examiners the wherewithal to deal

with the serious responsibilities imposed upon it

by law. These developments constitute part of

an ongoing effort to keep the statutes and policies

in this area current and practical in their ap-

plication. Effective utilization of these new pro-

visions, however, will depend largely upon the

cooperation of the medical community in bring-

ing to the attention of the Board situations de-

manding disciplinary action. Such a cooperative

effort and spirit as was exhibited by the medical

community in supporting passage of Chapter 355,

will help put meaning into the “black letter” of

the law and play a vital role in ensuring the best

medical care for the people of this state.

Anyone who believes he has information re-

garding a physician which should be brought to

the attention of the Board of Medical Examiners

should contact, preferably in writing, Mr. Ralph

K. Disser, Director, or Mr. Bill Williams, Assis-

tant Director, Division of Health-Related Boards,

Tennessee Department of Public Health, Room

360, Capitol Hill Building, Nashville, Tennessee

37219. Anonymous complaints cannot be acted

upon.

Appendix 1

Section 15, Chapter 355 of the Public Acts of 1975

amended T.C.A. Section 63-618 to provide as follows:

(a) The board shall have the power to deny an

application for a license to any applicant who
applies for the same through reciprocity or other-

wise; to permanently or temporarily withhold

issuance of a license; to suspend or limit or re-

strict a previously issued license for such time

and in such manner as the board may determine;

to reprimand or take such action in relation to

disciplining an applicant or licensee as the board

in its discretion may deem proper; or to per-

manently revoke a license. The grounds upon
which the board shall exercise such power in-

cludes, but is not limited to, the following:

1. Unprofessional, dishonorable, or unethical

conduct.

2. Violation or attempted violation, directly or

indirectly, or assisting in or abetting the

violation of, or conspiring to violate, any

provision of this chapter or any lawful order

of the board issued pursuant thereto, or any

criminal statute of the State of Tennessee.

3. Making false statements or representations,

being guilty of fraud or deceit in obtaining

admission to practice, or in being guilty of

fraud or deceit in the practice of medicine.

4. Gross incompetence, gross ignorance, gross

negligence, or gross malpractice in the

course of medical practice.

5. Habitual intoxication or person misuse of

any drugs or the use of intoxicating liquors,

narcotics, controlled substances, or other

drugs or stimulants in such manner as to

adversely aflfect the person’s ability to prac-

tice medicine.

6. Violation of the laws governing abortion.

7. Willfully betraying a professional secret.

8. The advertising of medical business in which

untrue or improbable statements are made,

or causing the publication or circulation of

fraudulent advertising relative to any dis-

ease, human ailment, or condition.

9. The advertising of medicine or means where-

by the monthly periods of women can be

regulated or menses re-established if sup-

pressed.

10. Accepting connection with or employment by
any person, corporation, company or clinic

which advertises by the use of handbills,

posters, circulars, cards, neon or other elec-

tric signs, radio, newspapers, or any kind

of printed or written publication to make
examination of the eyes for glasses, to cure

or treat cancer, or any other disease, or any

other human condition.

11. Conviction of a felony, conviction of any

Continued on page 21
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One Year 's Experience with Mammography
In a Small Private Hospital

BURTON SILBERT, M.D.

During the period September 1, 1974 through

August 31, 1975, 2782 mammograms were per-

formed at Park View Hospital, a 325-bed private

hospital in Nashville, Tennessee. Approximately

25 percent of our patients were asymptomatic.

The indications for and results of mammography

and surgical correlation are the concerns of this

report.

Mammography has undergone wide swings in

utilization over the last three or four decades. The

major reason for this has been its past unreliabil-

ity. Over the last ten years, techniques have

improved considerably and these new techniques

have recently become more readily available. The

equipment available now produces mammograms
of excellent diagnostic quality using either film

or xerox as a permanent record. In our hands

xerox has become the method of choice because

of very high resolution, wide latitude, and relative

ease of interpretation. The accuracy of mam-
mography has reached a point where all phy-

sicians that have been using good quality mammo-
grams agree that it has a definite place in the

work-up of patients with breast disease. Because

of medical science’s inability to change the mor-

tality rates from breast carcinoma significantly

with various types of surgery, medical treatment

and radiation therapy over the years, it is ap-

parent that earlier detection is the current best

hope for the future. Mammography is the best

available means of earlier detection.

Indications for mammography:

1. Signs or symptoms of breast disease.

2. Study of the opposite breast following

mastectomy for carcinoma.

3. Strong familial history—mother or sister

with breast carcinoma.

4. Breasts that are difficult to examine—be-

cause of either size or consistency.

5. Search for a primary carcinoma in a patient

with metastatic disease.

6. Preoperatively in all patients scheduled for

any surgical procedure on the breast with

From the Department of Radiology, Park View
Hospital, Nashville, Tennessee 37203.

the possible exception of the very young

patient, under 25.

7. Cancerophobia.

8. Baseline screen.

Materials and Methods

Consecutive mammograms for one year be-

ginning September 1, 1974 were reviewed and

the results are shown in Table I. Of the 92

carcinomas found 27 were non-palpable. Three

of the patients with non-palpable carcinoma had

palpable axillary nodes which was the reason for

the mammography.

Table 1

September 1, 1974-August 31, 1975

Total Mammograms 2782

Total Carcinoma 92

Palpable Ca. 55

Non-Palp. Ca. 27 (1%)

Not Diagnosed 10

Calcifications

Operated 55

Carcinoma 16 (29.1%)

Benign 39

During this one year period 55 patients had

biopsies which were recommended on the basis

of the mammogram showing clustered calcifica-

tions and 16 of these patients (29.1 percent) had

carcinoma. Thirteen of these sixteen patients

with non-palpable carcinoma had negative lymph

nodes at surgery. Five of the sixteen patients

had a pathological diagnosis of lobular or intra-

ductal carcinoma insitu. Comparison of these

figures to the often reported statistics of 40 to

50 percent nodal involvement with breast carci-

noma, attests to the value of early detection by

mammography. Although these absolute numbers

are small, they support previously reported

statistics by Frankl,^ Wolfe,^ and Martin.^ It is

interesting to note that six patients had a non-

palpable carcinoma manifested by a stellate

scirrhous mass on mammography rather than

calcifications, and three of these patients had

positive lymph nodes.

In the group of 27 patients with non-palpable
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carcinoma, live had previous mastectomies rang-

ing from 18 months to 18 years prior to the

current mammogram. Four of these patients were

referred for a routine examination and one was

sent because of cystic disease in the remaining

breast.

Two-thirds of the 27 patients with non-palpable

carcinoma were between the ages of 40 and 60

and the youngest patient was 3 1 . Twenty of these

twenty-seven patients were referred either for a

routine exam or because of generalized cystic

disease, with or without associated pain. Three

patients had axillary nodes, two had nipple dis-

charge, one had a dominant benign mass, and one

had nipple retraction.

There were ten patients on whom the correct

diagnosis of carcinoma was not made on mammo-
gram (false negatives). Four of these patients

had mild asymmetry which was not appreciated by

the Radiologist, three were not visible even in

restropect, and three were reported as benign

masses. One of these cases was a patient with a

positive axillary node and bilateral mammary
implants. The presence of mammary implants

does obscure large areas of the breast tissue. The

importance of experience with the procedure is

suggested by the fact that seven of these missed

diagnoses occurred in the first six months of the

study and three in the last six months, even

though 60 percent of the mammograms were

performed in the second six months.

Case reports;

Case I. J.S., a 48-year-old Physician’s wife, had a

previous mastectomy for carcinoma. She was
referred for mammography because of cystic

disease in the upper outer quadrant of the

remaining breast. Mammography demon-
strated a group of suspicious calcification

in the upper inner quadrant and surgery con-

firmed the suspicion of breast carcinoma.

Case II. M.D., a 46-year-old woman, was admitted for

removal of a mass in the extreme lateral

aspect of the breast. Mammography dem-

onstrated this mass to have the appearance

of a benign lesion, however, calcifications

were found in the medial side of the same
breast. Biopsy of the laterally placed palpable

lesion demonstrated a cyst and the area of

calcifications which were medially placed

showed minimally invasive intraductal carci-

noma. Axillary nodes were negative for

tumor.

Case III. E.J., a 39-year-old woman, was referred be-

cause of bilateral breast pain. Nine months

prior to the mammograms she underwent

augmentation mammoplasties. Clustered cal-

cifications were found and biopsy revealed a

3 mm. infiltrating duct cell carcinoma. She

had negative axillary nodes.

Vase IV. E.D., a 31-year-old woman, was seen peri-

odically for seven years by her personal

Physician with complaints of breast pain

and was considered to have cystic mastitis.

No mass was palpable. Mammography dem-
onstrated microcalcifications with minimal

distortion of the normal architecture in the

upper outer quadrant of the breast. Biopsy

demonstrated intraductal carcinoma insitu.

Case V. D.A., a 52-year-old woman, complained of

a bloody nipple discharge on the right with

no palpable mass. Mammography dem-

onstrated a benign appearing mass in the

subareolar portion of the right breast and

suspicious calcifications in the left breast. Bi-

lateral biopsies were obtained revealing a

benign lesion on the right and intraductal

carcinoma insitu on the left.

ROLE of Mammography in Patient Care

Any patient admitted for breast biopsy should

have mammography for several reasons, one of

which is demonstrated by Case II. A carcinoma

may be found in the opposite breast or in a

different area of the same breast that is being

biopsied for the presence of a palpable lesion.

It is considered good medical practice to

obtain preoperative skeletal surveys or bone scans

on patients with a clinically suspicious mass in

the breast prior to surgery. Mammography, in

many instances, can confirm this clinical suspicion

or it can convert the false clinical impression of

a benign mass to the correct diagnosis of carci-

noma. In both instances, radical surgery would

be avoided in some patients with the use of

skeletal surveys, bone or liver scans, preopera-

tively.

The “team approach” cannot be overem-

phasized. A patient subjected to surgery for a

suspicious lesion on mammography deserves the

combined efforts of the Surgeon, Radiologist, and

Pathologist at the time of surgery to be certain

that the area in question has been removed and

will be adequately sectioned for microscopic

study. At our hospital, the Pathologist will

usually not make frozen sections of this area of

calcification unless there is a gross abnormality

in the specimen. Several of the non-palpable

carcinomas included in this study had no gross

abnormality at all in the surgical specimen. It is

felt that frozen section can destroy a tiny focus

of carcinoma so that the diagnosis can never be
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made with certainty. The surgeon must be willing

to accept this and explain to his patient prior

to surgery that there may be a 24 hour delay

in the pathologic diagnosis.

Conclusion

1. It is generally accepted that the early de-

tection of breast carcinoma is the key to

improvement in mortality figures from this

disease. Xeromammography can play an

important role in early detection.

2. Almost one out of every one-hundred

Amendments
Continued from page 18

offense under state or federal drug laws,

or conviction of any offense involving moral

turpitude.

12. Making or signing in one’s professional ca-

pacity any certificate that is known to be

false at the time one makes or signs such

certificate.

13. Dispensing, prescribing, or otherwise dis-

tributing any controlled substance or any

other drug not in the course of professional

practice, or not in good faith to relieve pain

and suffering, or not to cure an ailment,

physical infirmity or disease.

14. Dispensing, prescribing or otherwise dis-

tributing to any person a controlled sub-

stance or other drug if such person is ad-

dicted to the habit of using said controlled

substances without making a bona fide effort

to cure the habit of such patient.

15. Dispensing, prescribing, or otherwise dis-

tributing any controlled substance or other

drug to any person in violation of any law

of the state or of the United States of

America.

^

patients examined consecutively in this

series was proven to have non-palpable

breast carcinoma.
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16. Offering, undertaking, or agreeing to cure

or treat a disease, injury, ailment or in-

firmity by a secret means, method, device

or instrumentality.

17. Giving or receiving, or aiding or abetting

the giving or receiving of rebates, either

directly or indirectly.

18. Engaging in the practice of medicine under

a false or assumed name, or the impersona-

tion of another practitioner, or a like, similar

or different name.

(b) In enforcing this section, the board shall upon
probable cause, have authority to compel an
applicant or licensee to submit to a mental
and/or physical examination by a designated

committee of at least three practicing physicians,

including a psychiatrist where a question of

mental condition is involved. The applicant or

licensee may have an independent medical prac-

titioner present during such examination, and
he may have an independent physical or mental

examination which examination report shall be

filed with the board for consideration. The com-
mittee will submit a report of its findings to

the board which will then hold a hearing as

provided in Section 63-620.

"You can eat anything. Just don't swallow it."
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Raynaud s Phenomenon Due to Arterial

Oeelusive Disease of the Wrist and Hand
W. ANDREW DALE, M.D.

Raynaud’s original description of the clinical

syndrome of digital cyanosis changing to pallor

with coldness, accompanied by more or less local

pain, triggered by cold, stress or other events

and at times leading to small necroses or even

to loss of fingers was developed in a thesis in

1862 and published in 1874.^ During the ensuing

century there has been continued controversy

based upon lack of understanding of pathogenesis,

confusion of terms, inability to produce the di-

sease experimentally and failure to recognize the

multiplicity of causes. Despite many clinical

studies of these questions treatment continues to

be empiric and often quite unsatisfactory. Pa-

tients with Raynaud’s phenomenon or syndrome

may be classified as primary (which really means

that no cause can be found) or as secondary

to some process known to be associated with

these ischemic changes. (Table 1) A variety of

Table 1. Causes of Raynaud’s phenomenon

A. Primary Raynaud’s disease

B. Raynaud's phenomenon due to:

1. Arterial occlusion (arteriosclerosis, embolism,

thromboangiitis obliterans, injury)

2. Nerve lesions (thoracic outlet syndrome, cau-

salgia)

3. Intoxication (ergot, heavy metals)

4. Miscellaneous (scleroderma, disseminated lupus,

rheumatoid arthritis, dermatomyositis, leukemia,

myeloma

causes of secondary Raynaud’s phenomenon are

now recognized, some of which allow specific

therapy. There still remains a group of patients

with primary Raynaud’s disease whose manage-

ment is still hit-or-miss and therefore is generally

unsatisfactory.

Multiple organic occlusions of the small arteries

of the wrist, hand and fingers are a common
cause of Raynaud’s syndrome, yet until angi-

ography became readily available these cases

continued to be regarded as the end results or

late stages of primary Raynaud’s disease. Experi-

ence with 27 such patients and with 21 with

From the Department of Surgery, Vanderbilt Uni-

versity School of Medicine, St. Thomas Hospital and

Baptist Hospital, Nashville, Tennessee.
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primary Raynaud’s disease during the past ten

years indicates that these patients form a separate

group, 1 ) whose etiology is either arteriosclerosis

or thrombo-angiitis obliterans, 2) who are more

often male than female, 3) whose disease is

often unilateral rather than bilateral and 4) who
respond well to upper thoracic sympathectomy

(while those with primary Raynaud’s disease

do not).

Primary Raynaud’s Disease

Primary Raynaud’s disease is usually seen in

women, is often bilateral, is particularly trig-

gered by cold, but may also occur during periods

of stress and is marked by periods of exacerba-

tion and remission. General experience indicates

that many patients who are initially classified as

primary Raynaud’s disease eventually prove to

have an inciting cause or an associated problem

so that there is considerable reservation about

the diagnosis of primary Raynaud’s disease until

careful studies have been made and several years

have passed.

There continues to be a general misconception

that primary Raynaud’s disease responds well to

surgical ablation of the thoracic ganglionated

chain, but our experience as well as that of

others indicates that this is incorrect. DeTakats

stated that “lack of organic obstruction in the

presence of clearcut Raynaud’s phenomenon is a

warning signal of the first order”- and Edwards

remarked that occurrence of symptoms were so

common in primary Raynaud’s disease that he

found the operation inadvisable “except as a last

ditch effort.”^ Johnson, Summerly and Birnstingl

reported no “cures” among 75 operated upon

3 to 24 years earlier and stated that “although

the immediate post-operative results may be most

encouraging, the late results are not.”^ Our

similar experience leads us to the belief that

while the medical treatment of primary Ray-

naud’s disease is uncertain and unsatisfactory,

that the same is generally true of thoracic

sympathectomy. Among patients seen during the

last ten years whose charts were reviewed for

this article there were 21 judged to be primary

Raynaud’s disease. These all lacked any associ-
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and problem and had a brachial arteriogram

showing complete patency of vessels but with

evidence of extreme narrowing (Figure 1).

Surgery was not usually advised because earlier

experience has shown it to be ineffective, but

Fig. 1 The arteries of the hand in a patient with

primary Raynaud’s disease showing narrowing

and areas of corkscrew appearance at the ar-

rows but no complete organic occlusions.

Missing digital vessels of the medial aspect of

the fifth finger were visualized in other films

of the series.

Table 2. Statistic of 48 patients with

Raynaud’s syndrome

Raynaud’s phenomenon
Primary Raynaud’s due to small arterial

Male

Female

<20 years

21-30 years

31-40 years

41-50 years

51-60 years

>60 years

Sympathectomy

No
Sympathectomy

Disease: 21

4 (19%)

17 (81%)

0

5

4

6

6

0

4 ( good result 1

I
poor result 3

17

occlusion: 27

19 (70%)

8 (30%)

0

3

6

8

9

1

21 ( good result 21

I
poor result 0

6

it was performed in four instances with only a

single good long-term result (Table 2).

The reason an opinion originally developed

favoring sympathectomy for Raynaud’s disease

is explained by the confusion in the past between

primary Raynaud’s disease and Raynaud’s phe-

nomenon secondary to occlusive disease of the

small arteries of the wrist and hands or other

things. This distinction was not recognized prior

to the common use of brachial angiography and

it is the main thrust of this paper to separate

these two syndromes, the former of which is

based upon functional vasoconstriction and the

other upon organic arterial occlusion of multiple

vessels.

Raynaud’s Phenomenon due to Occlusion of

Small Arteries of the Wrist and Hand

Small vessel occlusions of the wrist, hand and

fingers are more common than have been sup-

posed and in this experience with a group of

patients referred by other physicians out-num-

bered patients with primary Raynaud’s disease.

Thus there were 21 instances of primary Ray-

naud’s disease while there were 27 patients with

organic occlusion (Figure 2).

Fig. 2. The normal vessels of the left hand contrast

with the multiple organic arterial occlusions

shown by the arrows in the right hand, whose

index finger is the primary source of symptoms.

In 1967 Laws, El Sallab and Scott stated that

on the basis of post mortem arteriograms on 94

random autopsies^ complete arterial occlusion was

rare prior to 50 years of age. Personal experience,

however, with the 48 patients herein shows that

17 (36 percent) had occlusions of the arteries of

the wrist, hand and fingers prior to age 50 (Table

1 ).
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Whether these organic occlusions are due to

Buerger’s thrombo-angiitis obliterans or to a form

of arteriosclerosis is unknown,® Most of these

patients have not had finger tissue biopsies for

fear of poor healing and therefore in the absence

of specific information have been classified simply

as organic occlusion of the small vessels of the

wrist, hand and fingers without making a guess

as to specific etiology. The presence of arterio-

sclerotic lesions at other points at other places

in the body in some of these patients, however,

suggests that this may be the correct etiology.

Angiography. Accurate visualization of the

arteries of the wrist, hand and fingers is the most

critical study available since it allows differentia-

tion between ischemia due to organic occlusions

and that due to purely functional causes. It is

therefore an important key to diagnosis as well as

to therapy since the results of sympathectomy are

considerably different for these two states.

Attempts to opacify the entire arterial system

of the upper extremity by placing radiopaque

material via a catheter lying within the origin of

the subclavian artery demonstrates the proximal

vessels well but usually fail to show the hand and

digital arteries, which are better studied by in-

jecting the material directly into the brachial

artery at the elbow.

Our present technique involves local anesthesia

for placement of a small Size 18 Cournand

needle—cannula into the brachial artery at the

antecubital fossa. 20 cc of Conray 60 are rapidly

injected by hand and films are exposed at one

second intervals. Heparinized saline is flushed

Fig. 3. The effect of intra-arterial Priscoline in the

release of vasoconstriction is demonstrated

here. Arteries which appear to be occluded

were easily visualized a minute and a half

after the vasodilator was placed in the artery.

through the system while the films are developed

and inspected. 25 mgs. of Priscoline are then

injected intra-arterially to produce maximal

vasodilatation which appears approximately one

to two minutes later. (At this time a second in-

jection of 20 cc of Conray 60 is made and another

series of films exposed (Figure 3).

The serial films are studied to learn whether

or not each vessel of the wrist, the palmar arches

and each digital vessel is patent to the tips of the

fingers. The pattern of disease is then apparent,

either showing multiple occlusions of arteries or

patency with thread-like narrowing which is in-

dicative of functional disease. The films following

Priscoline often shed considerable light on the

problem and have proved to be a valuable addi-

tion to the original examination.

Stellate block. Prediction of the effects of

thoracic sympathectomy may to some extent be

obtained by blocking the upper thoracic ganglio-

nated chain with a local anesthetic solution. This

can be easily accomplished in the patient’s room
in a few minutes and is not a technically difficult

procedure.

The patient lies supine with a small pillow

beneath the shoulders to insure hyperextension of

the cervical spine. The head of the bed may be

elevated to 30 degrees to allow an easier position

for the operator. A skin wheal is raised with 1

percent lidocaine just lateral to the trachea and a

fingerbreadth cephalad to the clavicle, and

through this is passed a long No, 22 needle di-

rectly posteriorly until it impinges upon the

vertebral body or the disc. The needle lies be-

tween the trachea medially and the carotid sheath

laterally. After the needle impinges upon the

bone or cartilage, aspiration assures that it does

not lie within any large blood vessel. Five cubic

centimeters of 1 percent lidocaine is injected as

the needle is slightly withdrawn from the bony

contact, and another 5 cc is injected as the needle

is slowly withdrawn another centimeter. This

places a sufficient amount of lidocaine within the

proper fascial space to insure prompt blockade of

the lower cervical ganglia and the proximal

thoracic ones since the anesthetic solution spreads

widely following its deposition. The needle is im-

mediately withdrawn and the patient is observed

for development of a Homer’s syndrome within

a few minutes. The anterior approach is much
easier than any other.

The patient is questioned after the block in

regard to improvement of pain or a feeling of

warmth, and objective measurements are made
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of the skin temperature of the fingers with a skin

thermometer.

Thoracic Sympathectomy

The results of thoracic sympathectomy for

ischemia of the fingers due to organic blocks are

good and impress us as better than those of lum-

bar sympathectomy for ischemia of the distal

tissues of the lower extremity. It forms the basis

of therapy for organic occlusions of the small

hand and finger vessels.

There has been continuing difficulty in defining

the proper nervous elements for ablation to

denervate completely the vessels of the fingers

and hand. Not only are there anatomic variations

but also surgical failures have occurred because

of inaccurate localization. While it was believed

earlier that post-ganglionic sympathectomy

caused hypersensitivity of the vessels to circu-

lating epinephrine, it now appears that poor re-

sults after upper extremity denervation were

usually the results of inadequate localization of

the nerves or of incomplete operation. Resection

of the T-1 through T-5 segment ordinarily severs

the pathways to the hand. The occurrence of

miosis, narrowing of the palpebral fissure, and

enophthalmos (Horner’s syndrome) if the sym-

pathectomy disturbs the pupillociliary nerve path-

way, limits the cephalad extent of resection of

the chain. Removal of T-1 through T-5 fulfills

the criteria of denervation without a high inci-

dence of Horner’s syndrome and is the preferred

ablation.

The deep position of the nerves serving the

upper extremity has resulted in a succession of

surgical approaches. The earlier use of the trans-

cervical route did not allow a sufficiently low

resection of the ganglionated chain for complete

denervation and frequently produced Horner’s

syndrome by damaging the sympathetic pathways

to the eye.

A more limited sympathectomy via a posterior

thoracic approach was next popularized. After

resecting a portion of the posterior third rib, a

short length of the thoracic ganglionated chain

(T-2 and T-3) could be disconnected from the

spinal cord by severing the rami and cutting the

chain below T-3. This resulted in a pre-gang-

lionic form of sympathectomy since the post-

ganglionic fibers were left intact in the discon-

nected but non-resected trunk. This retropleural

approach was somewhat complicated, did not

allow wide denervation of the upper extremity,

and soon began to be changed by several varia-

tions to a wider transpleural approach.

Louis T. Palumbo in 1957 asserted that de-

spite previous statements the usual description of

the anatomic pathway of the pupillociliary

mechanism was incorrect and that it did not

transverse the first ramus to the first thoracic

ganglion but passed into the upper aspect of the

stellate ganglion. This allowed resection of the

distal portion of the stellate ganglion (T-1)

without production of Horner’s syndrome in most

patients (8). His and Lulu’s experience was a

significant contribution to proper denervation of

the upper extremity (7).

Results

During the past ten years 27 patients found

to have organic blocks of the arteries of the wrist,

hand and fingers causing Raynaud’s phenomenon

have derived long-term benefit from thoracic

sympathectomy (Table 2). There were good re-

sults after sympathectomy, with no deaths and no

significant complications. Most of the non-

operated patients continued with symptoms. It is

concluded that such patients should be offered

sympathectomy with expectation of good result.

Patients with primary Raynaud’s disease on the

other hand should be viewed with caution. The

surgeon has much less to offer them.

Conclusions

Brachial angiography allows accurate diagnosis

of a large proportion of patient with Raynaud’s

phenomenon due to organic occlusive disease of

the arteries of the wrist, hand and fingers and

differentiation from patients with purely func-

tional primary Raynaud’s disease.

Transaxillary thoracic sympathectomy is ef-

fective and safe for a patient with Raynaud’s

phenomenon secondary to organic occlusive

disease of the arteries of the wrist, hand and

fingers, but is uncertain and usually a long-term

failure when applied to patients with primary

Raynaud’s disease without organic arterial oc-

clusion. The separation of the two groups of

patients is therefore of considerable practical im-

portance.
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Group B Streptococcal Disease*

DR. MICHAEL KINNARD:

Problem No. 1: Diabetic Ketoacidosis.

Subjective: KB was a 65-year-old black female with

known adult onset diabetes mellitus for 12 years re-

quiring 100 units of NPH insulin per day. She pre-

sented at the John Gaston Hospital Emergency Room
with a history of lethargy, polydipsia, polyuria for

three days. There was no nausea, vomiting, fever, or

chills.

Objective: The temperature was 99°F, pulse 50 beats

per minute, respirations 18 per minute, and blood

pressure 90/60 mm Hg. She was disoriented and

dehydrated. The head, eyes, ears, nose, and throat

were within normal limits. There were bilateral basilar

and axillary rales in the lungs. The PMI of the

heart was in the sixth intercostal space at the mid-

clavicular line. The rhythm was irregular, and S3 and

S4 were audible but no murmurs were heard. Bowel

sounds were present; no abdominal organomegaly or

tenderness was detected. The right lower extremity

was normal; the left was edematous with gangrenous

ulceration of the left great toe. Pedal pulses were

absent bilaterally. Neurological examination was es-

sentially normal, including deep tendon reflexes.

Laboratory examination: Blood chemistry values were:

glucose 746, blood urea nitrogen 55, serum amylase

442, mg per dl; potassium 5.0, sodium 144, bicarbo-

nate 6, chloride 103 M Eq per 1. Serum acetone was
positive at 1.8 dilution. Urinalysis: 4-f glucose, 2-|-

protein, pH 5.0 ketones moderate. White blood cell

count was 13,000 with a differential of three bands,

85 segmented forms, eight lymphocytes and four mono-
cytes. Arterial blood gases: pH 6.97, PCO^ 10 mm
Hg, POg 80 mm Hg. Chest X-ray was negative. The
electrocardiogram displayed sinus bradycardia with

transient junctional rhythm.

Assessment: Diabetic ketoacidosis and gangrenous

left great toe.

Plan: The patient was initially treated with inter-

mediate dosages of subcutaneous and intravenous

regular insulin and with intravenous bicarbonate solu-

tion. Eventually she required a below-the-knee amputa-
tion of the left lower extremity because of irreversible

tissue ischemia and necrosis.

Problem No. 2: Streptococcal Bacteremia.

Objective: Blood cultures and culture of the toe

were positive for beta hemolytic streptococcus. Group
B. On the fifth hospital day, a Grade II/VI systolic

murmur was heard at the left sternal border.

Assessment: Group B streptococcal bacteremia with

possible endocarditis.

*City of Memphis Hospital, Case No. 328493. Charles

E. Kossmann, M.D., Editor. Presented February 19,

1975.
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Plan: The patient was treated with parenteral peni-

cillin on which improvement occurred to the point of

contemplating early discharge.

Discussion

DR. ALAN BISNO: Streptococci cultivated

on blood-agar plates demonstrate one of three

different patterns of hemolysis: alpha (partial),

beta (complete), or gamma (none).

It has been over 40 years since Dr. Rebecca

Lancefield, who incidentally is still quite active

in this field, showed that beta hemolytic strepto-

cocci could be subdivided into various serogroups

on the basis of antigenic differences in their cell

wall carbohydrates. Most familiar is the sero-

group A. This is appropriate because it is one

of the major human pathogens and because it is

the serogroup which is related to acute rheumatic

fever and acute glomerulonephritis. Attention

should be called, though, to the fact that there

are 1 8 different serogroups of beta hemolytic

streptococci. Most have been associated in one

way or another with significant human infection,

although a few have only been the cause of

disease in animals. Among the serogroups other

than group A, four stand out as being important

causes of human disease. The first is group

B, to be discussed in more detail. The second

and third are groups C and G, which are asso-

ciated with pharyngitis, sepsis, occasional endo-

carditis and a variety of other infections, and

which, next to group A, are the most common
pharyngeal organisms. Then there is group D,

some species of which are designated as entero-

cocci, which are normal inhabitants of the human
gastrointestinal tract. These enterococci also

can cause chronic urinary tract infections and

bacterial endocarditis.

There are some exceptions to the neat schema

given above. That is, not all beta hemolytic

streptococci are “groupable.” Moreover, not all

groupable streptococci are beta hemolytic. For

example, most enterococci are not beta hemolytic

when grown on sheep blood agar plates, and

even certain rare strains of group A streptococci

are not beta hemolytic.

With this brief introduction to the beta

hemolytic streptococci, I want to concentrate on

group B disease and on some of the issues raised
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by this case. Certainly, group B has been much

more publicized as a human pathogen over the

last ten years than ever before. There is a strong

suspicion that this isn’t just an increased recog-

nition, but that group B disease appears to be

increasing in prevalence for reasons that we

don’t understand. The group B streptococcus is

also known as streptococcus agalactiae since it is

a well known cause of mastitis in cows. The

human and bovine strains are probably not

biologically identical, however.

Group A streptococci may be further sub-

divided into serotypes. The major typing system

for group A organisms depends upon antigenic

dissimilarities in a cell wall substance known as

M-protein. Group B organisms do not contain

M-protein but serotyping is accomplished using

certain cell wall carbohydrates. Currently recog-

nized serotypes of the group B streptococci are:

lA, IB, IC, II and III. Type III is the one

usually associated with neonatal meningitis. In

man, group B normally colonizes a number of

body sites, particularly the female genital tract,

and it produces a wide variety of clinical syn-

dromes. The majority of serious group B infec-

tions occur as perinatal events. These include

neonatal sepsis and meningitis and puerperal

sepsis. There are, in addition, a group of adult

infections not associated with the puerperium.

These include urinary tract infections, infections

in diabetics with peripheral vascular disease such

as exemplified by our patient today, and a mis-

cellaneous group of infections such as pneumonia,

empyema, wound infections, peritonitis, menin-

gitis, and endocarditis. Group B streptococci are

also recovered from the pharynx of normal in-

dividuals and sometimes from the pharynx of

patients who complain of sore throat. However,

the role of B streptococci in causing pharyngitis

is much debated. They probably have no role,

or a very minor role, in causing sore throat.

In terms of perinatal infection, consequences

for the mother are chorioamnionitis, septic abor-

tion with fetal wastage, and puerperal sepsis. If

a viable fetus is salvaged, there is a definite risk

of severe infection, and this may take several

forms. First, is an early neonatal sepsis which

makes itself known during the first 24 hours

after birth. It seems to involve the lungs pri-

marily, probably as a result of aspiration of in-

fected amniotic fluid, and the pathogen can be

cultured from many sites such as the blood, the

nasopharynx, the skin and the myocardium. Most

of these infants die within 24 to 48 hours.

The second neonatal syndrome is meningitis.

This may occur within the first ten days after

birth but its onset may also be delayed for as

long as anywhere from ten days to ten to twelve

weeks. The cases with later onset of meningitis

tend to be somewhat milder and have a better

prognosis though deaths and neurologic sequelae

do occur. Most observers agree that Type III

organisms are strongly associated with meningitis.^

Some observers also claim a high proportion of

neonates with sepsis are infected with Type I

organisms. This appears to be variable depend-

ing upon which study is reviewed. The septic

neonates are clearly examples of infection ac-

quired from the mother during passage through

the birth canal. This has been shown by serotyp-

ing data which confirms that the same group B
type can be isolated from mother and child. On
the other hand, there is considerable feeling that

many of the delayed onset meningitides result

from postnatal acquisition of group B organisms.

Some of these may be hospital infections acquired

from nursing personnel. In surveys of nurses

conducted during the course of group B out-

breaks, up to one-third may be shown to harbor

group B streptococci in the throat, vagina, or on

the skin.^

A major unresolved question is the desirability

of doing vaginal cultures on all women coming to

term and treating those who are positive in order

to prevent puerperal and neonatal infections.

Studies of the risk associated with vaginal car-

riage vary considerably. Hood and his associates^

in New Orleans found that 5 to 6 percent of

the mothers in their Obstetrics Department were

group B carriers. There was a 37 percent mor-

bidity rate among infants bom to these carriers.

Most other studies have failed to confirm this

high risk. Baker and Barrett^ in Houston found

that 25 percent of the mothers in their Obstetrics

Department were colonized in the throat or

vagina with group B organisms, and a similar

percentage of neonates were colonized but only

2 percent of the latter became ill. Other studies

tend to support this. So, most authors doubt

that universal culturing and universal penicillin

treatment are warranted, even if penicillin

prophylaxis could be depended upon to terminate

the carrier state and prevent puerperal sepsis or

neonatal sepsis. Data on this last point, inci-

dentally, are limited.

I should like now to discuss group B infections

which are unrelated to childbirth. As I mentioned

previously, these include pneumonia, empyema.
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or endocarditis, but two syndromes stand out.

The first is urinary tract infection. This occurs

particularly in females but also in males with

prostatic involvement. These organisms tend to

behave like enterococci, even to the propensity

of occasionally causing septicemic seeding and

bacterial endocarditis from a urinary tract focus.

Unlike some enterococci, however, these organ-

isms are quite susceptible to penicillin. The

second syndrome which requires mention is that

of infection in diabetics. Most of these patients

are adult onset, insulin-dependent such as the

patient today. ^ The reasons for this association

are unknown. In 1964, Eichkotf and co-workers®

at Boston City Hospital pointed out a strong

association between peripheral gangrene in

diabetes and group B streptococcal infection. Of

the eight patients they reported with diabetic

gangrene and group B streptococcal infection, six

were female. Group B organisms were cultured

from the gangrenous extremities and, in one case,

from the blood. Thus, the triad of adult-onset

insulin-dependent diabetes, peripheral gangrene

and group B infection is a well-described associa-

tion, and today’s patient exemplifies this triad.

Finally, there is very little known about the

virulence of group B streptococci, or about the

mechanisms of human immunity to this organism.

Group A organisms have two primary virulence

factors: M-protein in the cell wall and a capsule

composed of hyaluric acid. Both of these factors

enhance resistance to phagocytosis by neutrophils

and macrophages. Group B organisms don’t

have M-protein, and significant encapsulation is

rare. Nevertheless there is some mechanism of

acquired immunity since immune serum tends to

protect mice against challenge with group B
organisms. However, acquired serum opsonic

antibodies, that is antibodies which coat the

organisms and promote phagocytosis, have been

found only for serotype lA.^ The other types

seem to be readily ingested by human neutrophils

without any special requirement for specific anti-

Raynaud’s Disease

Continued from page 25

4. Johnston, ENM: Summerly, R, Birnstingl, M,
Prognosis in Raynaud’s phenomenon after sympathec-

tomy, Brit Med J, i:962, 1965.

5. Laws, LW, El Sallab, RA and Scott, JT: An
arteriographic and histological study of digital arteries,

Brit J Radiol, 40:740, 1967.
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body. Thus, as I indicated, the virulence factors

that make this such an important pathogen at the

moment are completely unknown.

In summary, group B streptococci are sig-

nificant human pathogens. They are associated

primarily with perinatal infections, particularly

puerperal sepsis, neonatal sepsis and neonatal

meningitis. There is a question whether some

intervention should be made in an attempt to

prevent neonatal sepsis in women who are vaginal

group B carriers, but the bulk of the evidence to

date indicates that this really isn’t feasible. The

organisms are quite sensitive to penicillin, al-

though infections occurring in the immediate

neonatal period have a poor prognosis despite

therapy. Clinically significant group B infections,

particularly urinary tract infections, do occur in

non-pregnant adults. Our patient today represents

another well-described syndrome: the triad of:

(a) adult-onset, insulin-dependent diabetes mel-

litus, (b) peripheral gangrene, and (c) group B
streptococcal infection. Occasional cases of

group B streptococcal endocarditis do occur.

Obviously, it is not clear whether this patient did

or did not get a secondary bacterial endocarditis.

She is being treated as though she had, and that

seems a reasonable course to follow at this point.
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Case Presentation:

A 3500 gm full term black female developed pro-

gressively decreasing stools, increasing abdominal dis-

tension and vomiting on the 3rd day of life. A supine

radiograph of the abdomen was obtained at 4 days of

age.

What is your diagnosis?

Differential Diagnosis:

1. Small bowel stenosis or atresia

2. Duplication

3. Meconium Ileus

4. Hirschprung’s Disease

5. Necrotizing Enterocolitis

6. Intussusception

7. Malrotation with bands and/or volvulus

(Answer on page 30)

Fig. 2. Barium Enema.

*From the Department of Diagnostic Radiology,

University of Tennessee Center for the Health Sciences,

Memphis, Tennessee 38163.

Dollars Today

—

Doctors Tomorrow
American Medical Association 3 1

Education and Research Foundation f m
535 North Dearborn Street, Chicago 10, Illinois
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X-Ray of the Month

Continued from page 29

Discussion:

In infancy it is normal for gas to be present

throughout the entire gastrointestinal tract. The

valvulae coniventes of the small bowel and colonic

haustra are less pronounced in the infant than in

the adult, thus making the distinction between

small and large bowel difficult on plain radio-

graphs. In this case the distinction could not

be made, thus allowing for a large differential

diagnostic list and the need for barium studies

of the colon.

Small bowel atresia is characterized by vomit-

ing and abdominal distention—the higher the

atresia, the sooner and more pronounced the

vomiting. The most common site is the distal

ileum. The current belief is that bowel atresias

are the results of fetal ischemic episodes to the

involved segments. In the present case the three

day history of normal stools ruled out atresia.

Small bowel stenosis with the same etiology would

be more likely. The delayed onset and radio-

graphic pattern is consistent with the diagnosis

of stenosis.

Duplications may involve any portion of the

gastrointestinal tract but are most common in

the ileum and esophagus. They are thought to

arise during recanalization of the bowel during

early fetal life. Duplications may enlarge from

retained secretions and compress adjacent bowel

resulting in obstruction. In the current case, no

soft tissue mass consistent with a duplication

could be seen on the radiographs.

Meconium ileus is the result of thickened ab-

normal meconium due to inadequate breakdown

of meconium as a result of pancreatic insuffi-

ciency, and to abnormal secretions from intestinal

glands. The accumulation is in the distal ileum,

resulting in obstruction behind it. This diagnosis

was unlikely in the present case since the termi-

nal ileum was well seen in the bowel study.

Incidentally, cystic fibrosis is rare in blacks.

Total Hirschprung’s Disease is a strong possi-

bility. The aganglionic segment in this instance

would involve the entire colon. The aganglionic

portion would interfere with peristalsis and result

30

in small bowel obstruction which is the presenting

feature.

Necrotizing enterocolitis also presents with

multiple dilated loops of bowel. It may be

related to a post-natal ischemic insult to the

bowel. The ileocecal region is most commonly
affected. Intramural air when present is almost

diagnostic. It usually is seen in prematures

presenting with diarrhea and is rare in full-term

infants.

Intussusception is rare in the newborn period

and should not be considered as a possible cause

of obstruction during the first few months of life.

Finally, malrotation must be considered. With

early fetal development, the developing intestines

herniate into the umbilical cord and return to

the peritoneal cavity executing a 270° counter-

clockwise rotation around the superior mesenteric

artery. Any disruption of the normal rotational

sequence results in anomalies, the commonest of

which is malrotation. The degree of malrotation

is judged by the position of the cecum which

may be left-sided or high on the right. Failure

of normal small bowel rotation results in a

narrow mesenteric peritoneal attachment, and this

predisposes to volvulus. In addition malrotation

sometimes results in fibrous peritoneal bands that

can also obstruct.

The barium colon examination (Figure 2)

revealed a normal colon. The cecum projected

somewhat high in the right side of the abdomen.

This was suspicious, but not definite. More

definitive, however, was the filled distal ileum

which was directed upward and to the left with

several abnormal curled loops. The ileum is

normally seen in the pelvis. These findings indi-

cate a midgut malrotation and probable volvulus.

Laparotomy confirmed the diagnosis. There

were dark, distended, twisted loops of small

bowel from just beyond the Ligament of Treitz

to the distal ileum. The bowel was uncoiled

and replaced, the cecum was tacked down, and

the abdomen was closed. Repeat laparotomy at

24 hours showed the bowel regaining normal

appearance, and the infant has subsequently done

well.

Answer—Malrotation, Midgut Volvulus

James G. Hazel, M.D.

Robert L. Siegle, M.D.
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Lithium and the Thyroid Gland

In the last seven years lithium has been widely

used to treat manic-depressive patients, and in

the last four years it has been used to treat

certain patients with schizophrenia. This increased

use of lithium together with an increased use of

thyroid function studies suggests that we might

reexamine the relationship between lithium inges-

tion and thyroid function.

Case #1
This 34-year-old lady was admitted to the hospital

with an acute and chronic anxiety reaction. She had

been on birth control pills. A PBI was 15 mcg%
and the T4 was 14 mcg%. She was then placed on

600 mgm of lithium daily. A PBI two days later was

7.4. The lithium was reduced to 300 mgm daily and

two days later the PBI was 1 1 . Despite her anxiety

state, she was thought to be clinically euthyroid. Thy-

roid function studies at this time revealed a 24 hour

radioactive iodine uptake of 31%, T4 10 mcg%, T3
RIA 205 na%, TBG 26 mcg%.

Case #2
This manic depressive patient with recurrent hyper-

thyroidism had a T4 of 9.2 mgm%, T3 RIA of 430

ng%, and TBG of 23.5 mcg%. He had previously

been on lithium but had been taken off the medication

one week prior to these tests. Because of difficulty with

his psychiatric state he was then admitted to the hos-

pial where lithium was started at dose of 300 mgm
QID and later was increased to 600 mgm QID. One
week after receiving these massive doses, his studies

revealed a T4 of 6.5 mgm%, T3 RIA 160 ng%, TBG
of 26.6 mcg% and a 24 hour 1-131 uptake of 51%.
He was much calmer.

In the first case the elevated PBI (probably

elevated because of the effect of birth control

pills) rapidly dropped when the patient was

placed on lithium and then increased a little when
the lithium was reduced. The thyroid studies

were rather typical with normal blood levels of

thyronines and a borderline elevation of the

radioactive iodine uptake. The normal levels of

thyronines may actually represent some diminu-

tion from the prior elevated levels. In the second

case, this hyperthyroid patient showed lower

levels of blood thyronines, amelioration of symp-

toms, and elevation of the radioactive iodine

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital, Nashville, Tennessee 37203

uptake while on lithium therapy. Whether the

uptake would remain high or revert to normal

levels could only be determined after six to

eight weeks. In both cases, the puzzling labora-

tory values can be understood on the basis of a

response of the thyroid gland to lithium.

Since the late 1960’s it has been realized that

some patients who are treated with lithium de-

veloped goiter. By the early 1970’s it was real-

ized that goiter formation was also commonly

associated with hypothyroidism. A British survey

reported that in a large series of euthyroid

patients treated with lithium, almost 14 percent

developed goiter and became hypothyroid. The

ratio of females to males becoming hypothyroid

was 8 to 1. The Swedish literature indicates that

while a drop in radioactive iodine uptake may
not occur for weeks or months, the tetraiodo-

thyronine and triiodothyronine usually fall within

a matter of one to two days. In some cases, the

T4 and T3 showed only borderline reduction in

blood levels. The most sensitive and probably

the reliable test appeared to be the elevation of

TSH in serum. In some cases, the induction of

hypothyroidism was associated with a concomitant

thyroiditis, but this was not reliably demonstrated

in many patients.

Because lithium appeared to induce a hypo-

thyroid state, it was eventually tried as therapy

for hyperthyroidism. Hyperthyroid patients

seemed to respond quite well to this form of ther-

apy in that they all became euthyroid within two

to four weeks. In the larger series only one of

12 such treated patients had trouble tolerating the

drug. The T4 and T3 generally diminished by

about 40 percent in a few days. The radioactive

iodine uptake often did not fall to normal levels

until six to eight weeks had elapsed.

Like iodine, lithium seems to effectively in-

hibit thyronine formation ( Wolff-Chaikoff effect)

but unlike iodine the rapid escape of the gland

from the effect of the drug is not observed. The

effect is dose dependent. Iodine also seems to

be synergistic with lithium in controlling the

hyperthyroid state. When lithium is withdrawn,

there is a quick relapse into a hyperthyroid state.

While lithium seems to be effective, because of

Continued on page 33
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Hypertension In the Black Community
An Overview—Part II

This article is the second of a two-part series on

Hypertension in the Black Community.

There is a variety of clinically useful anti-

hypertensive agents available today and studies

indicate that the hypertensive patient’s prognosis

is improved when his blood pressure is decreased

to or towards normal. Treatment with these

agents can effect a decrease in cardiovascular

morbid events and retard life threatening deteri-

oration in renal function in patients with diastolic

blood pressure between 100 and 144 mm Hg.

Evidence is lacking on the effectiveness of anti-

hypertensive therapy in patients with diastolic

blood pressure averaging 90 and 100 mm Hg. In

view of the high risk of significant sequelae ajid

since adverse reactions from therapy are easily

recognized and remedied, it appears reasonable to

treat aggressively all patients with diastolic blood

pressures greater than 90 mm Hg., particularly

those with strong family history of hypertensive

vascular complications or those with target organ

damage.

The unknown etiology of essential hyperten-

sion demands that its treatment have an empirical

basis. An understanding of the physiological

determinants which maintain normal and elevated

blood pressure as well as the pharmacology of

the antihypertensive agents is most helpful in

tailoring an antihypertensive regimen to the in-

dividual patient.

Since 50 to 60 percent of all black hyperten-

sives will show evidence of volume dependent

hypertension, diuretic agents are a rational first

choice for therapy. Most hypertension specialists

have recommended that a thiazide be given as

the initial therapeutic agent; however, the fre-

quency of hypokalemia suggests the rationale

for combining thiazide with a potassium-sparing

diuretic as the initial therapeutic agent. For most

Southern blacks, moderate sodium restriction

will potentiate the antihypertensive effect of

diuretics.

For the 40 to 50 percent of hypertensive

blacks who do not respond to diuretics alone or

From the Hypertension Center, Vanderbilt University

Hospital, Nashville, Tennessee 37232.
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who are intolerant of large doses of diuretics, the

adrenergic blocking agents (methyldopa, guane-

thidine, reserpine, propranolol) may be added

with the resulting advantage of additive thera-

peutic effect at lower doses, since the various

groups of antihypertensive agents produce their

effects by different mechanisms. For example,

combination therapy, such as with hydralazine,

propranolol and a diuretic, appears to be a ra-

tional method to reduce undesirable side effects

such as tachycardia, Na"^ and fluid retention. All

of the adrenergic blockers cause sodium retention

and their antihypertensive actions are potentiated

by a diuretic.

Compliance

The most disappointing aspect of cardiovas-

cular disease is not the lack of technology to

provide adequate therapy for the hypertensive

patient, but failure to recognize him and m.anage

his disease. More than 11 million people have

high blood pressure and are not aware of it, and

a large proportion of those diagnosed are not

receiving adequate therapy. Why does this situa-

tion exist in light of the available resources?

Due to an increasing shift of physicians

toward specialty areas, many physicians may not

include the patient’s blood pressure as a part of

their routine examination. Many new hyperten-

sives would be recognized if the specialist would

do a complete physical examination.

There is no common agreement among phy-

sicians as to how much of an elevation requires

therapeutic intervention. The controversy cen-

ters primarily around the so-called “mild” eleva-

tions in blood pressure where the physician tends

to question the benefit of therapy in terms of

reducing morbidity and mortality, and hence does

not inform the patient of this slight elevation in

blood pressure.

After a diagnosis of hypertension is made and

the patient is placed on the proper therapeutic

regimen, the long term benefits from such therapy

will not be realized if the patient does not con-

tinue to take his medication and remain under

medical supervision. Fries lists these factors

which influence a patient’s compliance with the

prescribed therapy:
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( 1 ) 1 he patient failed to understand the directions

of therapy.

(2) The therapeutic regimen was overly complicated.

(3) The patient did not understand the nature of

his illness and the need for continued treatment.

(4) The patient was seen by too many different

therapists which is frequently the case in out-

patient clinics.

(5) The patient was made to feel like a “second

class” citizen because of the prolonged waiting

time and the impersonal atmosphere encountered

in an overcrowded clinic.

(6) The failure to care for an intercurrent sympto-

matic illness, often more bothersome to the

patient, may decrease the credibility of the clinic

to the patient.

(7) The side effects of some drugs may cause some

patients to stop taking their medication.-

(8) Finally, the cost of the medication may place

an undue burden on a limited budget, and with

the asymptomatic nature of hypertension, the

patient may not consider the expense a major

priority.

Fries concludes that the maintenance of

patient compliance requires “great skill, knowl-

edge, tact, and a change in our present organiza-

tion of out-patient clinics.”

Conclusion

Hypertension is an asymptomatic disease highly

amenable to medical management, which has

been shown to reduce morbidity and mortality

due to the disease. In the black population in

the United States, the incidence of this disorder

is IVi to 2 times that in whites. Furthermore,

blacks often suffer from more severely elevated

blood pressure and significantly greater morbidity

and mortality. Numerous theories are presented

which attempt to explain these many apparent

differences in the expression of the disease. Of

particular interest is the problem of identification

and compliance in the black hypertensive. How-
ever, regardless of the exact physiological differ-

ences, it is mandatory that adequate pharmacolog-

ical therapy be instituted early in the course of

the disease and the patient be aggressively

followed.

Robert E. Taylor, Ph.D., VUMS IV
Michael E. Fant, VUMS II
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its toxic effects it should not be administered

when renal function is impaired or electrolytes

are abnormal. Even though the mode of action

is not well understood, and there are certain

contraindications to the use of lithium, lithium

may be useful in the occasional case of hyper-

thyroidism that needs rapid control.

Robert L. Bell, M.D.
Director

JANUARY, 1976 33



rm
Case Report

This 62-year-oId lady had been asymptomatic in

spite of a severe gibbous deformity of the chest until

her present illness. For approximately two weeks she

had noted easy fatigability and dyspnea on exertion.

She had no knowledge of previous heart disease and

her present illness was not associated with systemic

symptoms or chest pain. She took no medications.

Her admitting electrocardiogram (ECG) is illustrated.

Her heart was seen on chest x-ray to be minimally

enlarged. After a period of observation a permanent

pacemaker was implanted with relief of symptoms.

Fig. 1

Discussion:

The ECG illustrates several interesting features.

Complete heart block is evidenced by inde-

pendent atrial and ventricular activity (rates 80

and 30 respectively). Ventricular depolarization

is not prolonged (QRS 0.08 sec) indicating a

pacemaker site above the division of the His

bundle. The prolonged OT interval (0.50 sec)

is compatible with the slow ventricular rate.

Absence of initial anterior QRS forces is prob-

ably related to the gibbous deformity with

posterior rotation of the heart. The possibilities

of old anterior septal myocardial infarction or

corrected transposition of the great vessels were

not supported clinically. Intrinsic pacemaker rates

proximal to the division of the His bundle are

usually much higher than illustrated by this

patient. Most cases of chronic complete heart

block are due to degenerative lesions in the His

bundle and trifascicular conduction system with

complete interruption of the proximal conduction

system. In such cases the resultant pacemaker

is in the distal conduction tissue, is slow, and re-

From the Department of Cardiology, St. Thomas
Hospital, Nashville, Tennessee 37205.

suits in a widened, bizarre QRS complex. Recent

histologic studies of patients with left anterior

hemiblock demonstrate that although the ECG
abnormality in patients with degenerative fibrosis

of the conduction system may be discrete, the

lesions are usually widely distributed.^ Thus the

ECG expression in an individual patient (Right

Bundle Branch Block, Left Bundle Branch

Block, Left Anterior Hemiblock, Left Posterior

Hemiblock, Complete Heart Block) may repre-

sent a fortuitous expression of lesions alone or in

combination. In this patient it can be speculated

that complete interruption of the conduction

system has occurred proximal to the division of

the His bundle and that similar disease has re-

duced the efficiency of the resultant His bundle

pacemaker.

FINAL ECG DIAGNOSIS: Complete heart

block with slow His bundle pacemaker.

Reference
1. Demoulin, JC, Simar, LJ, Kulbertus, HE: Quanti-

tative study of left bundle branch fibrosis in left anterior

hemiblock: A stereologic approach. Am J Cardiol.

36:751-756, Nov., 1975.

Harry L. Page, Jr., M.D.

Co-Director
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of public hcoll

School Dental Program

At least 90% of the population of Tennessee is

affected by dental disease. By the time the aver-

age child in Tennessee enters school, he or she

will already have three or more decayed, missing

or filled primary teeth. In the six to fourteen

age group the average child has 2.7 decayed,

missing or filled permanent teeth. More than

half of those teeth with cavities go untreated.

Approximately 80 percent of the high school

age group in this state have the signs and symp-

toms of periodontal disease, disease which affects

the gums, soft tissues, and supporting structures

in the mouth.

Added to the problem of dental disease are

the problems of maldistribution of dental man-

power, particularly in rural areas. The great ex-

pense and problems of transportation contribute

to the end result, which is dental neglect. Many
counties in Tennessee are financially unable to

support effective dental programs of either pre-

vention or care, because these are the areas where

there is the greatest incidence of poverty and

where lack of dental manpower is the greatest.

The cost of dentistry, along with other medical

services, has risen so fast that dentistry other

than for relief of pain has been priced above

the economic capacity of a large segment of the

population. In fact there are many young people

in school who are in pain and who have chronic

infections. They cannot secure treatment because

of its cost or lack of manpower. The use of

dental services is related to family income, edu-

cational level of the parents, the availability of

dental services, the effectiveness of dental health

education and the degree to which a dental pro-

gram has been organized.

The Tennessee Department of Public Health,

through the Dental Health Services Division, is

conducting two comprehensive dental care dem-

onstration projects. These projects are funded

by the Department of Health, Education and

Welfare through the Maternal and Child Health

Program of Projects.

The overall objective of the dental project is

to demonstrate and measure the impact of a team

of professionally trained personnel on the prev-

alence and incidence of dental disease in a

group of children from low income families who
suffer the crippling effects of dental disease. This

team consists of a dentist, dental hygienist, dental

assistant, nutritionist and other supportive per-

sonnel.

The sites for the projects, which became op-

erational early in 1975, are Jackson-Madison

County and Johnson City-Washington County.

The target population for the Jackson project is

children in kindergarten, and first and second

grades in the city school system. In Washington

County, the program reaches all third grade

students.

All children in the target population receive

some dental health services, specifically screen-

ing, diagnosis, general dental referrals, classroom

hygiene programs, classroom nutritional pro-

grams, and classroom self-applied fluoride (vol-

untary basis).

Low income children ($5310 for a family of

four) in the target population are eligible for

additional services, which include clinical exami-

nation and charting of teeth, clinical treatment/

correction of defects, referrals to specialists, pre-

ventive services through clinic recheck every six

months, and nutritional services through clinic

individual counseling.

Incremental care was designed into the project

to keep a child active in the program and to

provide aftercare. During the first year of op-

eration, the eligible children received compre-

hensive dental care which removed the backlog

of dental care needed by this group (K-2 in Jack-

son; 3rd grade in Washington County). During

the second year of operation, the new kinder-

garten and third grade will be given compre-

hensive dental care. Children previously en-

rolled will be brought back to the clinic for

maintenance services. Approximately 1,200 chil-

dren per year will receive dental care and mainte-

nance services, and many others will receive

emergency care, preventive and educational ser-

vices.

The project will be evaluated on the difference

between the baseline data gathered, using stan-

dard dental indices, and the data gathered after

the project has been underway.
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ANTIBIOTIC SUSCEPTIBILITY TESTING

Recent conversations with several physicians

suggest that serious misinterpretations of anti-

biotic disc sensitivity tests may be a common
problem. Antibiotic susceptibility testing is

commonplace in office laboratories. To be a

reliable predictor of therapeutic elfectiveness, the

testing conditions must be meticulously followed

and carefully controlled. The results require

thoughtful interpretation. The major topics briefly

discussed below represent the most common prob-

lems that lead to erroneous results in laboratory

practice.

Pure Isolates vs. Mixed Cultures

Because laboratory culture is an artificial en-

vironment, the rate of growth, the metabolites

produced, and the physical and chemical inter-

relationships between organisms usually are quite

different than the in vivo situation. Consequently,

when laboratory media are inoculated with more
than one species of organism, each in unknown
concentrations, a series of uncontrolled bio-

chemical events begins which serve as non-

standardized inhibitors or enhancers of growth.

Since growth or non-growth is the end point

determinant in susceptibility testing, mixed cul-

ture results are non-reproducible and non-

interpretable. Specifically, the practice of swab-

bing a patient’s throat, directly streaking the

material onto a plate, and adding a few anti-

biotic discs is a meaningless exercise; but it is

often done.

All of the original clinical correlation work
which validates the concept that sensitivity test

results can be translated into therapeutic predic-

tions was performed with pure isolates. No
other approach is presently valid.

Standardization of Inoculum

When colonies of pathogens are isolated, in

order to obtain uniform seeding of the sensitivity

testing plate the picked colonies are transferred

into broth. The broth medium is incubated for

several hours at 37°C until its turbidity matches

the turbidity of a barium sulfate standard. If it

From the Clinical Laboratories of Nashville, 2525

Park Plaza, Nashville, Tennessee 37203.
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is more turbid than the standard, it is diluted

with sterile broth until matching is achieved.

This is an important step because too light an

inoculum will result in falsely wide zones of

inhibition. An excessively heavy inoculum may
be interpreted as resistance when in fact the

organism may be sensitive to several safe anti-

biotics.

Standardization of Plates

Mueller-Hinton agar is most commonly used.

The agar should be exactly 4 mm thick through-

out. If the plate is not prepared on a perfectly

level surface, one side may be significantly dif-

ferent from the other. On the thin side, the

antibiotics will diffuse out a greater distance

from the disc during a set period of time and

the concentration gradient is also shifted. The

result is falsely large zones of inhibition which

could be interpreted as susceptibility when in

fact the organism is resistant. Reciprocal errors

occur on the thick side.

Standardization of Incubation Times

Incubation times that are too short will not

allow the antibiotic to diffuse out from the discs

and dilute down to concentrations that compare

favorably with clinically achievable blood levels.

The concentration of drug in the disc has been

selected to produce a suitable range of concen-

trations after 16-18 hrs. of incubation. If the

incubation time is too long, the supply of anti-

biotic in the disc becomes exhausted. Portions

of the zone which previously had inhibitory con-

centrations then become diluted and inhibited

organisms will recover and grow. The margin

of the zone of inhibition loses its sharpness and

zone size becomes difficult to measure.
i

Measurement of Zone Size

This is critical. The zone sizes must be

measured accurately in order to determine sus-

ceptibility or resistance. Antibiotics with rela-

tively small molecular weights will diffuse at a

fast rate and will usually produce large zones

of inhibition even when they are not therapeuti-
|

cally effective. For example, a zone diameter of
j

Continued on page 38 i
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Two Urban Community Clinics

The Tennessee Mid-South Regional Medical

Program has made a significant contribution

to the provision of primary care services in

medically underserved locations in both urban

and rural areas. Since the enactment of PL
93-641, there has been much concern expressed

as to how these clinics and others like them all

over the country will survive when RMP fund-

ing has ceased. Many of these health facilities

are on their way toward becoming self-sufficient

through third party reimbursement, but many
others will always require some additional sup-

port.

Waverly-Belmont Community Clinic and Cayce

Homes Community Clinic are two urban, primary

care centers which have obtained the major por-

tion of their funding support from TMS/RMP.
Both clinics began by offering health care on a

limited, mainly volunteer, basis in response to a

definite community need for such services. Both

facilities have expanded to provide care on a

full-time basis, and should they have to close

or curtail services because of lack of funds,

it would be extremely difficult for the people

whom they service to obtain adequate health

care.

Waverly-Belmont Community Clinic

The Waverly-Belmont Community Clinic has

been funded by the Tennessee Mid-South Re-

gional Medical Program since July 1974. The
clinic, which first began offering medical services

as the Rap House Clinic in January 1971, was
originally started because the clientele being

served by the Rap House Association needed

medical care in addition to the counseling on

drug problems and other forms of crisis inter-

vention already provided. Initially, the clinic was
run on a voluteer basis with physicians, nurses

laboratory technicians donating their services to

provide free medical care several nights a week
at RAP House. The state provided a gyne-

cologist one night a week under the aegis of

Family Planning.

The demand for an increase of services led

to the awarding of a grant by the Tennessee Mid-
South Regional Medical Program in July 1974.

In November 1974, the growth and evolvement

of these expanded services necessitated the move

to a new facility, and the name was changed to

the Waverly-Belmont Community Clinic to indi-

cate the new location and thrust of service. The

Waverly-Belmont neighborhood is a relatively

stable one, but there is a lack of readily acces-

sible health services. Most physicians have

moved out of the community, and it is outside

the catchment area of both Matthew Walker

Health Center and Meharry Medical College

Comprehensive Health Center. The clinic utilizes

the team process, and there are approximately

20 active volunteers working with the clinic. All

go through an extensive training program with

professionals before they are qualified to serve.

The paid staff consists of a Community Work-

er, who is responsible for making contact with

people and agencies in the local neighborhood;

a Health Educator who initiates activities in

health education which stress preventive health

maintenance; three Patient Advocates who en-

deavor to insure continuity of care for each

patient; a Clinic Assistant who works closely with

the examining physician; a Clinic Coordinator; a

Bookkeeper; and two Laboratory Technicians. A
contract has been made with Meharry Medical

College to provide physician and nurse practi-

tioner services to the clinic. There is always a

physician on the premises when patients are being

seen. Every new patient is thoroughly examined

and has routine laboratory work performed. A
Patient Advocate follows each patient through

his examination and explains all procedures as

well as the diagnosis made. The Patient Advo-

cate is also responsible assuring that follow-up

measures which have been recommended are

carried out.

Since July 1974, a total of 2,370 patient visits

have been recorded. A total of $56,945 was

awarded by TMS/RMP to the operation of the

Waverly-Belmont Community Clinic for this

fiscal year.

Since it is probable that after July 1976 there

will be no further funds available from this

source, the clinic is attempting to become self-

sufficient through the development of third party

payments, the establishment of relationships with
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the Public Health Department and the institution

of a patient-fee schedule,

Cayce Homes Community Clinic

In November 1972, TMS/RMP initiated the

support of a pediatric clinic in the Cayce Homes
Housing Project. Staffed by a Nurse Clinician

and local pediatricians who donated their time,

clinics were held three nights a week. The ser-

vices were well received and well utilized by the

community. However, there was a need in the

area for a complete primary care facility which

would treat all ages. Approximately 2,400 indi-

viduals live in the Cayce Homes Project, and a

220 unit high-rise apartment complex for the

elderly is located two blocks away. Access to

Metropolitan Nashville General Hospital is rela-

tively difficult because of a lack of transportation

or income to pay taxi fare. To meet these needs,

the Tennessee Mid-South Regional Medical Pro-

gram increased the amount of the grant to the

Cayce Homes Clinic in July 1974.

The clinic operates as a primary care center

staffed by two Family Nurse Clinicians who
operate under physician supervision. A Com-
munity Board is responsible for the administra-

tive policies of the operation. Eight pediatricians

and four adult practitioners rotate their services

on a consulting basis. A pediatrician is present

during one of two evening clinics each week,

and an adult practitioner is there for the other

evening clinic to consult with the Nurse Clini-

cians. The Family Nurse Clinicians operate

under medical protocols which are approved by

the physicians who are available for phone con-

sultation.

A Health Aide, who is a resident of the

Laboratory Medicine

Continued from page 36

20 mm for penicillin-G indicates resistance

whereas a 15 mm zone with gentamicin indicates

sensitivity. “Eye-balling” is not sufficiently ac-

curate because with some antibiotics there is a

very narrow margin between resistance and

susceptibility. With oxacillin, for example, a

zone diameter of 10 mm spells resistance but

13 mm indicates that the organism is sensitive.

Quality Control

Each batch of sensitivity tests, whether the

batch consists of one or many organisms, must

have parallel control tests. Several organisms with

predictable susceptibility patterns are available

for this purpose. E. coli (ATCC-25922) and
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Project, is responsible for recording vital signs

on each patient, ordering supplies, setting up

for clinic, performing the basic laboratory tests

and screening procedures, and generally assisting

the physician or Nurse Clinician. Another project

resident serves as a Patient Advocate and is

responsible for the follow-up care of the patients.

She also endeavors to mobilize community re-

sources and to serve as an intermediary between

the patient and referring agencies. The entire

operation is supervised by a Clinic Administrator

who is primarily responsible for the overall non-

medical operation of the clinic. From January

1973 to September 30, 1975 a total of 7,167

patient visits were recorded by the Cayce Homes
Community Clinic.

Like Waverly-Belmont, Cayce Homes Com-
munity Clinic is also anticipating July 1976

when Regional Medical Program funds are no

longer available. Current funding is $56,196.

Medicare and Medicaid Certification has been

established and third party reimbursement for

services has already begun. An increased fee-for-

service system is being installed, and other pos-

sible funding sources are being investigated.

Discussions have been initiated with the Waverly-

Belmont Clinic concerning a joint funding venture

to the large foundations and possibly the federal

government.

Both clinics are unique in their respective

methods of delivering primary care services in

heretofore, medically underserved areas of Nash-

ville. Also both clinics serve as training sites

for new health practitioners, and a multi-year,

multi-clinic proposal would reflect legitimate

needs.

Staph, aureus (ATCC-25923) are most com-

monly used. From day to day, the size of the

zones of inhibition produced by various anti-

biotics should fall within prescribed limits. If

they do not, one of the many variables has altered

and the results are not reliable.

Although all manufacturers of discs, plates

and media rigidly control their products for

quality, adulteration can and does occur during

shipment, storage, or exposure to the laboratory

environment. Laboratorians must be constantly

vigilant for product failures. Also, laboratorians

themselves vary from day to day, and these

human factors are to some extent controlled by

the parallel testing of “standard” organisms,

Joseph J. Sannella, M.D,
Medical Director
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CITY OF MEMPHIS HOSPITAL MEDICAL
AUDIT CRITERIA

ALCOHOL ADDICTION

I. Diagnostic Considerations

A. History should record:

1.

Any manifestation of alcohol

withdrawal such as: tremulousness,

convulsions, hallucinations or delirium 80%
2. Alcoholic blackouts 10%
3. Potential danger of self or others 10%
4. Alcoholic binges or benders 20%
5. Arrests for drinking, including traffic

violations 25%
6. Drinking before breakfast 25%
7. Trouble at work because of drinking 10%
8. Loss of friends due to drinking 10%
9. Unable to stop drinking voluntarily 20%

10.

Legally mandated admission 10%
B. Mental Status examination should record:

1. Tremulousness 60%
2. Delirium or hallucinations 20%
3. “Blackouts” 10%
4. Paranoid ideation 10%
5. Impairment of reality testing 10%

C. Laboratory evaluations should record:

1. Toxicology (alcohol and drug screen) 80%
2. Liver function tests 25%

II. Differential Diagnosis

Affective disorder 10%

III. Patterns of Treatment
A. Expected Use of Treatment

1. Milieu and group therapy 100%
2. Chemotherapy 100%
3. Psychotherapy 75%
4. Behavior modification 30%
5. Activities therapy 50%

B. Monitor Effects of Treatment

1. Nursing observations 100%
2. Serial mental status examinations 15%
3. Alcohol and drug screens 20%

IV. Expected Response to Treatment
A. Short Term

1. Improvement within 72 hours 10%
2. Improvement within 5 to 21 days 25%

B. Reassessment of Patients with Less than

Expected Response

Transfer to long-term rehabilitation facility 20%
V. Expected Incidence of Complications

A. Of Disease

1. Worsening of psychotic level of

functioning 5%
2. Suicidal attempts or threats . 10%

B. Of Treatment

1. Drug reactions 0-3%
2. Inadequate serial and occupational

adjustment 5%

VI. Disposition

A. Transfer to long-term rehabilitation facility 25%
B. Clinic follow-up in one week 75%

Utilization Aspects

I. Indications for Admission to Hospital

A. Required:

Dependence on alcohol 100%
B. In addition to above, one or more of

the following:

1. Tremors, hallucinations or toxic

amblyopia 25%
2. Amnesia, disorientation or seizures 5-10%

3. Continued drinking despite medical

and serial contraindications 10%
4. Impairment of social, familial, or

occupational functioning 30%
5. Potential danger to self or others 10%
6. Medical complications 5-10%

7. Inadequate social support 25%
8. Legally mandated admission 5%

II. Projected Length of Stay
A. 3 to 5 days 20%
B. 5 to 30 days 25%

III. Indications for Discharge from Hospital

A. Completion of detoxification 50%
B. Absence of suicidial or homicidal ideation 10%
C. Adequate social support 25%

BLUNT CHEST TRAUMA
I. Diagnostic Considerations

A. Pertinent history with specific reference

to: 100%
1. Type and time of accident

2. Mechanism of injury

3. Preceding pulmonary or cardiac disease

B. Physical examination with attention to: 100%
1. Evidence of cyanosis

2. Respirations

3. Chest wall movement
4. Wounds
5. Abdominal status

6. Extremities

7. Peripheral arterial tree

8. Blood pressure

9. Venous pressure

C. Laboratory tests:

1. Complete blood count and urinalysis 100%
2. Electrocardiogram 100%
3. Chest x-rays 100%
4. Optional tests as indicated

a. Long bone and spine x-rays

b. Blood gases

c. Eluroscopy

d. Biochemical profile

D. Special diagnostic procedures (to be

used for specific indications as noted)

:

1. Aortography and/or arteriography
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2. Bronchoscopy

3. Bronchography

4. Laminograms

5. Abdominal tap

6. Pericardial tap (pericardiocentesis)

7. Thoracentesis

8. Central venous pressure

9. Direct arterial pressure

10.

Bladder catheter for urine output

II. Possible Associated Problems

A. Orthopedic injury

B. Abdominal injury

C. Head injury

D. Pre-existing disease

III. Patterns of Treatment

A. Expected Use of Treatment

1. Special therapy services

a. Postoperative respiratory therapy

and/or chest physiotherapy 75-100%

b. Respiratory therapy services (not

surgical) <50%
2. Specific services

a. Blood bank (T & C) for surgery 100%
b. Postoperative ICU (thoracotomy) 100%

c. Intravenous fluids 100%

d. Repeated roentgenograms for

evaluation of therapy 100%

e. Routine (CBC, electrolytes) lab.

to evaluate status 100%
f. Intercoastal nerve block <25%

3. Medications

a. Analgesics (as needed) <100%
b. Preoperative and postoperative

antimicrobials as indicated for

infection <90%
c. Agents for control of bronchial

constriction and secretions <70%
d. Cardiovascular supportive drugs <50%

4. Consultants

a. Orthopedics (with fractures) 100%
b. Neurology and/or neurosurgery

(with CNS injury) 100%
c. General surgery as indicated

d. Internal medicine as indicated

5. Surgical treatment

a. Tube thoracostomy (for hemo-

thorax or pneumothorax) <60%
b. Tracheostomy <20%
c. Intercostal nerve block <10%
d. Thoracotomy

1) Massive bleeding <90%
2 ) Ruptured bronchus 100%
3 ) Ruptured diaphragm 100%
4) Aortic injury 100%

e. Abdominal exploration as indicated

B. Monitor Effects of Treatment

Appropriate progress notes with par-

ticular reference to the need for diag-

nostic procedures, control of pulmo-

nary infection, maintenance of ventila-

tion, control of air leak, expansion of

lung, stabilization of chest wall, and

the care of associated injuries.

IV. Expected Response to Treatment
General recovery in six weeks

V. Expected Incidence of Complications
A. Of Injuries

1. Pneumonia

2. Pulmonary emboli

3. Gastrointestinal bleeding (stress

ulcer)

4. Atelectasis

5. Cardiac contusion

B. Of Treatment

1. Surgical

a. Infection

b. Hemorrhage

c. Pneumonia

d. Atelectasis

2. Medical

a. Pneumonia

b. Atelectasis

c. Embolus

VI. Disposition

A. Immediate follow-up as necessary for

30 days

B. Repeat chest x-rays and hemograms

C. Re-examination and evaluation as

necessary

Utilization Aspects

I. Indications for Admission to Hospital

A. Shock

B. Respiratory distress

C. Hemoptysis

D. Pneumothorax

E. Open chest wound
F. Hemothorax

G. Severe pain

H. Subcutaneous emphysema
I. Fractured ribs

J. Mediastinal widening (x-ray)

II. Projected Length of Stay
A. Single problem

1. Injury: 2 to 14 days

2. Complicated: Indeterminate

B. Multiple: Indeterminate

III. Indications for Discharge from Hospital

A. Satisfactory restoration of function

B. Chest stable and lung expanded

C. Pain controlled and associated injury

stable

D. Availability of suitable care

E. Absence of contingencies that may
extend stay

CARCINOMA OF CERVIX
(Intact Uterus)

I. Diagnostic Considerations
A. Histologic confirmation 100% f

B. Chest x-ray 100%
[

C. Intravenous pyelogram 100%
D. Complete blood count, SMA 12 Profile, ji

BUN and electrolytes 100% I

E. Barium enema 40% {'

F. Cystoscopy 50%
|

G. Upper gastrointestinal series and small '

> 80%

<50%
< 10%

< 10%
<50%
25-30%

<20%
<15%
<20%
<50%

<30%
< 10%
< 10%
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bowel examination with previous his-

tory of pelvic surgery or pelvic inflam-

matory disease 80%
H. Clinical staging examination under se-

dation or anesthesia by gynecologic

oncologist and radition oncologist 95-j-%

I. Staging lapartomy

1. Stages IIB, III, and IV 60%
2. Selected cases of Stage I 10%

il. Possible Associated Problems
A. Anemia 25%
B. Pelvic or urinary tract infection 25%
C. Lower extremity edema 5%

III. Patterns of Treatment
A. Expected Use of Treatment (International

Federation of Gynecology and Obstetrics

Staging)

1. Stage *: Hysterectomy 95-f%
2. Stage lA

a. Hysterectomy 95+ %
b. Intracavitary irradiation

(± external irradiation) 5%
3. Stage IB, IIA

a. Radical hysterectomy 30%
b. External and intracavitary

irradiation 70%
4. Stage IIB, UIA, lUB, and IVA

a. Pretreatment laparotomy reveals

no cancer outside plevis: External

+/— intracavitary irradiation 95 + %
b. Pretreatment laparotomy reveals

cancer outside pelvis (para-aortic

node involvement) : External +/
— intracavitary irradiation 95 + %

5. Stage rVB (other than para-aortic

mode involvement)

a. Palliative irradiation 75%
b. No radiation therapy 25%

B. Monitor Effects of Treatment

1

.

External irradiation

a. Complete blood count (weekly) 95 + %
b. Pelvic examination (weekly) 95 + %
c. Weight (weekly) 95+%

2.

Intracavitary irradiation

a. Vital signs four time a day 95+%
b. Check position of applicator

twice a day 95+%
C. Contraindicated Diagnostic or Thera-

peutic Measures

Medical conditions precluding surgery 10%

IV. Expected Response to Treatment
A. Short Term

1. Vaginal bleeding stopped within two

weeks 90+%
2. Clinical evidence of tumor regression

during radition therapy ' 90+%
B. Reassessment of Patients with Less than

Expected Response »

1 . Positive biopsy of tumor three months

following irradiation: Consider ‘ap-

propriate salvage surgery

2. Perforation of uterus at time of intra-

cavitary insertion: Consider ap-

propriate salvage surgery

3.

Bulky disease with less than expected

regression: Consider hysterectomy

C. Long Term (Five-Year Survival)

1. Stage * 98%
2. Stage I - 80%
3. Stage IIA 75%
4. Stage IIB 60%
5. Stage IIIA 45%
6. Stage IIIB 30%
7. Stage IV <10%

V. Expected Incidence of Complications

A. Of Disease

1. Obstruction of ureter (s) with or

without uremia <10%
2. Extensive nodal metastases with early

stage primary lesions <10%
3. Pelvic or urinary tract infection 20%

B. Of Treatment

1. Temporary diarrhea with external

irradiation 90+%
2. Vesicovaginal; rectovaginal fistulae <5%
3. Pulmonary embolism <5%
4. Uterine perforation with intra-

cavitary applicator <10%
VI. Disposition

Following completion of all irradiation

A. First follow-up visit 6 weeks to 3 months

B. Subsequent follow-up visits

1. Every 3 months for 2 years

2. Every 6 months for 5 years

3. Every 12 months for >5 years

Utilization Aspects

I. Indications for Admission to Hospital

A. All patients admitted for diagnostic

examination, clinical, and surgical

stagings

B. All patients having intravavitary irradi-

ation

C. Complications due to disease and/or

treatment

II. Projected Length of Stay

(Uncomplicated Cases)
A. Early stages not requiring exploratory

laparotomy 7 days

B. Stages requiring exploratory laparotomy 14 days

C. Intracavitary irradiation (each inser-

tion) 4 to 6 days

III. Indications for Discharge from Hospital

A. Afebrile

B. Capable for self-care

C. No complications of therapy

HYSTERIA
I. Diagnostic Considerations

A. History should record:

Onset of illness before age 30 75%
Patient usually a female 75%
Recurrent symptoms in many dif-

ferent organ systems described dra-

matically; these include:

a. Somatic symptoms
b. Conversion symptoms = pseudo

100%

neurological = ground hysterical
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4. Chronic course 75% F. Renal biopsy 80%
B. Mental status examination should record: G. Renal function measurement 100%

1. Behavior: 100% H. Intravenous pyelogram 30%
a. Attention seeking II. Possible Associated Problems
b. Playing up A. Hypertension

c. Self-pity and self-concern B. Renal failure

d. Histrionic behavior III. Patterns of Treatment
e. Either emotional over-reaction or A. Expected Use of Treatment

f. Belle indifference 1. Fluid and sodium restriction 100%
2. Evidence of psychogenesis of 2. Diuretics 75%

symptoms 75% 3. Diuretics and spironolactone 75%
3. Absence of relevant physical 4. Dialysis 10%

findings 75% 5. Steroids 80%
C. Laboratory evaluation should include: 6. Immunosuppressive agents 40%

1, Psychological testing 50% B. Monitor Effects of Treatment

2. Negative laboratory work for the 1. Daily weights 100%
presenting symptoms 75% 2, Serial quantitative urinary protein

Differential Diagnosis determination 100%
(Consider the following:) 3. Serial BUN, creatinine, clearance 100%
A. Depression masked by physical 4. Serum protein, cholesterol at infrequent

symptoms 75% intervals 100%
B. Organic disease especially collagen IV. Expected Response to Treatment

disease 50% A. Short Term

Patterns of Treatment 1. Improvement 80%
(Need not be in hospital) 2. No improvement 20%
A. Expected Use of Treatment B. Reassessment of Patients with Less than

1. Psychotherapy 100% Expected Response

2. Chemotherapy 20% 1. Reassessment of renal function 100%
B. Monitor Effects of Treatment 2. Reasssssment of nephrotic syndrome 100%

1. Nursing observations 100% 3. Reassessment of drug regimen 80%
2. Serial mental status examinations 100% V. Expected Incidence of Complications

Expected Response to Treatment A. Of Disease

Response expected after long-term 1. Development of hypertension )

10-20%
psychotherapy 50% 2. Worsening of nephrotic syndrome

|

Expected Incidence of Complications B. Of Treatment

A. Of Disease 1. Side effects of steroids \

1. Acting out 75% 2. Side effects of immunosuppressive ( 5-10%
2. Suicidal gesture 75% agents )

3. Dissociative states 10% VI. Disposition

B. Of Treatment Office follow-up

1. Acting out 75%
2. Suicidal gesture 75% Utilization Aspects

Disposition 1 . indications for Admission to Hospital

Long-term outpatient care 100% A. Evidence of nephrotic syndrome

II.

III.

utilization Aspects

Indications for Admission to Hospital

A. Dissociative state 10%
B. Suicidal gesture due to secondary

depression 90%
Projected Length of Stay
5 to 10 days 90%
Indications for Discharge from Hospital

A. Absence of suicidal ideation 75%
B, Improvement in depression 75%

LIPOID NEPHROSIS
(>15 Years)

Diagnostic Considerations

B. Alteration in renal function

II. Projected Length of Stay
1 to 2 weeks

III. Indications for Discharge from Hospital

A. Renal biopsy diagnosis

B. Institution of therapy program

POLYNEUROPATHY
I. Diagnostic Considerations

A. If cause unknown, historical inquiry

regarding: familial, ehtanol, diabetes,

metals, toxins 100%
B. Studies should include: 100%

1. Chest x-ray

A. Edema 80% 2. Complete blood count including

B. Hypoproteinemia 90% erythrocyte indices

C. Proteinuria (>3 gms./24 hrs.) 90% 3. Urinalysis

D. Elevated cholesterol 50% 4. Blood urea nitrogen

E. Doubly retractile fat bodies or oval 5. Blood glucose

fat bodies in urine 50% 6. 2-hour postprandial blood glucose
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C. Additional studies as indicated for re-

assessment of patients with less than

expected response

1. Other blood chemistries 50-75%

2. Serum ^rid folate levels 40-60%

3. Schilling test 25-50%

4. Thyroid hormone levels 50-75%

5. Nerve conduction studies with or

without electromyography 50-75%

6. Cerebrospinal fluid study 50-75%

7. Muscle biopsy 25-50%

8. Nerve biopsy 0-25%

9. Urine arsenic, lead porphyrins 50-75%

10. LE cell prep., rheumatoid factor,

FANA 50-75%

11. Serum phytanic acid 0-10%

12. Urine arylsulfatase A 0-10%

13. Radiographic contrast studies of

gastrointestinal tracts and urinary

system and skeletal survey 25-50%

14. Electroencephalogram 0-10%

15. Myelogram 0-10%

16. Skull-rays 0-10%

II. Possible Associated Problems

A. Diabetes mellitus

B. Chronic alcoholism

C. Side-effects of some drugs, e.g., INH,

nitrofurantoin, vincristine, etc.

III. Patterns of Treatment
A. Expected Use of Treatment

1. Treat cause of neuropathy, if

etiology known
2. Tracheostomy <5%
3. Physical rehabilitation 30-50%

B. Monitor Effects of Treatment

1. Follow-up examination of strength,

senation and stretch reflexes for

comparison with pretreatment

states At least once

2. Measurement of nerve conduction

velocity <20% repeated

3. Measurement of previously abnormal

laboratory test, e.g., serum Bjo

levels and erythrocyte indices in

patients with vitamin B ^2 de-ficien-

cy neuropathy >70% repeated

C. Contraindicated Diagnostic or Thera-

peutic Measures

1. Drugs usually contraindicated in

porphyria withheld in cases where

polyneuropathy secondary to por-

phyria is suspected

2. Drugs identified as causative agents

for the polyneuropathy.

IV. Expected Response to Treatment
A. Outcome of diagnostic studies

Etiology determined 50%
Expected outcome at discharge .

1. Improved 15%
2. Unchanged 30%
3. Worsened 50%
4. Death 0-5%

V. Expected Incidence of Complications

(Will vary depending on etiology and severity)

A. Of disease: Respiratory failure <5%
B. Of treatment: Decubiti <10%

VI. Disposition

A. Patients discharged home:

1. Continued physical rehabilitation and

administration of indicated thera-

peutic agents

2. Office visit for follow-up evalu-

ation in 1 to 3 months

B. Patients requiring chronic care facility:

1. Continued physical rehabilitation and

administration of indicated thera-

peutic agents

2. Follow-up visit in chronic care fa-

cility or office, if possible, in one

month

Utilization Aspects

I. indications for Admission to Hospital

A. Establish or clarify diagnosis

B. Respiratory insufficiency

C. Initiate or evaluate therapy

II. Projected Length of Stay
14 to 28 days (will vary widely depend-

ing on complexity or evaluation to identi-

fy a cause and to provide indicated treat-

ment)

III. Indications for Discharge from Hospital

A. Improved

B. No etiology identified; therapeutic trial

to be commenced
C. No etiology identified; no therapeutic

trial indicated

4= * *

"He spoke in millions . . . .then I found out

he was a bacteriologist."
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J. Kelley Avery
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Dear Colleagues:

I have spent a great deal of time in recent months in conversations with our

colleagues, discussing the components that we feel to be important in the cur-

rent malpractice crisis. We have spoken about the “litigious” society in which

we live and the philosophy that one must “go to court” if one’s expectations

about a service or products are not satisfied. We have been highly critical,

at least I have, of the insurance industry because it made a sound profit out

of the medical profession for a generation or two, and within a period of

two-to-three years, when the going got rough, the bastions of free enterprise

pulled out of the business. We have been extremely critical of that segment

of the legal profession that fails to discourage plaintiffs in their attempts to

recover damages from physicians and hospitals when there is no clear-cut

evidence of malpractice on the part of either. We have been extremely

critical of juries that tend to award excessive settlements on an emotional

basis rather than have actual determination of loss. We have been extremely

critical of all of the components involved in this complex problem. Most of

that criticism is justified. I believe with equal intensity that we must view

the other component of the problem, which is ourselves.

A good question we might ask ourselves is this. Does the conduct of our

office personnel give the general impression to our patients that all of us in

medicine have the patient’s best interest at heart? Is a genuine interest shown

in the patient or, in the press of time and demands, are our patients left with

the attitude that they are the cause of all of the problems? I know in my own office that in the rush

of the day, our own personnel are not as polite and attentive to patient needs as they should be. If

I am honest with myself, I know that for the same reasons I at times do not show the interest in a

patient that I should. Our present liability insurance crisis is cause to keep these questions foremost

in our minds, and we should take immediate steps to rectify them.

Are our patients made aware of the fact that while the modern practice of medicine is capable of

doing enormous good, the same medicines, diagnostic procedures and surgical operations, are at times

capable of doing harm. Every procedure whether clinical, medical or surgical has as an innate part

of it an element of risk.
:

| ||

Without question, the most frequent complaint heard by the staff of the TMA office in Nashville

from all over the state is the difficulty people have in securing emergency care. Dr. Harry Schwartz

who is on the staff of the New York Times and who is very complimentary of American medicine,

states that our failure to provide our patients with adequate coverage in emergency situations will,

if not adequately solved, be our undoing. What are we doing in our community, in our hospitals, and

in our offices to provide emergency medical services to the people of Tennessee? Many rural hos-

pitals in this state cannot afford to employ physicians to manage the emergency room. Do we as

physicians not have the prime responsibility in working with our hospitals to provide the kind of

coverage that our community needs?

There are areas in whieh we contribute to our own dilemma. I have mentioned but a few and many
others exist. If we expect to come to a reasonable solution of the problems we face and still retain

for the patient his freedom to select his own physician, we must attack with equal vigor all of the

components of this problem, including our own.

Very sincerely.

President
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c<Htoriol/
Welcome, 1976 (I think), or

The Future Through the Retrospectoscope

January is named for the Roman cult god

Janus, the god of beginnings and of doorways,

to whom the first of each day, month, and year

was sacred. He was worshipped on the first of

the year with offerings of meal, frankincense,

and wine, all of which was new. One of his titles

was Consinius, the “sower,” because he was the

first to be invoked at the planting of crops and

at the beginning of any new venture, including

military expeditions.

Janus is depicted with two bearded faces, one

looking back to the year (or whatever) behind,

and the other looking ahead to the new. This

doubtless has advantages, but except for the

necessity of learning from experience, it might

be preferable, and certainly more comfortable,

to be blindfolded like Justice. What I see be-

hind me is often less than alluring, and my
crystal ball is foggy. What I can see pretty

clearly, though is the present, and some of the

things in it bode ill for the future. But to keep

things in perspective while indulging in prognosti-

cation, we need to get a couple of things firmly

fixed in our minds. One is that present problems

have a way of being supplanted and dwarfed

by others entirely unforeseen, and a second is

that the solving of one problem often breeds

others, so that the cure is often worse than the

disease.

A third is harder to get a handle on, because

it has a way of eluding us when we need it most,

and unless we can keep our sense of humor
it is of no help at all. It is that no matter how
bad we have it, there usually are others who
have it worse. Our sense of humor is due to

get progressively more strained in 1976. It’s

election year, and the electorate is in a rebellious

mood. Preliminary returns on the constitutionality

of review boards are discouraging. Any way you

cut it, professional liability insurance premiums

are going to be high. Washington is going to

continue to breathe down our necks and keep

the pressure on. National Health Insurance is

coming closer. But so far at least some of our

number have retained their sense of humor, as

evidenced by a couple of bumper stickers I’ve

seen which said, “Support your Trial Lawyers’

Association: Send your son to medical school,”

and “If you like the Postal Service, you’ll love

National Health Insurance.”

We are living in a world apparently gone mad,
where technical knowledge and ability has out-

stripped our capacity to cope with it, leading to

an already present “Future Shock,” a world in

which lawlessness, violence, and terrorism are

the order of the day. This is where a study of

history comes in handy. The titles and settings

keep changing, but the script is pretty much the

same, and the characters are, too; they just have

different names. We are seeing uncivilized things

happening more and more in the so-called civil-

ized West, things which were supposed to be

decreasing instead of increasing as “every day

in every way” we were to be “getting better

and better.”

The word for 1976, insofar as I can see it, is

FEAR. It is of course not a new word, but it

daily takes on new meaning. The message is that
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fallen man is still fallen, and that help is not

within himself. We can ignore the message but

it is loud and clear. Fear is there. We get the

choice, for example, of subversion and terrorism

on the one hand, and the FBI and CIA on

the other, with lawlessness in all of them. There

is lawlessness in the highest places in the world’s

governments. Who can you believe? Closer still

to home, there is proliferation of laboratory tests.

X-rays, and all sorts of special procedures, just

in case.

If we can believe the past, the future holds

only more of the sam.e. But there is an answer.

It is within, and it is individual. It may not

change the world, but it can change lives. It is

God’s answer, and it’s great medicine for a new

year.

“For God has not given us a spirit of fear,

but of power and of love and of a sound mind.”

JBT

“Sick Doctors”

One of the really difficult situations facing any

group, particularly a professional group, is the

removal from its midst of one of its members,

particularly when the member is a beloved phy-

sician who has served long and well, and who

at last is judged unable to continue serving his

patients properly. Because he is loved and re-

spected, his peers hesitate to act, feeling that

“there but for the grace of God go I.” The same

qualities which have endeared him to his col-

leagues hypnotize his patients, who also have

no way of evaluating the quality of his care,

so that he can often quite literally get away

with murder.

This situation has gradually insinuated itself

into the public consciousness and one of the

indictments which the public is bringing against

us is that we will never take steps to clean up

our own house. The legislature, in its moderni-

zation of the Medical Practice Act, as described

in our lead article this month, has provided in

the form of “sick doctor” legislation the mecha-

nism we need to do such housekeeping. Laws,

however, are inert, and are only as good as their

enforcement. Enforcement requires enforcers.

One of the greatest travesties foisted onto mod-
ern civilization is the picture of love as always

warm and soft and tender. It has led, for one

thing, to a generation of unruly, irresponsible

brats as application of the rod to the seat of

learning was neglected. It has made us cowardly
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in taking distasteful, often unpopular steps which

would ultimately work for the good of everyone.

Our first consideration as physicians must be

for patients, not just our own, but for those of

our colleagues—in short, for all those who need

medical help. It certainly is doing them a gross

disservice if we protect a colleague at their ex-

pense.

It is sad, though, that so often in failing

to recognize the tough side of love—tough on

the receiver and often tougher on the giver

—

we help to destroy what we are trying to pro-

tect. One course is to remove from responsi-

bility a colleague who is slipping, particularly

when he is blind to the fact, using the various

mechanisms open to us. The other is to shield

him, to the detriment of his patients, until he is

finally subjected to lawsuit and possibly ultimate-

ly to disgrace. What sort of pay is that for a

life of service? The day is gone when continued

cover-up is possible. We now occupy a glass

house. Which is the more loving course?

This involves hard decisions. It is, though, a

call to responsibility. Will we accept the chal-

lenge? The message is that we had better. Al-

ways waiting in the wings are those “friendly”

people who are anxious to do our housekeeping

for us.

JBT

Watch Out Behind You!

A “best seller” of a couple of thousand years

ago continues to haunt (and to be fair, also to

entertain and edify) generations of students. The

Aeneid, written in Rome in a.d. 17 by Publius

Vergillius Maro, is the Trojan counterpart of

Homer’s Iliad and Odyssey, and follows the

fortunes of Aeneas, who having escaped the

burning of Troy went on, after a dalliance in
;

Carthage, to found Rome. The book contains
j

a bit of wisdom which we Latin scholars had

to memorize, “Timeo Danaos et dona ferentis,”

which translates, “I fear the Greeks even when
they are bearing gifts.” It is preceded by the

statement, “Think ye any gifts of the Greeks are

free from treachery?” Ulysses’ wooden horse

must have been huge, and must indeed have

been an impressive “peace offering.” The above

warning went unheeded, the horse full of Greeks

was pulled into Troy, and you know the rest.

To borrow a picturesque phrase from William

F. Buckley, the “silly season” is in full flower at

the World Council of Churches. That august
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body of fellow travelers, headquartered in Hel-

sinki, recently presented Soviet Premier Leonid

I. Brezhnev its highest award for his tireless

efforts towards the “relaxation of world tensions.”

And sure enough he has been glad-handing

world leaders, particularly those from the good

old “U.S. and A.”—pretty much anybody who
is anybody, that is, except for Russia’s own most

recent Nobel laureate, Andrei Sakharov (not to

mention its previous one, Alexander Solzhenitsyn)

who predictably and characteristically was re-

fused permission to make the trip to Oslo to

receive his award, on the grounds (though not

verbalized as such) that he might jump ship.

The fear is actually groundless, as that courageous

scientist is dedicated to working from within to

change the system.

The effectiveness of any statement in these

pages is of course limited because its readership

will be small. But its readership is a distinguished

and potentially powerful one. So, in company

with the free world’s entire scientific community,

I wish to protest as vigorously as I know how
the treatment of Dr. Sakharov by his Soviet

masters. This protest includes not only the re-

fusal to allow him the honor of accepting in

person his Nobel Peace Prize, but also the con-

tinuing harassment to which he is daily subjected.

The principles by which the Soviet leaders

operate were clearly defined by Lenin. Party

members are committed to subjugation of the

world by deceit and violence. That they are

vicious, unprincipled knaves is looked upon as

a badge of honor. It is sheer folly to believe

there has been even the slightest deviation from

that stated purpose, and to think anyone can

negotiate with any effect in such an atmosphere

is foolhardy in the extreme. Much of the world’s

present difficulty stems from the failure of Presi-

dent Roosevelt to appreciate fully the total de-

pravity of Soviet leadership (Winston Churchill

did, though), vested at that time in Josef Stalin.

The words have perhaps softened, but if they

have, it is only to be more devious.

It is remarkable, but perhaps it isn’t either,

that very recently our expatriot Black Panther

Eldridge Cleaver decided after a few years of

Russian living that he preferred a California

prison to Russia’s brand of freedom, and he has

in fact stated that the U.S. must take all steps

necessary to be second to none militarily. Yet

we have been deceived into systematically aban-

doning our friends to Russia’s tender mercies.

and I am sure many of our subsequent problems

have arisen from our callous and unconscionable

abandonment of Hungary. Solzhenitsyn said, “We
are slaves from birth. We were born slaves . . .

but we are striving for freedom. You, however,

were born free. If so, then why do you help

our slave owners?”

I am, of course, not against “relaxing world

tensions.” But anyone who has ever wrestled

knows what will happen if you relax when your

opponent is on your back. You wait to do that

until you’re among friends. With friends like

Brezhnev, we don’t need any enemies.

The message I wish to shout with all my
strength to our own leaders is that we had better

watch the Russians, even—no, particularly—
when they are bearing gifts. A person with even

a little integrity is at a grievous disadvantage

in an arena with an opponent who has none.

JBT

Cholera in Nashville

To the Editor:

Your account of the Middle Tennessee cholera epi-

demic of 1873 which appeared in the November 1975,

issue of the Journal of the Tennessee Medical

Association, is of especial interest to me for the

following reason:

My Mother was born in January 1873, and lived

with her parents on 2nd Avenue South in Nashville.

When her Father, Morton B. Howell, learned of the

seriousness of the epidemic in the early June, he tele-

phoned home and informed my grandmother that she

and the children were to be ready to leave immediately

for Beersheba Springs in Grundy County. Grand-

mother Howell suggested a delay of 24 hours because

the children’s wet clothing was in wash tubs. She

was overruled quickly, and boarded the Chattanooga

train in South Nashville that same day with the chil-

dren and wet clothes for the trip to Cowan and on to

Coalmont and Beersheba Springs.

Grandmother Howell’s sister, Mrs. Daniel Wilkins,

who lived next door remained in Nashville and did

contract cholera. Fortunately the disease was in a

mild form and she survived. The Howell family

escaped it.

Sincerely,

Thomas S. Weaver, M.D.
1912 Hayes St.

Nashville, Tenn. 37203
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HAUK, OSCAR S., November 20, 1975. Age 92.

Graduate of Memphis Hospital Medical College. Dr.

Hauk was a former Kingsport physician and state

legislator. He was a member of the Nashville Academy

of Medicine.

PENNINGTON, EDNA, November 15, 1975. Age

75. Graduate of the University of Minnesota. Dr.

Pennington was a nationally prominent physician in

the field of allergy. She was a member of the Nash-

ville Academy of Medicine.

WHEELER, ROBERT G., November 4, 1975. Age

45. Dr. Wheeler was a physician for the DuPont

Company. He was a member of the Nashville Acad-

emy of Medicine.

neui mcfflbcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association:

MEMPHIS-SHELBY COUNTY MEDICAL SOCIETY

Joe M. Chisolm, Jr., M.D., Memphis
Robert L. Cockroft, M.D., Memphis
L. Gordon Yukon, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Thomas B. Caldwell, III, M.D., Nashville

James M. Prochaska, M.D., Nashville

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION

James Lee Achord, M.D., Johnson City

J. W. Colinger, Jr., M.D., Erwin

James H. Godfrey, M.D., Johnson City

Larry G. Graham, M.D., Johnson City

pf09f<im/ ond heui/ of
iMcliccil /odelie/

Knoxville Academy of Medicine

The Annual Meeting of the Knoxville Academy of

Medicine met on December 9 at the KAM head-

quarters building. Newly elected officers for 1976

were installed.

Complete balloting results are as follows: Dr. Daniel

F. Beals, President-Elect; Dr. William A. Nelson, Vice-

President; Dr. Henry H. Long, Secretary; Dr. Joseph

B. Moon, Treasurer; Drs. Mark P. Fecher and Homer
C. Ogle, Judicial Council; Drs. James J. Acker, Robert

J. Brimi, and Harold L. Neuenschwander, Executive

Committee; Drs. Larry Dorsey, Bruce R. McCampbell,
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and E. Charles Sienknecht, Nominating Committee;

Drs. Abner M. Glover, Charles C. Smeltzer, and James

H. Waters, Jr., Delegates to Tennessee Medical Associ-

ation; Drs. Joseph E. Acker, Jr., Leon J. Bogartz, Lloyd

C. Davis, Mary B. Duffy, William F. Gallivan, Richard

L. Hobart, Jr., Robert P. Hornsby, Victor H. Klein,

Jr., Robert M. Overholt, and Dwight R. Wade, Alter-

nate Delegates to Tennessee Medical Association.

Nashville Academy of Medicine

Dr. James W. Hays Named President-Elect

Of Nashville Academy of Medicine

The Nashville Academy of Medicine has named
Dr. James W. Hays, 44, as President-Elect. He will

succeed Dr. Dan S. Sanders, incoming Academy Presi-

dent, in January 1977.

A noted leader in organized medicine in Tennessee,

Dr. Hays has been a member of the Academy’s Board

of Directors for the past three years serving as Chair-

man in 1974, and is currently serving a five-year term

formed Davidson County Foundation for Medical

Association, of which he was Chairman in 1974 and

Secretary-Treasurer in 1973.

Dr. Hays is a Board member of both the newly-

formed Davidson County Foundation for Medical

Care and Tennessee Foundation for Medical Care. He
is a practicing neurosurgeon in Nashville.

Elected as Secretary-Treasurer for a three-year term

was Dr. Robert McClellan. Named to the Academy’s

Board of Directors for three-year terms were Drs.

Stephen Schillig and Clarence Woodcock. Incumbent

elective members of the Board are Drs. B. K. Hibbett,

Ralph Massie, John Sawyers, and John Tudor. Presi-

dent Sanders, President-Elect Hays, Secretary-Treasurer
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McClellan, and the immediate past President, Dr. David

Pickens, serve the Board as ex-officio members. Dr.

Pickens was recently elected by the Board to serve

as Chairman in 1976.

Named as Delegates to the Tennessee Medical Associ-

ation’s House of Delegates for three-year terms were

Drs. Robert Ikard, Willard Tirrill, III, Richard Tread-

way, and John K. Wright. They will serve with in-

cumbent Delegates: Drs. Ben Alper, Robert Bomar,

George Carpenter, Jr., Burton Grant, Horace Lavely,

Malcolm Lewis, Ronald Overfield, Gordon Peerman,

Sarah Sell, David Thombs, and Carter Williams, Jr.

Alternate TMA House Delegates for 1976 are Drs.

Dee Baker, Edmund Benz, William Crenshaw, Jerrall

Crook, Charles Hamilton, James High, Kent Kyger,

Cullen Merritt, Carl Mitchell, T. G. Pennington, and

Howard Salyer.

The Nashville Academy of Medicine is composed
of some 850 physician members representing 38 fields

of medical practice, all local hospital medical staffs,

and Meharry and Vanderbilt medical schools.

iKilioncil ncui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

AMA National Health Insurance Testimony

The American Medical Association has told

the Congress that the continual improvement in

our health system, with its ever-increasing re-

sponsiveness to the people’s needs, must not be

stifled by adopting foreign-flavored elements into

a national health insurance plan.

“When considering a national plan for this

country, it is necessary to take cognizance of

the strengths of our own method of health care

deUvery . . . this will assure that our excellent

system will continue to improve and will not

suffer the stifling effects experienced in other

countries,” AMA president Max H. Parrott,

M.D. testified before a subcommittee of the

House Ways and Means Committee.

Pointing to the large problems involved in

creating a national health insurance program.

Dr. Parrott, a Portland, Ore., practitioner, said

that the public attitudes toward it are changing

steadily.

“These problems have been brought into better

focus as a result of evidence of the effects of

governmentally administered and controlled pro-

grams both here and abroad.

“Our national priorities have also ‘shifted be-

cause of the effects of the changing economy,

and the devastating effects of inflation on all

segments of our society.

“The public has expressed among its major

priorities a concern with inflation, with the state

of the economy, and with crime. National polls

have indicated that national health insurance is

of low concern.

“During this same period of time significant

changes have taken place in our health system

through increased manpower programs, increased

facilities construction, increased levels of private

health insurance coverage, and a variety of other

programs. There is fuller realization and ac-

knowledgment that this country’s health system

—under attack by many in the course of the

NHI debate—is indeed superior to any other in

the world,” Dr. Parrott said.

Dr. Parrott and Richard E. Palmer, M.D., of

Alexandria, VA, and Chairman of the AMA
Board of Trustees, reminded the subcommittee

members of the medical profession’s national

health insurance plan (H.R. 6222) which builds

on the structure of the present system of em-

ployer-employee group health insurance plans,

mandating each employer to provide compre-

hensive and catastrophic benefit coverage with

the employer picking up at least 65 percent of

the cost.

Dr. Palmer pointed out that in pressing for

the adoption of any particular NHI proposal,

sincerity must not be confused with objectivity

—

“We cannot afford to have a program of such

importance fail!

“We must avoid the mistake inherent in pro-

posals such as H.R. 21 (Kennedy-Corman)

which would lock medicine into a rigid, mono-

lithic, no-choice bureaucratic system. Such a

creation would be impossible to reverse. It would

be an undertaking full of promise but empty

of fulfillment. Establishment of cost control

through fixed budgets including arbitrary fee

schedules would result in curtailment of care

and discourage participation by providers. A
look at the current trouble of the British health

care system impels a close re-examination of

the alleged need for such drastic action, as is

embodied in H.R. 21. In our opinion justification

for such a program is totally lacking!”

Alluding to other measures aimed at pro-

viding catastrophic health insurance alone. Dr.

Palmer observed that 135 million Americans

under 65 carried major medical insurance in

1974.

“This is the most rapidly growing form of

health insurance in the nation, and the trend
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for such added coverage is fostered by an in-

creasing public awareness. Consequently, we

must question the need to impose on the Ameri-

can taxpayer and consumer a costly universal

federal program of free-standing catastrophic

insurance.”

^ ^

National Health Insurance Hearings

The National Health Insurance hearings on

Capitol Hill have been marked so far by a notable

lack of excitement or sense of urgency. The na-

tional news media has ignored the first legislative

hearings of the year on NHI, underscoring con-

tentions by many witnesses that the public doesn’t

rate NHI high on its scale of worries or interests.

Nonetheless, the recently announced decision

that the House Interstate and Foreign Commerce
Committee’s Subcommittee on Health will con-

duct NHI hearings, brings into the open anew

the odd jurisdictional dilemma that perplexes

Congress in its quest for action on NHI. Rep.

Paul Rogers (D.-Fla.) has announced his House

Commerce Subcommittee on Health will start

NHI hearings. He plans to call first the chief

Congressional sponsors of the major NHI bills

to testify. Rogers is telling the House Ways and

Means Committee in unmistakable terms that he

wants a piece of the NHI action, perhaps the

big piece.

The Ways and Means Subcommittee on Health,

headed by Rep. Dan Rostenkowski (D.-Ill.),

will end six weeks of hearings on NHI just as

Rogers gets started. Relations between the rival

panels and their staff members are strained.

Since Ways and Means traditionally has had

prime jurisdiction, the chief sponsors of the NHI
bills in the House are for the most part members
of the Ways and Means Committee. Examples

include Ways and Means Chairman A1 Ullman

(D.-Ore.), sponsor of the American Hospital

Association’s plan. Rep. John Duncan (R.-Tenn.)

a chief sponsor of the American Medical Associ-

ation’s NHI proposal. Rep. Omar Burleson (D.-

Texas), foremost House backer of the Health

Insurance Companies’ measure, and Rep. James
Corman (D.-Calif.), sponsor of Labor’s Health

Security Act.

None are anxious to go before the Rogers’

Subcommittee in behalf of their bills, thus lend-

ing support to Rogers’ jurisdictional claim.

The way health jurisdiction has been par-

celled out in the House this year, Rogers can

lay valid claim to much of the benefit and

SO

structural side of NHI legislation while Ways
and Means has acknowledged hold on all tax

financing aspects. But the question remains:

Can these be separated? Most believe they can’t

and some special joint-committee setup will have

to be formed to avoid a divisive squabble in the

House pitting one major committee against

another.

5^

HMD’S

The Administration has had a change of

mind and now backs legislation that would bar

unions from requiring members to join federally-

subsidized Health Maintenance Organizations

(HMO’s).

Referring to a provision in the HMO bill

recently passed by the House, Theodore Cooper,

M.D., Assistant HEW Secretary for Health, said

“this amendment would assure that each indi-

vidual employee would have the right to choose

to participate before joining.”

Dr. Cooper’s statement before the Senate

Health Subcommittee represented a switch in

Administration policy. Only a month ago, the

HEW Department issued regulations on HMO’s
that allowed unions at the collective bargaining

table to choose an HMO or regular private health

insurance on behalf of the entire union member-
ship.

The original HMO measure approved by Con-

gress specified that all employers with more than

25 workers had to offer the “dual option” of

HMO or regular insurance to their employees

in areas where HMO’s were situated and sought

this option. However, this clause caused con-

fusion and was viewed by labor—backed by the

Labor Department—as interfering with Labor’s

present collective bargaining rights to pick a

single health benefit package. In issuing final

regulations on HMO’s last month, HEW went

along with Labor’s viewpoint.

As the Senate Health Subcommittee headed

by Sen. Edward Kennedy (D.-Mass.) opened

hearings on the House-passed amendments to

the HMO law. Dr. Cooper said “we endorse the

clarification of existing law which provides that

an employer offer an HMO option under ‘dual

choice’ first to the employees’ representative, if

any, and, if accepted by the representative, then

to the individual employees.”

The House measure retained Labor’s collective

bargaining opportunity to select a regular private

health insurance program as the* sole health

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



benefits program, but said that employees could

not be forced to accept an HMO.
The problem with the Labor Relations Act

and the “dual option” may eventually have to

be settled by the courts. A key issue is whether

union membership can be required in total to

join a plan that is federally subsidized. A non-

subsidized HMO or pre-paid group practice plan

may, of course, be selected by Labor for all mem-
bers without question.

^ ^ ^

Federal Medical Manpower Controls

Federal controls dictating where medical grad-

uates practice, rationing of residencies, and fed-

eral licensure and re-licensure of physicians have

been strongly opposed by the American Medical

Association.

Further governmental regulations may “have

adverse effects on the forces which are bringing

about desired changes without regulatory inter-

vention,” said Tom Nesbitt, M.D., speaker of the

AMA’s House of Delegates.

Dr. Nesbitt told the Senate Health Subcom-

mittee headed by Sen. Edward Kennedy (D.-

Mass.) that the AMA supports continued

capitation and other aid for medical schools,

but provisions requiring students to repay the

government in money or in shortage area service

in return for the capitation aid are “coercive and

unprecedented.”

“Such requirements would place an unconscion-

able burden on students,” Dr Nesbitt declared.

The Senate Subcommittee is finishing hearings

on health manpower legislation and is expected

to draft legislation shortly. The House last fall

approved a health manpower bill extending fed-

eral aid for medical schools but imposing the

compulsory payback on all students. A provision

mandating allocation of residencies, however, was

defeated on the House floor.

From the standpoint of the medical school

finances, the battle over whether federal capita-

tion support will continue has already been won,

with the pro-support HEW Department finally

getting the upper hand in an intra-administration

dispute with the Office of Management and

Budget which wanted to end federal subsidies

for medical schools.

Dr. Nesbitt told Kennedy’s Subcommittee that

federal scholarships should continue, not only

those tied to service in the Public Health Ser-

vice and National Health Service Corps, but

scholarships with no strings attached for students

in severe financial need from the socio-economic

disadvantaged. Funds for student loans also are

needed, he said.

Proposals to regulate the total numbers of

first year residency provisions, their geographic

location, and their distribution by specialty were

labelled “unnecessary and unwise” by the AMA
official.

The number of residency positions is declining

at the same time the number of medical school

graduates is increasing. Dr. Nesbitt noted. “It

is a particularly inappropriate time to establish

arbitrary legislative ceilings on total residency

positions.”

The goal of such allocations is to increase the

number of “primary care” physicians. How-
ever, Dr. Nesbitt pointed out that last year 58

percent of graduate students entered “primary

care” specialities, more than the 50 percent

goal set by the AMA previously. What Con-

gress is seeking is already being accomplished,

without legislation, he said.

¥ ¥

Medicare Legislation

The House Ways and Means Committee has

approved four technical amendments to the

Medicare law including one which would fore-

stall rollbacks in some physicians’ Medicare re-

imbursement.

pcf/eiMil neui/

DR. JAMES L. ALLEN of Sweetwater has been elected

president of the Sweetwater Hospital Association.

DR. THOMAS KELLY BALLARD, JR. of Jackson

has been named “Eamily Practitioner of the Year,”

by the Tennessee Academy of Eamily Practice.

DR. BYRON O. GARNER of Union City retired from
private practice on January 1, 1976.

DR. HOYT C. HARRIS of Lewisburg retired from
private practice Saturday, November 15, 1975.

DR. G. BAKER HUBBARD of Jackson has been

elected Vice Chairman of the Southern Medical Associ-

ation.

DR. JAMES PAUL JOHNSON has been elected chief

of staff of the Parkridge Hospital. Other officers who
were elected are DR. JOHN T. EVANS, vice chief of

staff and DR. JOEL E. AVERY, secretary.

DR. JOSEPH W. JOHNSON, JR., Chattanooga, was
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recently honored with ceremonies and open house at

the dedication of the Joseph W. Johnson, Jr. Mental

Health Center, located on the grounds of Moccasin

Bend Psychiatric Hospital,

The American Venereal Disease Association recently

presented the Thomas H. Parran Award to R. H.

KAMPMEIER of Nashville.

DR. STEPHEN KRAUSS of Knoxville has been

awarded a Clinical Fellowship from the American

Cancer Society for the period July 1, 1976 to June

30, 1977.

DR. OSCAR McCALLUM of Henderson has been

named president of the West Tennessee Education and

Health Improvement Association.

DR. IRIS GRACE SNIDER of Athens has been elected

to fellowship in the American Academy of Pedi-

atrics.

DR. R. C. THOMPSON, Knoxville, has been named
“Boss of the Year” by the Chattanooga Chapter of

the American Association of Medical Assistants.

DR, STANLEY E. VERMILLION of Johnson City has

been named Fellow of the American College of Phy-

sicians.

DR. DAVID V. WILLBANKS of Morristown has been

elected to fellowship in the American Academy of

Pediatrics.

Ian. 28- American College of Psychiatrists, del

Feb. 2 Coronado Hotel, Coronado, Calif.

Jan. 30- AMA Congress on Medical Education,

Feb. 1 72nd, Palmer House, Chicago.

Jan. 31- American Academy of Orthopaedic Sur-

Feb. 4 geons, Marriott-Rivergate, New Orleans.

Feb. 8-12 Southeastern Surgical Congress, Marriott,

New Orleans.

Feb. 26-28 Symposium on Modern Concepts in Brain

Tumor Therapy, Laboratory and Clinical

Investigation, Sheraton-Biltmore, Atlanta.

Mar. 3-6 Neurosurgical Society of America, Mar-

co Island Hotel, Marco Island, Fla.

Mar. 5-10 American Academy of Allergy, Ameri-

cana-El San Juan, San Juan, PR.

Mar. 19-25 American Society of Clinical Pathologists

and College of American Pathologists,

Fairmont Hotel, Dallas, Texas.

Mar. 20-23 American Association of Pathologists and

Bacteriologists, Boston Sheraton Hotel,

Boston.

cinnouncemefil/

CALENDAR OF MEETINGS

Mar. 23-27 International Academy of Pathology,

Sheraton Boston Hotel, Boston.

Mar. 26-27 Symposium on Home Care of the Dying

Patient and the Family, sponsored by

Foundation of Thanatology, New York.

NATIONAL

1976

Mar. 27-31 American Society of Abdominal Surgeons,

Pick Congress Hotel, Chicago.

Ian. 26-28 Society of Thoracic Surgeons, Washington

Hilton, Washington, D.C.

Mar. 29-

Apr. 2

American College of Radiology, Wash-
ington Hilton, Washington, DC.

^ sH

INTERNISTS AND GENERAL
PRACTITIONERS

Needed for full-service, acute care hospitals in the

Southeast—Knoxville, Johnson City, Cleveland, Ten-
nessee, and Cullman, Alabama. Physicians’ offices

are available adjacent to the hospitals. Guaranteed
minimum income, relocation expenses, and office

space package is available to interested parties.

For confidential inquiry, please send curriculum
vitae to:

Director of Personnel
General Care Corp.

6213 Charlotte Avenue
Nashville, Tennessee 37209

“How long did you say you've

been in training?"
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The continuing medical education accredita-

tion program of TMA has full approval by

AMA’s Council on Medical Education. If the

continuing medical education program of your

hospital or medical society is accredited by

TMA’s committee, you may receive for your

attendance at its functions Category I credit for

the AMA Physician's Recognition Award. If

you wish information as to how your hospital

or society may receive accreditation, write:

Director of Continuing Medical Education, Ten-

nessee Medical Association, 112 Louise Avenue,

Nashville, Tennessee 37203.

IMPORTANT NOTICE

Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education of

Vanderbilt University, The practicing physician, with

the guidance of the participating department chairman

can plan an individualized program of one-to-four

weeks to meet recognized needs and interests. The
experience will include contact with patients, discussion

with clinical and academic faculty, conferences, ward
rounds, learning individual procedures, observing new
surgical techniques, and access to excellent library

resources. Experience in more than one discipline

may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.
Cardiology Gottlieb C. Friesinger, III, M.D,
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.
Renal Diseases H. Earl Ginn, M.D.
Clinical Pharmacology John A. Oates, M.D.

Neurology Gerald M. Fenichel, M.D.

Obstetrics & Gynecology John S. Zelenik, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology John R. Amberg, M.D.
Surgery

General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.

Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.
Cancer Chemotherapy . .Vernon H. Reynolds, M.D.

ELIGIBILITY: AH licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

NashviUe, TN 37212 Tel. 615/322-2716

University of Tennessee Clinical

Education Center-Chattanooga

1976 Program Schedule

Feb. 11 Use of Blood and Blood Products

Feb. 19-20 Ear, Nose and Throat Problems

March 4-5 Orthopaedics

March 18-19 Recent Advances in Pediatrics

April 22-23 Allergies

May 13-14 Pulmonary Functions

June 3-4 Infectious Disease

Spring 1976 Diagnostic Radiology for the F.P. and

E.R. Physician (One week in Gatlin-

burg)

Spring 1976 Tax and Estate Planning for Physicians

(2-3 days in Callaway Gardens or Hil-

ton Head Island)

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street, Chattanooga, Tennessee 37403.
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School of Medicine

Medical School of Georgia

Augusta, Georgia

1976

CONTINUING MEDICAL EDUCATION
BASIC NEUROLOGY, February 19-21

CLINICAL PSYCHIATRY, February 26-27

MAKING SURGICAL DECISIONS, March 4-6

HORMONAL REPLACEMENT, March 15-16

THE AGED PATIENT-PSYCHIATRIC AND
NEUROLOGIC ASPECTS, May 6-8

THE PITUITARY, May 20-22

INTERNAL MEDICINE, Holiday Inn of

Jekyll Island, Georgia, June 10-12

PHYSICIANS CONTINUING EDUCATION SERIES
In Dalton, Georgia, January 8, February 12, March

11, and April 1.

In Dublin, Georgia, January 27, February 24, and

March 23.

Division of Continuing Education

Medical College of Georgia

Augusta, Georgia 30902

American College of Physicians

Postgraduate Courses

Jan. 26-30 SECOND STANFORD WINTER
COURSE IN INFECTIOUS DISEASES,
Stanford University Medical Center, Stan-

ford, CA, Keystone, CO.

Jan. 28-30 UPDATE IN INFECTIOUS DISEASES,
Medical College of Pennsylvania, Phila-

delphia, PA.

Information: Registrar, Postgraduate Courses, ACP,
4200 Pine Street, Philadelphia, PA 19104.

See August, 1975 issue for complete 1975-76 listing of

Regional meetings and Postgraduate courses.

Treatable Diseases Course

The American College of Physicians (ACP) will

sponsor a five-day postgraduate course entitled

“Specifically Treatable Diseases” on March 1-5, 1976,

in Philadelphia, Pa. The course, held in conjunction

with the University of Pennsylvania, will take place

at the Pennsylvania Hospital, Theater I.

The course will attempt to review most of the con-

ditions failing into the “specifically treatable” category.

Topics of discussion will include unusual manifesta-

tions of thyroid disease, brain abscess, and spinal cord

tumors. Patho-physiological processes pertinent to the

understanding of the treatment of these diseases will

be reviewed.

Immunology Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “Im-

munological Mechanisms of Disease” on February 18-

20, 1976, in Gainesville, Fla. The course, held in con-

junction with the University of Florida College of

Medicine, will take place at the Hilton Hotel.

The course will review the progress made in basic

immunology and apply this to the understanding of

the pathogenesis, diagnosis, and therapy of diseases.

Topics of discussion will include the role of immuno-

logical mechanisms of infectious diseases, diagnosis, and

therapy; diagnosis and immuno-therapy of cancer pa-

tients; diagnosis and therapy of allergic, “autoimmune,”

and immunodeficiency disorders; and, control of trans-

plant rejection.

Feb. 9-11 BASIC MECHANISMS OF DISEASE,
Louisiana State University Medical Center

School of Medicine, Shreveport, LA.

Feb. 18-20 IMMUNOLOGICAL MECHANISMS OF
DISEASE, University of Florida College

of Medicine, Hilton Hotel, Gainesville,

FL.

Mar. 1-5 SPECIFICALLY TREATABLE DIS-

EASES, Pennsylvania Hospital and Uni-

versity of Pennsylvania School of Med-
icine, Philadelphia, PA.

Mar. 15-18 NEUROLOGY FOR THE INTERNIST,
Mayo Clinic and Mayo Medical School,

Rochester, MN.

Mar. 24-26 CHALLENGES OF DRUG THERAPY,
1976, University of Virginia School of

Medicine, Charlottesville, VA.

Mar. 24-27 HEMATOLOGY AND ONCOLOGY,
1976, Mississippi School of Medicine,

Jackson, MS.

Mar. 25-27 CLINICAL RECOGNITION AND MAN-
AGEMENT OF HEART DISEASE,
University of Arizona School of Medi-

cine, Tucson, AZ.

Disease Mechanisms Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “Basic

Mechanisms of Disease” on February 9-11, 1976, in

Shreveport, La. The course, held in conjunction with

the Louisiana State University Medical Center School

of Medicine in Shreveport, will take place at the

Center.

The course is intended to review basic mechanisms

of internal medicine with emphasis on pathologic

physiology. Speakers will review established facts

about common problems, and later present current

concepts of the mechanism and treatment of these

diseases.

University of Maryland, School of Medicine

Baltimore, Maryland

Feb. 12-14

Feb. 20

Feb. 28

Mar. 3-

Apr. 7

1976 Program Schedule

Dermatology Days

Obstetrics Day

Traumatology

Selected Topics in General and Family

Practice—Part II (6 Consecutive Wednes-

day evenings)
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Mar. 5-6 Gastroenterology—Management of the

Problem Patient

Mar. 18 Perspectives in Child Development

Mar. 25-27 Cancer Seminar—No. 2

Apr. 3-4 Family Medicine Intensive Learning Week-

end—No. 2

Apr. 22-23 Blood Diseases and Transfusion

May 6-7 Symposium of Acute Pulmonary Condi-

tions and Trauma

May 8 Drugs and the Anesthesiologist

June 13-19 Family Practice Review Program

For further information and brochures, contact: Pro-

gram of Continuing Education, University of Maryland

School of Medicine, 29 South Greene Street, Baltimore,

Maryland 21201.

Emory University School of Medicine

Continuing Medical Education

Atlanta, Georgia

1976 Program Schedule

Feb. 19-21 Obstetrics & Gynecology, “Infections in

Gynecology-Obstetrics Practice,” Pine Isle

Hotel, Lake Lanier, Atlanta.

Feb. 23-27

Mar. 3-6

Mar. 17-21

Apr.

Apr. 1-3

Physical Medicine & Rehabilitation, “Clin-

ical Biofeedback Training Course,”

Georgia Mental Health Institute, Atlanta.

Urology, “Urology Seminar on Urologic

Surgery,” Marriott Motor Hotel, Atlanta.

Obstetrics & Gynecology, “A Snow Job

in Gynecology-Obstetrics,” Snowmass at

Aspen, Colorado.

Physical Medicine & Rehabilitation, “Phy-

sical Impairment and Disability Evalua-

tion,” Atlanta, to be announced.

Surgery, “General Surgical Approach to

Vascular Disease,” Omni International,

Atlanta.

Apr. 1-3 Anesthesiology, “Pharmacology for the

Anesthesiologist,” Center for Disease

Control Auditorium, Atlanta.

Apr. 5-7 Pediatrics, “Neonatology for the Pedi-

atrician,” Grady Memorial Hospital,

Atlanta.

Apr. 8-10 Obstetrics & Gynecology, “Gynecology

Oncology & Instruction in Colposcopy,”

Crawford W. Long Memorial Hospital,

Atlanta.

Apr. 8-10 Orthopedic Surgery, “Techniques in Or-

thopedic Surgery,” Grady Memorial Hos-

pital, Atlanta.

Apr. 8-10 Gastroenterology, “Three Days of Gastro-

enterology” (sponsored by the American
College of Gastroenterology), Royal

Coach Motor Hotel, Atlanta.

Apr. 19-22 Cardiovascular, “The Treatment of Heart

Disease,” Royal Coach Motor Hotel,

Atlanta.

May 8-10 Plastic Surgery, “Plastic & Reconstructive

4th Annual Hand Symposium,” Atlanta,

to be announced.

May 10-14 Cardiovascular Disease, “Frontiers in

Cardiology,” Royal Coach Motor Hotel,

Atlanta.

May 20-22 Obstetrics & Gynecology, “Clinical Topics

in Gynecology and Obstetrics,” Grady

Memorial Hospital, Atlanta.

Sept, to be

announced

Chest Disease, “Tri-State Consecutive

Case Conference,” Ponte Vedra, Florida.

Sept. 1,

1975-

Sept. 1,

1976

Postgraduate Courses on Videocassettes

available for rental, purchase or mem-
bership. (Catalogue by request).

Accreditations: These courses are all approved by the

AMA in Category I toward the AMA’s Physician’s

Recognition Award and by the AAFP when appropriate.

For further information write to:

Associate Dean for

Continuing Medical Education

69 Butler St.

Atlanta, GA 30303

Tel: (404) 659-1676

Bowman Gray School of Medicine

Division of Continuing Education

Winston-Salem, North Carolina

1976 Winter Course

Jan. 26-30 Urinary Tract, Abdomen

Feb. 2-6 Abdomen

Feb. 9-13 Obstetrics & Gynecology

Feb. 16-20 Radiation Therapy, Ophthalmology

Feb. 23-27 Adult Cardiology

Mar. 1-5 Adult Cardiology

Mar. 8-12 Pediatric Cardiology

Apr. 20-23

Apr. 26-30

May 3-7

May 10-14

May 17-21

May 24-28

May 31-

June 4

June 6-11

June 14-18

June 21-25

1976 Spring Course

Acoustics & Instrumentation, Laboratory

Administration

Doppler—Breast

Neurosonology

Urinary Tract, Abdomen

Abdomen

Obstetrics & Gynecology

Radiation Therapy, Ophthalmology

Adult Cardiology

Adult Cardiology

Pediatric Cardiology

Contact: Application forms and further information

may be obtained by writing to:

Division of Continuing Education

Bowman Gray School of Medicine

300 South Hawthorne Road
Winston-Salem, NC 27103
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New York University

Postgraduate Medical School

New York, New York

Pediatrics Perspective 1976

—

Infectious Diseases

Booth Memorial Medical Center and New York
University Post-Graduate Medical School will offer a

course entitled “Pediatrics Perspective 1976—Infectious

Diseases” from January 8 through February 12, 1976.

The course will be given on Thursdays from 9:15 to

10:45 a.m. at Booth Memorial Hospital, 56-45 Main
Street, Flushing, NY.

Tuition fee: $75.00

Contact: Office of the Associate Dean
New York University Post-Graduate

Medical School

550 First Avenue
New York, NY 10016

(212) 679-3200, Ext. 4037

Advances in Clinical Surgery

The course “Advances in Clinical Surgery” will be

presented by New York University Post-Graduate

Medical School, March 22 to 26, 1976.

It is designed to,, present recent advances in patho-

physiology, diagnosis and treatment of surgical disease,

as well as current theory and practice in abdominal,

vascular, thoracic, trauma and tumor surgery of con-

cern to the general surgeon, which will be explored

through lectures, panel discussions, audio-visual aids

and selected references. There will be ample time for

questions from participants. Attendance at conferences

and operations will be arranged dependent on particir

pant demand.

To be given in Alumni Hall of NYU Medical Center,

550 First Avenue (at 31st Street), Manhattan, the

course meets the criteria for 25 hours of credit in

Category I for the Physician’s Recognition Award of

the American Medical Association. Tuition is $335.

Applications and a detailed brochure of the course

may be obtained from:

Office of the Associate Dean
New York University Post-Graduate

Medical School

550 First Avenue
New York, NY 10016

(212) 679-3200, Ext. 4037

The University of Tennessee

College of Medicine

CONTINUING MEDICAL EDUCATION
January 29-30, 1976

Focus: Nutritional Factors in Gastrointestinal and Liver

Diseases

Wassell Randolph

Student-Alumni Center

800 Madison Avenue
Memphis, Tennessee

February 20-21 1976

Current Concepts in Cancer Management
Hilton Inn—Memphis Airport

2240 Democrat Road
Memphis, Tennessee

Gynecologic Endocrinology

A Postgraduate Education Course

For The Practicing Physician

The Department of Obstetrics and Gynecology at The
University of Tennessee Center For The Health Sciences,

Memphis, Tennessee will sponsor a 3-day postgraduate

course for clinicians on GYNECOLOGIC ENDOCRIN-
OLOGY at the Hilton Inn-Memphis Airport, March 11,

12, 13, 1976. The diagnosis and management of the

major gynecologic endocrine disorders will be discussed

by 11 visiting faculty and 10 local faculty. Guest

faculty include: Drs. Carl E. Cassidy, Charles Flowers,

Joseph W. Goldzieher, Robert B. Greenblatt, Jerome

M. Hershman, Ronald K. Kalkhoff, Janet W. McArthur,

Robert L. Rosenfield, Pentti K. Siiteri, Leon Speroff

and Michael E. Yannone. An interesting an informa-

tive program is also planned for the wives, including

a pilgrimage to restored antebellum homes. For
further information and registration contact:

James R. Givens, M.D.
800 Madison Avenue
Memphis, Tennessee 38163.

University of Kentucky Medical Center

Lexington, Kentucky

February 22-28, 1976

Sixth Family Medicine Review

Session III

Registration Fee: $245.00

April 23-24, 1976

Management of Diabetic Complications

Registration Fee: $75.00 (two days)

$40.00 (one day)

April 28-30, 1976

Gastrointestinal Radiology Symposium

Registration Fee: $300.00

Contact: Frank R. Lemon, M.D.
Continuing Education

College of Medicine

University of Kentucky

Lexington, Kentucky 40506

Washington University School of Medicine

Continuing Medical Education

February 5-6, 1976

“Topics in Pulmonary Medicine”

March 4-5, 1976

“Continuing Education Course in Clinical

Endocrinology”

Contact: 660 South Euclid Avenue
St. Louis, Missouri 63110

(314) 367-9673
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The Southeastern Surgical Congress

Atlanta, Georgia

March 14-18, 1976

44th Annual Assembly

Southeastern Surgical Congress

New Orleans Marriott Hotel

New Orleans, Louisiana

Contact: A. H. Letton, M.D.
Secretary-Director

Southeastern Surgical Congress

315 Boulevard, NE
Atlanta, Georgia 30312

City of Baltimore Health Department
Koch Centennial Symposium

A two day Medical Horizons Symposium on “Chal-

lenges of Ambulatory Care of Tuberculosis” is sched-

uled February 20-21, 1976 at the Hilton Hotel, Balti-

more, Maryland.

Contact: David Glasser, M.D.
Baltimore City Health Department

Room C-231

Baltimore, Maryland 21202

(301) 396-4436

The University of Pittsburgh

School of Medicine

Clinical Neuro-Otolaryngology

March 25, 26, and 27, 1976

at the

Eye and Ear Hospital of Pittsburgh

Contact: Sidney N. Busis, M.D., Course Director

Eye and Ear Hospital of Pittsburgh

Pittsburgh, Pennsylvania 15213

Duke University Medical Center

Durham, North Carolina

March 22-26, 1976

“Tutorial Postgraduate Course: Radiology of the

Urinary Tract” to be given by the Department of

Radiology, Duke University Medical Center in Durham,

North Carolina.

Contact: Robert McLelland, M.D.

Radiology—Box 3808

Duke University Medical Center

Durham, North Carolina 27710

(919) 684-4397 or 684-2711

Florida Chapter American College

of Emergency Physicians

Miami Beach, Florida

ADVANCED LIFE SUPPORT: THE FOURTH AN-
NUAL POSTGRADUATE SEMINAR IN EMER-
GENCY MEDICINE; March 19-22, 1976; Americana

Hotel, Miami Beach, Florida; Sponsored by the Florida

Chapters of the American College of Emergency

Physicians and the Emergency Department Nurses Asso-

ciation; Fees: $125 (ACEP), $150 (Non-ACEP Phy-

sician), $75 (EDNA), $100 (Non-EDNA Nurse), $75

(Registered EMT—State or National), $100 (Non-

Registered EMT), $40 (Interns and Residents with

letter from Department Head), $100 (Administrators,

Planners, and Others).

Contact: Registrar, 1976 PGS
1919 Beachway Road
Suite 5-C

Jacksonville, Florida 32207

(904) 399-0510

C^iiownina Scj^uare ^wpar'tmentA

NASHVILLE, TENNESSEE

Two and Three Bedroom Luxury Apartments

Beginning at $360

Resident Manager

(615) 385-3141

Located at: Managed By:
4141 Woodlawn at Harding Road . Ghertner & Co.
Across from new St. Thomas Hospital

A private community of leased residences molded after

the grace and charm of colonial Williamsburg.

(615) 255-8531



CLINICAL CENTER STUDIES

Hemolytic Anemia Referrai

The cooperation of physicians is requested in the

referral of patients with various hemolytic anemias.

Clinical studies into the pathophysiology of these dis-

orders and treatment of patients are being conducted

by the National Heart and Lung Institute’s Molecular

Hematology Branch at the Clinical Center, National

Institutes of Health, Bethesda, Maryland.

We are seeking patients with hemoglobinopathies,

particularly sickle cell disease, cardiac hemolytic anemia,

transfusional hemosiderosis, or thalassemia for the fol-

lowing studies:

Sickle cell anemia: Patients with sickle cell anemia

are being admitted for intensive inpatient observation.

The investigators will try to evaluate various physiolog-

ical parameters (blood oxygen affinity and its determi-

nants, red blood cell survival, formation of the ir-

reversibly sickled cells, etc.) and their relationship to

the severity of disease in each patient as assessed by

history and clinical evaluation. The physiological sig-

nificance of alteration in blood oxygen affinity will be

assessed by determining oxygen consumption and blood

oxygen carrying capacity in patients at rest and during

stages of graded exercise.

Selected patients will be treated with sodium bi-

carbonate and/or carbon monoxide to increase blood

oxygen affinity and reduce the sickling propensity of

their red cells. These therapeutic trials will be con-

ducted in the Clinical Center for short periods of time

initially and extended if the results warrant.

Cardiac hemolytic anemia: The value of androgen

treatment in refractory cases of cardiac hemolytic anemia

is being assessed by a combined clinical and laboratory

study. Patients who have an adequately functioning

prosthetic valve not requiring surgical replacement and

who are not deficient in iron are eligible. Detailed

ferrokinetic, red cell survival, and oxygen affinities

studies will be done. The patients will then be treated

for three months with oxymethylone to determine if

further stimulation of the bone marrow can compen-

sate for the hemolytic anemia.

Transfusional hemosiderosis: Patients are sought for

a trial of combined chelation therapy using desfer-

roximine and ascorbic acid. Two studies are being per-

formed. The first is a chronic trial of chelation therapy

administered daily. Patients whose hemological disorder

has a relatively long prognosis are required. These

would include patients with homozygous beta thalas-

semia, sickle cell disease on chronic transfusion, or

chronic refractory anemia. After initial classification

the patients will be catgorized primarily by age and

transfusion history and randomized into treated and

control groups. Detailed endocrine and cardiac studies

will be done semi-annually to determine whether this

chelation therapy is useful. This will be an outpatient

study.

The second study will be conducted in the Clinical

Center. Only patients who have transfusional hemo-
siderosis with severe cardiac symptoms, either sympto-

matic cardiac arrythmia (atrial or ventricular tachy-

cardia) or congestive heart failure, will be considered.

After evaluation, which will include prolonged periods

of cardiac monitoring, determination of liver and bone
marrow iron concentration, and assessment of cardiac

function by non-invasive techniques, these patients will

be given 24-hour intravenous infusions of desfer-

roximine for approximately 4 to 5 out of 7 days each

week. Based on prior balance studies, this treatment

should affect a substantial reduction in total body iron

over a period of 3 to 4 months. The study will be

directed to see whether this will reduce the cardiac

symptoms in this group of patients with extremely

poor prognosis.

Thalassemia: Patients with homozygous or heterozy-

gous beta thalassemia are particularly sought to par-

ticipate in this Branch’s ongoing investigation into the

pathophysiology and molecular mechanism of this ge-

netic disorder.

Physicians interested in having their patients con-

sidered for admission may write or telephone:

Arthur W. Nienhuis, M.D.
Clinical Center, Room 7D-18
National Institutes of Health

Bethesda, Maryland 20014
Telephone: 301-496-3676

or

Robert M. Winslow, M.D.
Clinical Center, Room 7D-18
National Institutes of Health

Bethesda, Maryland 20014

Telephone: 301-496-3676

Cerebrovascular Disease Referral

The cooperation of physicians is requested in the

referral of patients with symptomatic cerebrovascular

disease presenting with transient ischemic attacks for

inclusion in a controlled clinical trial of microneuro-

surgical anastomosis between extracranial and intra-

cranial blood vessels aimed at preventing strokes and/or

ameliorating their signs and symptoms. This study is

being conducted by the Surgical Neurology Branch of

the National Institute of Neurological and Communica-
tive Disorders and Stroke at the Clinical Center of the

National Institutes of Health in Bethesda, Maryland.

This surgical technique can now be carried out with

a high degree of technical success but it is not yet

known whether the surgical treatment can truly pre-

vent strokes or relieve symptoms and signs of cere-

brovascular disease as compared with the results ob-

tained with conservative medical management.

Patients would have to be willing to be screened in

an outpatient clinic and later as inpatients using clinical,

electrophysiologic, psychometric and social evaluation

techniques and be randomly assigned to one of two

treatment modalities: medical treatment alone, or med-

ical plus surgical treatment. All patients will receive

optimal management of their disease within the best

knowledge of the efficacy of each treatment mode.
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Physicians interested in further details and in having

their patients considered for admission may write:

Ayub K. Ommaya, M.D.
Clinical Center, Room 4N-244

National Institutes of Health

Bethesda, Maryland 20014

Glioma Referral

The cooperation of physicians is requested in the

referral of patients with gliomas of the brain for

inclusion in a promising trial of combination chemo-

therapy (local and systemic) that is given either se-

quentially after conventional therapy (surgery and

radiotherapy) or beginning immediately after surgery

in combination with radiotherapy. This study is being

conducted by the Surgical Neurology Branch of the

National Institute of Neurological and Communicative

Disorders and Stroke at the Clinical Center of the

National Institutes of Health in Bethesda, Maryland.

Of interest are patients in all age groups in whom
a diagnosis of cerebral glioma is either suspected on

clinical/radiologic evidence or in whom surgical con-

firmation of a milignant glioma (Astrocytoma Grades

III and IV or Glioblastoma multiforme) has been

made. In the latter case the time interval between

surgical tissue diagnosis and referral should be less

than 3 months.

Patients who have not had radiotherapy are pre-

ferred, but patients with completed radiotherapy are also

acceptable if the time interval between tissue diagnosis

and referral is less than 3 months and the radio-

therapeutic data are available. One basic requirement

for all patients is that they be in fair clinical status

such that they are capable of self-care and, if adult,

able to give informed consent.

All patients must be willing to consider further

surgery for implantation of an indwelling chemotherapy

device. We are also interested in referrals of long-term

survivors (5+ years) with proven malignant gliomas

for evaluation of immunologic status and long-term

follow-up.

Physicians interested in further details or in having

their patients considered for admission may write:

Ayub K. Ommya, M.D.

Clinical Center, Room 4N-244

National Institutes of Health

Bethesda, Maryland 20014

86 New Surgical Films Included

In Revised Surgical Film Library Catalog

The newly revised Surgical Film Library Catalog

maintained by DAVIS & GECK for the American

College of Surgeons, includes 86 new titles which are

now available for professional showings. Four of the

new films are for operating room nurses; they were

prepared in cooperation with the Association of Op-
erating Room Nurses.

The films are 16 mm, color, and all are available

on loan to medical societies and their auxiliaries, medi-

cal schools, hospitals, and other medical, surgical and
nursing groups. A $10. fee is charged for surgical films

and $7.50 for nursing films. The address is: DAVIS
& GECK Surgical Film Library, 1 Casper Street, Dan-
bury, Conn. 06810.

Thyroid Cancer Related

To Radiation Therapy

The American Medical Association and the American

Hospital Association together are urging constituent

societies and organizations to cooperate in devising plans

to meet communities’ needs with respect to thyroid

cancer possibly induced by earlier radiation therapy.

The following joint statement is to encourage local

planning. The AMA and the AHA believe that specific

plans must be developed locally and cooperatively to

assure that the responses of the medical care com-

munities are feasible within local conditions.

The American Hospital Association and the American

Medical Association are joining efforts to encourage

their members to look at the situation in their commu-
nities with respect to the incidence of cancer of the

thyroid as a possible consequence of the use of radia-

tion in the 1930s, 40s and 50s to shrink children’s

infected tonsils, adenoids and thymus glands. We recom-

mend that steps be taken to ensure that the situation is

adequately dealt with in each community.

In the 30s, 40s and 50s, it was acceptable medical

practice for physicians to prescribe and administer radia-

tion, most frequently in hospital facilities, to treat

certain problems of the neck and face. In recent

years, however, research studies^ have shown a high

correlation between this treatment and cancer, with one

study2 showing a 7% incidence of thyroid carcinoma in

unselected patients with a history of irradiation to the

neck area. This percentage is higher than would be

expected in the general population and implies a con-

tinuing public health problem.

Thyroid carcinoma is usually a very slow growing

cancer that poses little immediate danger to life. Never-

theless, there is a need for hospitals and physicians to

work together to educate their own colleagues about

proper methods of screening and treating this problem,

and to ensure that persons in their communities who
need attention receive it.

It is necessary that any community or regional pro-

gram be carefully planned to make certain that guide-

lines for screening procedures, treatment and release of

information are carefully developed and agreed upon
by all area providers and that other related groups, such

as public health departments, be involved in the plan-

ning. A coordinated approach can minimize undue
public alarm.

There are several possible approaches that can be

applied to situations at the community level:

1. Large scale “call backs” in which hospitals have

searched 30 years of medical records and attempted

to contact each person who received the treatment,

have been tried in some communities. This ap-

proach is costly and requires continuing efforts due

to the difficulty of locating such records and the

mobility of the American society.

2. Coordinated use of the media should be con-

sidered as an approach. For example, in Milwau-

kee, the Medical College of Wisconsin, the Milwau-
kee County Medical Complex, the Wood Veterans

Administration Hospital, and volunteer physicians

have developed a program, and with major as-

sistance from the media over 1,400 persons were
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screened during the first year. The screening is

free and available to all Milwaukee area residents,

even though the Milwaukee Medical Center never

administered the treatment. Ten percent of those

screened were found to have nodules for which

surgery was recommended and 35 percent of that

group were found to have thyroid malignancy.

The AHA and the AMA encourage hospitals and

physicians to work together in their communities and

regions to develop guidelines and procedures for screen-

ing persons who may have received this treatment, and

to determine the best way to educate the public about

seeking screening.

1. DeGroot, MD, L and Paloyan, MD, E. Journal of the

American Medical Association, 225:487, July 30, 1973.

2. Refetoff, S and others. New England Journal of Medicine,

292:171, January 23, 1975.

Educational Film on Arrhythmias
A new educational film, “Procainamide in the Man-

agement of Acute Ventricular Arrhythmias: Pharmaco-

dynamic and Pharmacokinetic Considerations,” is now
available for showing to medical groups from E. R.

Squibb & Sons, Inc.

The authors are J. Thomas Bigger, Jr., M.D., and

Norman Kahn, D.D.S., Ph.D. Dr. Bigger is professor

of medicine and pharmacology at College of Physicians

and Surgeons, Columbia University, and Dr. Kahn is

associate professor of pharmacology and dentistry at

the same institution.

Drs. Bigger and Kahn review the electrical activity of

the heart and its manifestation on the electrocardiogram.

The pharmacodynamic effects of procainamide on this

electrical activity are discussed. The mechanism of the

coupled ventricular premature depolarization (VPD)
and other reentrant ventricular arrhythmias is discussed

in terms of the Schmitt-Erlanger model.

The authors show how an understanding of the phar-

macodynamic action of the drug as revealed in the

electrocardiogram allows the physician to assess the

progress of therapy and to help avoid toxicity.

Drs. Bigger and Kahn discuss several dosing tech-

niques which the skilled physician may employ to grad-

ually control—and eventually abolish—VPD’s. Phar-

macokinetic principles allow the physician to predict the

doses needed to achieve desired drug plasma concentra-

tions.

The film is available on 16 mm film or U-matic

% inch videotape cassette. The 30-minute, color film

is available without charge for use by medical groups

and may be obtained by writing E. R. Squibb & Sons,

Inc., P.O. Box 4000, Princeton, N.J., 08540.

Jail Health Project

More than 30 state medical societies have applied to

take part in the American Medical Association’s project

to improve medical care in jails, the AMA reported.

Under the terms of the AMA’s grant from the Law
Enforcement Assistance Administration, only six states

can participate in the pilot program, which will study

current medical care standards in county and munici-

pal jails, then draw up a set of minimum standards.

The program will be supervised by the AMA’s newly

formed advisory committee, to be headed by Herbert
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C. Modlin, M.D., phychiatrist, of the Menninger Eounda-

tion. The committee held its first meeting in December,

to begin selection of the states that will take part.

Renewed interest in correctional health care was

sparked by a 1972 AMA survey of jail medical facilities,

which showed a shocking lack of manpower and ser-

vices. Attention also has turned to jail health care as

a result of lawsuits—some successful—by jail inmates,

based on inadequate medical care. A federal court

ruled in 1972 that inadequate medical care constituted

“cruel and unusual punishment” and, as such, was a

violation of inmates’ constitutional rights.

Each of the six state medical societies chosen will

receive about $25,000 for the first year of the program.

The selected states will assist the AMA in surveying

current conditions and collecting information to be

used for the project’s ultimate goal; the development

of formal certification system for jail medical programs,

much like that used for hospitals and medical schools.

Home Aquariums May Harbor Infection

If you should scratch your finger while cleaning your

aquarium, you might develop a skin ailment known

as Aquarium Granuloma.

In the September 29 issue of the Journal of the

American Medical Association John J. Van Dyke, M.D.,

and Kevin B. Lake, M.D., of La Vina Hospital in

Altadena, California, report on two women who de-

veloped infections from aquariums.

One patient got a scratch in cleaning her home

aquarium. A sore developed on the thumb, then others

on the forearm. They were opened and drained and

once diagnosis was established, cured with drug treat-

ments. The other patient worked in a pet shop, and

cut her finger on an aquarium.

The offender is mycobacterium balnei. It already had

been known as cause of skin infections in swimmers,

but only recently has it been known that aquariums

also may harbor the organism.

Health Hazards of lUD Contraception

The death rate attributable to intrauterine contracep-

tive devices is less than that attributable to combination

oral contraceptives, says a report in the Ocober 6 issue

of the Journal of the American Medical Association.

Eive women died and 7,900 were estimated to be

hospitalized from medical problems related to intra-

uterine contraceptive devices (lUDs) during a six-month

period in 1973, according to a study made by the

Center for Disease Control in cooperation with the

American Medical Association and the American

Osteopathic Association. More than three million

women in the United States and Puerto Rico were

estimated to be wearing lUDs at the time of the survey.

While the death rate attributed to lUD use was less

than from the use of oral contraceptives, the hospitaliza-

tion rate was higher, the study found. The study is

reported in two papers in JAMA by Henry S. Kahn,

M.D., and Carl W. Tyler, Jr., M.D., of the Eamily

Planning Evaluation Division, Bureau of Epidemiology,

Center for Disease Control, Atlanta. Dr. Kahn is now
with Emory University School of Medicine, Atlanta.

The study was made through a nationwide mail
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survey of physicians whose practices were likely to be

involved with intrauterine contraception. Four of the

five deaths involved serious infections and two of these

four occurred in relation to a pregnancy. Use of an

lUD prior to death ranged from seven months to

three-and-one-half years.

The questionnaires were mailed to 34,544 physicians

in the United States and Puerto Rico. Half of them

responded. The respondents reported 3,502 unduplicated

hospitalizations relating to the use of lUDs during the

six months. The researchers estimated from this re-

sponse that approximately 7,900 lUD-related hospital-

izations occurred during that period. Interviews with a

sample of the non-respondents demonstrated that their

lUD complication experience was approximately the

same as those who replied.

We Talk More, Listen Less

After A Few Drinks

A California psychiatric study has confirmed what

veterans of the cocktail party circuit have long sus-

pected—after a couple of drinks we talk more and

listen less.

If you have suspected that cocktail party conversa-

tion consists largely of interrupting your colleagues with

your own thoughts, while paying little or no attention

to what the others are saying, you’re right, say Robert

C. Smith, Elizabeth Parker and Ernest P. Noble in a

report in the November issue of Archives of General

Psychiatry, a publication of the American Medical As-

sociation. The three were with the Department of Psy-

chiatry and Human Behavior of the University of Cali-

fornia at Irvine when they made the study. Dr. Smith is

now with the University of Chicago.

The research project was carried out with 18 male-

female couples, ages 21 to 30, all volunteers. The

couples were known to each other as spouses or close

friends. Non-drinkers, very heavy drinkers or heavy

users of other mind-altering drugs were excluded.

Alcohol was administered as 80-proof vodka in pep-

permint flavored cocktails, two each. Some of the

participants got the peppermint drink without vodka,

and none knew which he was drinking.

The conversation was then taped and transcribed for

study.

“The most consistent effect of alcohol on communica-

tion in this study was the increase in the amount of

interrupting or overlapping speech. There was more

overlapping in the alcohol than in the placebo (non-

alcoholic) session, and still more in the high-dose

alcohol session,” the researchers found.

The study was designed to determine effect of alcohol

on social conversation.

Overall, alcohol appeared to make social communica-
tion more disorganized and intoxicated subjects seemed

less likely to follow conventional rules of etiquette in

their speech. Participants broke into their partner’s

conversations more frequently, and their responses

tended to show less acknowledgement of what their

partner was talking about. Dr. Smith says.

At the conclusion of each session, the subjects were

fed, detained until signs of intoxication had worn off,

and driven home.

WHITE SURGICAL SUPPLY CO.

1921 54 Years 1975

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701

Adolescent Care Unit
350 Crossgates Blvd.

P. O. Box 738

Brandon, Mississippi 39042

(601) 982-8151

A private, in-patient intensive psychiatric

treatment unit for a wide range of nervous,

emotional, mental and personality disor-

ders. Accredited and Licensed. Academic

programs maintained by Educational

Psychologist. The Adolescent Care Unit is

situated in a General hospital less than two

miles from the Jackson Municipal Airport.

C. Mims Edwards, M.D., Barbara Goff, M.D.,

Attending Psychiatrist Consulting Psychiatrist
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A Word to the Wise

Manuscripts dealing with the results of a treat-

ment, an operation, or a procedure often con-

tain evaluatory tabular material, which is subjec-

tive at best. Every author is always hard-put to

find a scale on which results may be weighed in

order to convey his opinion to the reader. It is

difficult—perhaps impossible—to be completely

unbiased, especially about a technique which was

conceived, nurtured, and delivered through one’s

own efforts. This maternal depiction was not idly

chosen; what mother believes her newborn child

to be anything but beautiful?

In a paper which was recently studied, a sur-

geon described the results of his operations some-

thing like the following: excellent—36%, good

—

19%, fair—31%, poor—14%.

Being uncertain of the meaning of those adjec-

tives, in relation to the operation, I turned to a

popular and useful wordbook and found the

following:

Poor: inferior, indifferent, trival, meager, inadequate,

scant, deficient, sorry, beggarly, shabby, contemptible,

scrubby, shoddy, defective, unworthy, worthless, tawdry,

trashy, base, second-rate.

Fair: pretty good, not bad, middling, average, medium,

ordinary, moderately satisfactory, not amiss, passable,

tolerable, reasonably good, respectable, decent, so-so,

above mediocrity, indifferent, run-of-the-mill.

Good: satisfactory in quality, meritorious, commendable,

genuine, sterling, sound, admirable, valuable, excellent,

capital, choice, first-rate, first-class, crack, top-hole, tip-

top, superfine, select, best, golden, gilt-edged, priceless.

Excellent: superior, transcendent, of the highest order,

of great worth, sterling, first-class, first-rate, fine, choice,

prime, tiptop, admirable, of the first grade, of the high-

est quality, topnotch, matchless, perfect, superfine, A-1,

superlative, pre-eminent, capital, exemplary.

I noticed, among other things, that the editors

of the thesaurus found it difficult to differentiate

between good and excellent and repeated them-

selves—sterling, first-rate, tiptop, and superfine.

Furthermore, they may have been unhappy with

the gold standard (or perhaps the price of gold

shares) for golden is good while sterling (which

often refers to silver) is both good and excellent.

Exercising an editor’s prerogative, I played

round with the table and came up with a couple

of modifications:

Topnotch 36% Superlative 36%
Tiptop 19% First-rate 19%

So-so 31% Not bad 31%
Worthless 14% Contemptible 14%

These worried me, because the top two cate-

gories seemed immodest and, in these days of

medical-legal difficulties and malpractice insur-

ance premiums which threaten to dwarf Mt.

Everest, I did not believe a surgeon would ap-

preciate his operation being considered worth-

less, contemptible, or not bad.

What to do? It is the responsibility of the

author to confess that such results are his value

judgments. If they cannot be reduced to ob-

jective, reproducible, replicateable definitions, a

narrative description of what the author con-

siders “excellent,” “good,” “fair,” or “poor” is

the least the reader deserves.

For example, “excellent” means “restored to

full function without pain or other symptoms

and able to fulfill all occupation, family, and

social commitments.” “Poor” means “the patient

retained most or all of his complaints and dis-

ability—or got worse—despite the procedure.”

How many “excellent” procedures over the

past 50 years have ultimately been discarded

as “worthless?”

Arthur Krosnick, M.D.

Reprinted from the Journal of the Medical Society of

New Jersey, October, 1975.

THE FOUNDATION FOR YOUR
CHILD'S GRADUATE

EDUCATION IS LAID IN

SECONDARY SCHOOL

Independent education enables and encourages

students to develop individual interests, to be

people instead of numbers, to function and

learn at their own rate. We offer a variety of

programs which help students to explore their

potential.

• For Boys and Girls, Grades 9 through 12

• Over 70 courses-many Advanced Placement

• Full Five-Gourse load available

• Student-Teacher ratio—10:1

• Average class size; 14-16

• Boarding & Day Students^ ' pOR

• Mini-Gareer/ INFORMATION
CALL: (312) 234-3210

WRITE: Director of Admissions

Reid Hall-Room
Lake Forest Academy-Ferry Hall

Lake Forest, Illinois 60045

Independent
Study

62 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



jouriMil
OF THE

TENNESSEE MEDICAL
ASSOCIATION

FEBRUARY, 1976

Vol. 69 No. 2

Office of Publication,

112 Louise Avenue
Nashville, Tenn. 37203

Second Class Postage Paid at

Nashville, Tenn.

TENNESSEE MEDICAL
ASSOCIATION

President
J. Kelley Avery, M.D.
1229 Russell Street
Union City, 38261

President-Elect
C. Gordon Peerman, Jr., M.D.

345-24th Avenue, North
Nashville, 37203

Chairman, Board of Trustees
Nat E. Hyder, Jr., M.D.

202 W. Fairview Ave.
Johnson City, 37601

conleni/

SCIENTIFIC SECTION

89 Mental Health in the Nation and in Tennessee

—

C. Richard Tread-

way, M.D.

96 Case Report—Retained Abdominal Pregnancies of Many Years Dura-

tion—Sam McFarland, M.D., J. C. Bradshaw, M.D., and B. D.

Haywood, M.D.

99 Case Report—Ampicillin-Resistant Hemophilus Influenzae Meningitis

—Todd Patterson, Walter T. Hughes, G. J. Billmeier, Jr., and Ted

Pearson

102 Hypertension Reviews

103 University of Tennessee Medical Grand Rounds

108 From the Department of Public Health

110 Laboratory Medicine

112 EKG of the Month

EDITORIAL STAFF
114 X-Ray of the Month

Editor
John B. Thomison, M.D.

Managing Editor and
Business Manager
Jack E. Ballentine

TMA EXECUTIVE STAFF

115 Special Item—City of Memphis Hospital Medical Audit Criteria

NEWS AND ORGANIZATIONAL SECTION

128 President’s Page

129 Editorials

Executive Director
Jack E. Ballentine

Associate Executive Director
L. Hadley Williams

131 in Memoriam

131 New Members

131 Programs and News of Medical Societies

Assistant Executive Director
Donald H. Alexander

Director of
Continuing Medical Education

James D. Ingram

Executive Assistant
William V. Wallace

131 National News

133 Medical News in Tennessee

135 Personal News

136 Announcements

137 Continuing Education Opportunities

Staff Attorney
Sanford T. Rainwater

Executive Assistant
J. Tom Sawyer

150 Placement Service

Contents listed in CURRENT CONTENTS/CLINICAL PRACTICE
of The Institute for Scientific Information

The Journal of the Tennessee
Medical Association

Published monthly under the direction of
the Board of Trustees for and by members

of the Tennessee Medical Association, a
nonprofit organization, with a definite

membership for scientific and
educational purposes.

Subscription $9.00 per year to non-
members; single copy, 75 cents. Payment

of Tennessee Medical Association
membership dues includes the subscription

price of this Journal.
Devoted to the interests of the medical

profession of Tennessee. This association
does not officially endorse opinions

presented in different papers published
herein. Copyright 1976 by the Journal of

the Tennessee Medical Association.
Advertisers must conform to policies and
regulations established by the Board of

Trustees of the
Tennessee Medical Association.

INSTRUCTIONS TO CONTRIBUTORS
Manuscripts submitted for consideration for publication in the JOURNAL

OF THE TENNESSEE MEDICAL ASSOCIATION should be addressed to
the Editor, John B. Thomison, M.D., P.O. Box 70, Nashville, Tn. 37202.

Manuscripts must be typewritten on one side of letterweight paper.
Either double or triple spacing and wide margins must be provided to
facilitate editing which will be legible for the printer. The pages should
be numbered and clipped or stapled together, but they should not be
placed in a binder.

Bibliographic references should not exceed twenty in number docu-
menting key publications. They should appear at the end of the paper.
The bibliographic references must conform to the style used in the
American Medical Association publications, as,—Alais, FG: What is Known
About it, J. Tennessee M. A., 35:132, 1950.

Illustrations should be numbered and identified with the author’s name.
The editor will determine the number, if any, of illustrations to be used
with the Journal assuming the cost of engravings and cuts up to $25.
Engraving cost for illustrations in excess of $25 will be billed to the
author. Illustrations will not be returned unless specifically requested.

If reprints are wanted, the desired number should be indicated in the
letter accompanying the manuscript. No reprints are provided free and
a reprint cost schedule will be forwarded upon request.



WHITE SURGICAL SUPPLY CO.

1921 54 Years 1975

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701

Adolescent Care Unit
350 Crossgates Blvd.

P. O. Box 738

Brandon, Mississippi 39042

(601) 982-8151

A private, in-patient intensive psychiatric

treatment unit for a wide range of nervous,

emotional, mental and personality disor-

ders. Accredited and Licensed. Academic

programs maintained by Educational

Psychologist. The Adolescent Care Unit is

situated in a General hospital less than two

miles from the Jackson Municipal Airport.

C. Mims Edwards, M.D., Barbara Goff, M.D.,

Attending Psychiatrist Consulting Psychiatrist

for the inflamed phase
of hemorrhoidal flare-up

Anusol-HC " Cream: Rx only. Each gram contains:

Hydrocortisone Acetate 5.0 mg; Bismuth Subgal-

late 22.5 mg; Bismuth Resorcin Compound 17.5

mg; Benzyl Benzoate 12.5 mg; Peruvian Balsam

17.5 mg; Zinc Oxide 110.0 mg. Also contains the

following inactive ingredients: propylene glycol,

bismuth subiodide, propylparaben, methylparaben,

polysorbate 60 and sorbitan monostearate in a

water-miscible base of mineral oil and glyceryl

monostearate. Non-staining.

Anusol-HC " Suppositories: Rx only. Each contains:

Hydrocortisone Acetate 10.0 mg; Bismuth Subgal-

late 2.25%; Bismuth Resorcin Compound 1.75%;

Benzyl Benzoate 1.2%; Peruvian Balsam 1.8%;

Zinc Oxide 11.0%. Also contains the following inac-

tive ingredients: bismuth subiodide, calcium phos-

phate, and coloring in a bland, hydrogenated oil-cocoa

butter base.

CAUTION: Federal law prohibits dispensing

Anusol-HC" Cream and Anusol-HC" Suppositories

without prescription.

for the maintenance
and protection phase
Anusol Suppositories and Ointment: Except for

hydrocortisone acetate, these forms contain the

same percentages of active ingredients as listed

above.

Contraindications: History of sensitivity to any

component. Topical corticosteroids should not be

employed in tuberculous, fungal and most viral

lesions of skin (including herpes, vaccinia and vari-

cella).

Warnings: The safe use of topical steroids during

pregnancy has not been fully established. Therefore,

during pregnancy they should not be used unneces-

sarily on extended areas, in large amounts or for

prolonged periods of time.

Precautions: Symptomatic relief should not delay

definitive diagnoses or treatment. When there is

bacterial skin infection, topical corticosteroids

should be used only with appropriate concomitant

anti-microbial therapy. Prolonged or excessive use

of corticosteroids might produce systemic effects.

Dosage and Administration: Anusol-HC Cream:

ZlMs- Remove tube cap and attach the plastic

applicator. After gentle bathing and drying of the

area, apply to the exterior surface and gently rub in.

For internal use, insert the applicator by applying

gentle, continuous pressure. Then squeeze the tube

to deliver medication. Cream should be applied 3 or 4
times a day for 3 to 6 days or until inflammation

subsides. Then maintain patient comfort with regular

Anusol Suppositories or Ointment.

Anusol-HC Suppositories: One suppository in the

morning and one at bedtime, for 3 to 6 days or until

inflammation subsides. Then maintain patient com-

fort with regular Anusol.

Anusol Suppositories: One in the morning, one at

bedtime; and one immediately following each evac-

uation.

Anusol Ointment; Apply freely to the anoderm as

often as necessary, usually 2 to 4 times a day.

Full information available on request.

Warner/GDilcott
Division,

Warner-Lambert Company.
Morris Plains.

New Jersey 07950



jOUfAQi
OF THE TENNESSEE MEDICAL ASSOCIATION

OWNED AND PUBLISHED BY THE ASSOCIATION

FEBRUARY, 1976
VOLUME 69, NO. 2

Mental Health in the Nation and in

Tennessee

History

Disorders of the mind are as old as mankind

itself and are a part of the human condition.

The Bible describes many episodes of mental

illness as do the writings of the famous Greek

physician Hippocrates. Troubled or deficient

minds have plagued not only the common man
but have also touched chiefs of state and royalty

as well.

King George III of England suffered from

mental illness during much of his 60-year reign.

George III, who was born in 1738, came to the

throne in 1760 and reigned longer than any other

English monarch except Queen Victoria. He
was the first of the Hanoverian Kings to speak

English as his native tongue but at first was not

popular with the general public. The first strong

public demonstration of affection came in 1789

after his recovery from a severe episode of men-

tal illness, partly out of sympathy and partly in

indignation at the callous behavior of his son

and his Whig friends. In spite of his mental

aberrations he held the affection of his people

to the end of his long life. Of interest is the

fact that his grandfather George II had been

subject to fits of depression though he had not

been as severely incapacitated.

As early as 1765 King George III showed signs

of mental disorder, though this first attack was

kept so secret by the Court as apparently not to

have been suspected even by the Prime Minister.

It was said that a “humour had settled in his

chest.” Fortunately the King made a quick re-

covery, and the truth about the state of his health

*Associate Vice Chancellor for Medical Affairs,

Vanderbilt University, Nashville, Tenn. 37232, and

former Commissioner of Mental Health for the State

of Tennessee.

C. RICHARD TREADWAY, M.D.*

was not realized until later recurrent aberrations

made it clear. The Physician-In-Ordinary to the

King was Sir George Baker, President of the

Royal College of Physicians, the man to whom
the poet Gray dedicated his “Elegy Written in a

Country Churchyard.” The illness first became

publicly known in 1788 at a public function when

the King suddenly and inexplicably said loudly

“Born a gentleman, I shall never lay my head on

my last pillow in peace and quiet so long as I

remember the loss of my American Colonies!”

The King ruled over England for 60 years despite

five distinct episodes of insanity. His aberrant

behavior while insane was known throughout the

kingdom. On one occasion he talked unceasingly

for sixteen hours. On another he grabbed the

Prince of Wales by the collar, pushing him against

the wall, and demanded to know who would

dare say to the King of England that he should

not speak out or whisper. The King then went

about whispering. On another occasion he was

seen talking to an oak tree as if it were the

King of Prussia. Public sympathy was on the

side of the afflicted King, and the King’s phy-

sicians began to receive anonymous letters threat-

ening them with severe punishment if the illness

proved fatal.

Dr. Francis Willis was called in by the Queen
late in 1788. Dr. Willis kept a private madhouse

near Stamford and was quite knowledgeable in

such matters. In addition to being a physician

he was also a clergyman and was the Vicar of

Gretford. When he was first introduced at Court

the King expressed surprise at a clergyman

practicing medicine, to which Willis replied that

the Savior Himself had cured demoniacs. “Yes,”

said the King, in one of his more lucid moments,

“But he did not get 700 pounds a year for it.
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heh?” Because of the successful treatment

rendered by Dr. Willis or his own resilience the

King recovered from each illness except his final

episode. Each recovery of the King was the occa-

sion for a jubilant celebration throughout the

Kingdom. The reputation that Willis gained by

his treatment of King George III led to his being

called to the mentally disordered Queen of

Portugal, who had the delusion that she was in

hell.

Had Dr. Willis had available more modern

therapeutic techniques it is quite probable that

the King’s psychotic disorder might have been

controlled. One wonders whether the American

colonists would have needed to declare their

independence in 1776 had their British King not

been so unreasonable about their taxation and

other matters, for the mentally ill George III was

King during the American revolution and the

War of 1812.

A more positive result of the King’s disability

was the focusing of public attention upon the

need for more humane treatment of the insane,

both in England and in America.

In America a new attitude was dawning, and

one American physician. Dr. Benjamin Rush, a

friend of Thomas Jefferson and John Adams,

launched treatment programs which led to his

recognition as the Father of American Psychiatry.

Disorders of the mind have always been more

misunderstood by the general public than other

health problems. Until scarcely no more than a

century ago the general public believed that

mentally ill persons were possessed of evil spirits.

The most frequent method of treatment for the

mentally ill was the practice of casting out the

evil spirits. The mentally ill were often treated

with great cruelty and were placed into dungeons,

chained to posts, and sometimes flogged to death.

The moon was often thought to have some
causative influence upon mental illness and thus

it was that mental illness ' was referred to as

“lunacy.”

The first hospital for the insane was con-

structed by the Mohammedans during the

Twelfth Century. It was built in Bagdad and

was a palace called the “Home of Mercy.” There

the insane were examined each month, were given

treatment, and were released as soon as they

had recovered. The first Christian hospital for

the insane was founded in 1409. The first asylum

in America was created in 1812, and the first
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Tennessee asylum was established in 1832. This

earliest Tennessee asylum had only 60 beds with

which to attempt to care for an estimated 800

pauper lunatics throughout the State. Conditions

at this facility were far from admirable, but it

was a beginning. Then in 1847 a retired school

teacher, Dorthea Dix, paid a visit to Nashville.

Miss Dix had traveled over 60,000 miles in 8

years attempting to stimulate legislators across

the country to provide more humane facilities

for the mentally ill. She carefully inspected our

asylum and noted such gross inadequacies as

underground cells, the lack of any ventilation in

the rooms, the absence of heat in most of the

rooms, and the absence of bathrooms. There

were only three attendants who were responsible

for the twenty-four hour a day seven-day a week

care of these 60 patients.

In addition to the 60 patients in the State

asylum there were many other lunatics who had

not been able to be admitted to the hospital.

They were confined in cells in dungeons, were

tied up with ropes or chains, were locked in log

cabins, or were wandering alone and neglected

across the State. Miss Dix was an extremely

articulate and forceful speaker, and her impas-

sioned plea to a joint session of the state legis-

lature resulted in the appropriation of funds for

a new hospital. This new hospital was begun

in 1847, shortly after the visit of Dorthea Dix.

The new hospital was what is known today as

“Central State Psychiatric Hospital.” A second

State psychiatric hospital was built in Knoxville

in 1883 and a third in Bolivar in 1887. Five

other institutions were added in the century that

followed.

Recent Progress

Many people are not aware that for many
years one out of every two hospital beds in the

nation has been occupied by a mental patient.

However, great progress has been made in men-

tal health in recent years. In 1955 there were

more than 550,000 mental patients in beds in

public hospitals throughout the nation. Despite

a steady increase in population since 1955, the

public mental beds have steadily decreased and

are now only approximately 250,000 in number.

In Tennessee in 1955 there were more than

10,000 public psychiatric patients alone, not to

mention the more than 3,000 mental retardation

residents. At the close of 1974 there were only

4,400 psychiatric inpatients in the state psychiat-

ric hospitals.
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This greater than 50 percent reduction in

patients is due primarily to two factors: new

medications and the greater use of outpatient

care. Potent new medications which were specific

for the effective treatment of anxiety, depression,

mania, and schizophrenia became available dur-

ing and after 1955. The dramatic increase in the

use of outpatient care is demonstrated by the

fact that in 1955 90 percent of all public

psychiatric patients treated were inpatients

whereas in 1974 80 percent of all public psy-

chiatric patients in Tennessee were being treated

on an outpatient basis.

Definition

What do we mean when we talk about mental

disabilities? For the purpose of discussion we

may categorize these disabilities as major,

moderate or minor. Major disabilities include

derangement due to severe brain damage, mental

retardation, depression and suicide, schizo-

phrenia, paranoia, alcoholism, drug addiction,

autism and childhood schizophrenia. Moderate

disabilities include neuroses, personality dis-

orders, homosexuality, psychomatic illnesses,

marital or family disorders, and learning dis-

orders. Minor disabilities include unhappiness,

social maladjustments, tension, shyness, under-

achievement, and irritability.

Scope of Problem

Eighty percent of the general population have

symptoms of some form of mental disability

when surveyed. This means that only twenty

percent of the public is really symptom free at

any one time while sixty percent have minor or

moderate and twenty percent major problems.

Three percent have mental retardation, one per-

cent drug addiction, five percent alcoholism, and

eleven percent serious psychiatric disorders. As
I mentioned before, twenty percent have serious

mental disabilities.

It might be of interest to note that neuroses

are three times as common in women as in men.

But alcoholism is four times as common in men
as in women.

The general public is not aware of the magni-

tude of the problem. Half of the hospital beds

of the nation are used for the care of the men-
tally disordered. One out of twelve Americans

will be hospitalized for mental illness during his

lifetime. Two percent of the nation’s population

—over four million people—is under psychiatric

care at the present time.

Is Mental Illness Increasing?

People often ask if mental illness is increasing

because of the increasing stresses which they

believe they perceive in our society.^ Actually

most mental illnesses occurred at about the same

rate 100 years ago as they do today. However

there are some exceptions, and in these situations

there do appear to be actual increases in the

problems.

One area of increase is that of mental illness

of the elderly. This is not because the elderly

are more mentally ill now than they ever were.

It is due simply to increased longevity, and as

more people live longer they tend to have more

hardening of the arteries and more senile

psychoses. It is estimated that by 1980 10 per-

cent of the population will be 65 or more years

of age. There has already been a six-fold in-

crease in the number of senile psychiatric prob-

lems in the past 35 years, and these problems

now account for 40 percent of new admissions

to public long-term hospitals.

Another problem which appears to be increas-

ing is that of alcoholism. There are now approxi-

mately 200,000 in the State of Tennessee, and

5 out of 6 alcoholics are between the ages of

30 and 55—the most productive years. Fifteen

percent of admissions to public mental hospitals

in the nation in 1960 were alcoholics—an 18

percent increase over 1950. In Britain the Coun-

cil on Alcoholism said that the number of al-

coholics has risen 34 percent in the past 5 years

and now totals more than 750,000. The Council

noted that one alcoholic in four is a woman; a

decade ago the proportion was one in nine.

Alcoholism is a serious problem for industry

since alcoholics receive three times the normal

sickness benefits. They also have three times

the normal accident rate and two and a half times

as much absenteeism.

Another area of increase is in the area of drug

addiction.^ I am really not speaking about

marijuana but rather about drugs such as heroin,

morphine, and other “hard” narcotics. In 1968

there were only about 60,000 addicts in the

country, whereas by 1972 the number had risen

to approximately 200,000. However, it is in-

teresting to note that prior to the passage of the

Harrison Narcotics Act in 1914 there had been

175,000 narcotic addicts in the U.S. So drug

addiction is a problem which was severe in the

early 1900’s, became greatly reduced, and is

now again a major problem.
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Tennessee’s Department of Mental Health

We have discussed briefly the history and

nature of mental disabilities. Let us now look

at our own Department of Mental Health in

Tennessee. The Department of Mental Health

was created in 1953 by the separation of mental

health activities from the former Department of

Corrections and Institutions. I can, of course,

best describe the period from 1971 through the

end of 1974 when I served as Commissioner

during the administration of Governor Winfield

Dunn. 1 consider myself extremely fortunate to

have worked with such a distinguished Governor

who was highly supportive of mental health.

Much of our progress can be attributed to

his interest. Many of you are probably not aware

of the size of the Department. From the stand-

point of personnel it is the largest department

in State Government with some 8,200 employees.

The Department operates eight institutions and

supports more than 200 community programs.

It is responsible for developing and maintaining

programs for the mentally ill, the mentally

retarded, alcoholics, and drug addicts within the

state.

Recent Progress in State Mental Health

Although great progress had been made dur-

ing the Department’s 18 year prior history by

such able Commissioners as Drs. Nat Winston,

Frank Luton, Joe Baker, and Cy Ruilman, it

was obvious that there were treacherous problems

remaining. Eastern State Psychiatric Hospital

had just been the subject of a state-wide expose

which revealed primitive conditions of care at that

facility. Patients were described as living in

filth in rat-infested buildings with grossly inade-

quate fire safety. Most of the physicians were

unlicensed and were therefore practicing med-

icine illegally, and many of them were foreign

medical graduates who had great difficulty in

communicating with patients. The organization

and management of the hospital were in a state of

complete confusion. The previous superintendent

had resigned under fire. Most of the buildings

were over 100 years old and were grossly over-

crowded due to the lack of proper screening of

patients and to the fact that there were only

about 6 social workers attempting to place almost

1,000 patients who were ready to be discharged

but had no place to go.

Well, how does one approach a situation of

this gravity? There is only one thing to do, and

that is to search immediately for new vigorous

clinical and administrative leadership. We soon

identified an excellent psychiatrist in Washington

who had exactly the administrative background

which we needed. However, his wife was unwill-

ing to move, and he was uncertain about stepping

into such a disastrous situation. The Governor

and I both went to Washington to meet with and

to recruit him, and as a result he did decide to

come to Knoxville. Through his aggressive lead-

ership, within two years this highly criticized

hospital had become fully accredited by the Joint

Commission on Accreditation of Hospitals. The

census of the hospital had been reduced by

almost 1,000 patients. The hospital was clean,

and unsafe buildings had been torn down.

Unlicensed Physicians and Accreditation

At Eastern State and throughout the state a

policy decision was made not to hire any more

unlicensed physicians. This decision was based

on the philosophy that the State Department of

Mental Health should abide by State laws which

forbid the practice of medicine by unlicensed

physicians. Higher salaries and a recruitment

campaign did make it possible to hire licensed

physicians. And as a result of this policy change

and the general upgrading of the fire safety,

cleanliness, and patient care programs, four out

of five of the State psychiatric hospitals became

fully accredited during our term of office. Previ-

ously only one of the five had been partly ac-

credited, and none had been fully accredited.

As I mentioned, 4 out of 5 of our psychiatric

hospitals are now accredited, and only Central

State remains unaccredited. One of our biggest

problems at Central State was the facility which

dated back to 1852 in many areas. To combat

this problem we committed more than $8 million

of our capital funds to new construction at Cen-

tral State. Hopefully these new buildings will be

available within a year and should permit Cen-

tral State to become fully accredited as well. The
improvements in facilities and patient care also

resulted, for the first time, in all five institutions

gaining eligibility for participation in Federal

Medicare and Medicaid programs. This eligibil-

ity meant that Tennessee could improve its State

mental health facilities through the use of Federal

dollars not previously available to it but available

to many other states across the country. With

improved care and management at the five

psychiatric hospitals, the average length of stay
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declined from more than 60 days to approxi-

mately 30 days per patient. The number of

psychiatric patients declined from more than

6,500 to approximately 4,400, almost a 30 per-

cent decline.

Previously fewer than 10 percent of patient

buildings had been air conditioned despite the

fact that all state colleges were air conditioned.

With the support of the Governor and legislature,

virtually all of the wards were air conditioned.

A New Look at Old Programs

The hospitals were also examined in order to

determine whether there were any programs

which were no longer needed and which might

be phased out. One such unneeded program

was the Farm Operations. For the past 100 years

the Department had operated farms at each of

the State mental health institutions. In 1971

there were more than 6,000 acres under cultiva-

tion, and there were herds of cattle and swine

as well. The program appeared to have little

therapeutic value, and it was learned that it

would be cheaper to purchase our food through

the State Purchasing Office than to produce our

own. Thus the farming operation was terminated

despite the tremendous resistance which in-

evitably occurs when a government program is

being ended.

The organization of the hospitals was also

reviewed, and it was noted that children were

being admitted to adult wards without attention

to their special needs. The hospitals were re-

organized in such a way that children were ad-

mitted only to special hospital units set aside

for them. There they received pediatric care,

continuation of their education, and any other

psychiatric treatment necessary. Most of the

hospitals were not admitting alcoholics and drug

addicts in any significant numbers despite the

apparent critical state-wide need for these ser-

vices. Beds were converted for new special units

for alcoholics and drug addicts. Total beds for

alcoholics and drug addicts thereby increased

from 50 to 250.

Trend Toward Closure of State

Psychiatric Hospital

We in Tennessee have not adopted the philos-

ophy of some states which have attempted to

close state psychiatric hospitals. It was our feel-

ing that any such move in Tennessee would be

premature. States such as California, New York,

and Massachusetts have been attempting this,

and the results have been disastrous with mental

patients wandering about the community without

adequate care. Community mental health centers

are simply unable to provide adequate care for

many patients. As a result patients have ended

up living on Welfare in boarding houses where

they have no access to psychiatric treatment.

We are attempting to shift the care increasingly

from an inpatient to an outpatient basis but we

believe that this transition should be evolutionary

rather than revolutionary in nature.

As I mentioned earlier 80 percent of all public

psychiatric patients are being treated on an out-

patient rather than an inpatient basis. This public

outpatient care is being provided primarily in

local community mental health centers which are

located in some 65 of the State’s 95 counties.

These centers provide care for many mentally

ill patients, alcoholics, and drug addicts who
previously would have required hospitalization.

They also provide after-care for patients dis-

charged from State hospitals. Hopefully, private

psychiatrists will also be able to assist the State

in the care of public patients. Psychiatric ser-

vices had been excluded from Medicaid payments

to physicians, but in 1974 an agreement was

reached with Public Health to begin on a trial

basis to include private psychiatrists for the first

time in the Medicaid program. With the inclu-

sion of private psychiatrists many more public

patients should be able to be seen on an out-

patient basis, thereby further reducing the load

on the State psychiatric hospitals.

Where Do We Go From Here?

Obviously the issue of destination is absolutely

crucial. It is vastly easier and less costly to go

from Nashville to St. Louis than to go from

Nashville to the moon. The analogy to mental

health is not as far fetched as one might think.

We can set our sights on the moon in mental

health, if we choose. That might be appropriate

since those who had peculiar ideas or behavior

previously were called lunatics and were thought

to have been adversely affected by the influence

of the moon. By reaching for the moon I mean
setting as our goal the achievement of a positive

state of mental health for all Americans. This

large task could involve providing public funds

for services not only to the seriously mentally

ill, but also to the mildly disturbed, to those who
are unhappy but not depressed, to married

couples seeking greater sexual fulfillment, to those

wishing to learn greater relaxation, to those who
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arc potentially at risk for problems related to

their mental health, to those frustrated by per-

ceptions that they are the victims of racism, sex-

ism, elitism, poverty or other social injustice. It

sounds rather appealing, doesn’t it—total mental

health for every American—young or old, black

or white, male or female. But what would it

cost to achieve this state of bliss? Our current

annual national expenditures of about fifteen

billion dollars would be escalated dramatically

to a gigantic new figure. Certainly we want to

work toward better mental health for all Ameri-

cans, but the limitation of our resources should

cause us to examine our priorities carefully,

steadily working toward that goal step by step as

we can afford to progress. Senator Harry Byrd,

Sr. once said, “It’s all right to go to the moon

as long as you pay as you go.”

We simply cannot now afford to aim our

services at all 220,000,000 Americans who would

need to have some service to prevent mental

disability. We can’t even afford to aim our pro-

grams at the 80 percent of Americans who have

some current symptom of mental disability. We
will do well to serve the 10-20 percent who

already have serious mental disabilities. We can-

not afford everything. So we must set priorities

and our highest priority should be the seriously

disabled.

How Should We Get To Where We
Are Going?

It seems to me that if we wish to have better

health in the future, and specifically, better men-

tal health, that at least three groups must be

linked together in an even more effective partner-

ship—health providers, government and con-

sumers. Of course health providers have been

delivering health programs for centuries and even

the most primitive tribes had their medicine men.

Governments have tended to become really in-

volved with health care only during the past two

centuries and especially during the past quarter

century. Consumers for their part are only just

now becoming more than simple recipients of

services.

Let me say a word first about health providers,

specifically, mental health providers. TTie num-
ber of psychiatrists nationwide and in Tennessee

has doubled in the past 25 years. Services are

being provided not only by psychiatrists but also

by Family Practitioners, nurses, social workers
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and psychologists. Our mental health manpower

is more adequate than at any previous time. ,By

and large these providers are providing excellent

services. Private psychiatric facilities have been

established in all the main cities of the state and

are admitting patients who previously had either

to go out of state or to enter state hospitals for

their care.

Now let us talk about the role of government.

There is unquestionably a need for governmental

involvement in health care. First of all govern-

ment must license both health providers and

health facilities if the public is to be assured of

adequate quality of care. Government must

assume primary responsibility for medical re-

search since neither providers nor consumers can

fund these programs. We are indeed fortunate

that our country has the largest medical re-

search program in the world. The National

Institutes of Health now oversee the expenditure

of some $2 billion annually for medical research

including research on mental disorders of all

types. Just as poliomyelitis was virtually eradi-

cated due to a research breakthrough, there is

every reason to believe that with continued fund-

ing of medical research tremendous break-

throughs are just over the horizon in schizo-

phrenia, depression, suicide, alcohohsm, and drug

addiction. We can control many of these ill-

nesses now, but we have not yet clearly identified

cause or cure. And until one can identify cause

clearly our best efforts at prevention will be

limited in success.

Government must also assist in the payment

of health care. Health providers are forced other-

wise to provide charity care, often at a loss to

themselves. Government has a responsibility as

well in regard to training. Since the average cost

of educating a physician is now more than

$20,000 a year there are few qualified students

who would be able to afford an unsubsidized

tuition of this magnitude. Government then

clearly does have a vital role to play. However

governments have in the past and can in the

future be tempted to eliminate the other partners

and to establish a more monopolistic system.

When British doctors entered the National Health

Service in 1948, they were assured by Prime

Minister Aneurin Bevin that they would be pro-

vided facilities within the government hospitals

for seeing private patients.^ Physicians were al-

lowed to work 9/1 1 of their time for the National

Health Service and still have some time for

private patients. However, the Labor Party has
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recently Meciaed mat all private practice should

be eliminated from the Service. Indeed some

members of the Labor party are calling for legis-

lation which would ban the private practice of

medicine altogether. Actually the private sector

of medicine in Britain since 1948 has been only

a small component of the total health program.

Of some 500,000 National Health Service beds

only 4,200 have been set aside for private prac-

tice. The Labor Government is absolutely com-

mitted to phasing out these beds, and the British

Medical Association is absolutely committed to a

fight to keep them, believing them to be a small

symbol of freedom of choice.

Another 4,000 beds in private hospitals and

nursing homes are equally unpopular with many

in the Labor Government. Mrs. Castle, the Sec-

retary of Health, has proposed that no new

private hospital beds be permitted to replace

those to be eliminated from the government

hospitals. New strict proposals have been made

for the regulation of advertising of private med-

ical, surgical, and maternity facilities. The justifi-

cation for such stringent discouragement to the

private sector is government’s fear that the

private sector might siphon off physicians who

have been trained at public expense. As a result

of the continuing concerns of British physicians,

some 500 physicians a year are leaving Britain

and are being replaced largely by foreign medical

graduates.

I sincerely hope that doctors in our own
country will not be forced to become government

employees. The Canadian National Health In-

surance program permits physicians to remain

self-employed and by and large Canadian phy-

sicians have been reasonably satisfied with their

system. I would also hope that private not for

profit and private for profit hospitals can continue.

These hospitals have proved themselves capable

of providing an excellent quality of care. The

government should operate hospitals and clinics

only when there is a gap. This also has been the

pattern in Canada.

The role of the consumer as a partner in

health care programs is only beginning. For too

long both health providers and government have

tended to view consumers as mere passive

recipients of health care who can play no mean-

ingful role in their own health. With the in-

creasing educational level of the general popula-

tion, this simply is no longer the case. The

consumer can and must assume a major re-

sponsibility for determining his own health.

Neither health providers nor government can

assume total responsibility for him. If an in-

dividual does not exercise, smokes or drinks ex-

cessively, or allows himself to be overweight, no

doctor or health agency can keep him from

becoming ill.

What we are saying is that the lifestyle of the

consumer is vitally important in determining his

health, physical and mental. If his lifestyle as a

father precludes his spending adequate time with

his children, his children will not be mentally

healthy. If he regularly drinks during the noon

hour or becomes intoxicated occasionally, he is

running the risk of becoming addicted to alcohol.

If the individual smokes or drinks heavily, does

not wear seatbelts in a car or a crash helmet on

a motorcycle, then he is running a high risk of

developing serious brain damage and associated

psychiatric problems. And as medical research

provides additional information about how to

prevent mental disabilities, it will basically be

the responsibility of the consumer to implement

this knowledge.

I hope that as we approach a National Health

Service program we will approach it with this

concept of partnership. If we do so, there is

every reason to believe that we can achieve the

highest level of mental health which has ever

been known in the State of Tennessee, in the

nation, and indeed in the world.
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Retained Abdominal Pregnancies

Of Many Years Duration

SAM McFarland, m.d., j. c. bradshaw, m.d., and

B. D. HAYWOOD, M.D.

Abdominal pregnancies are estimated to occur

in about one out of every 11,000 to 15,000

pregnancies. There appears to be geographical

and ethnic variations, however, which are ap-

parently related to the level of medical care.^

Most cases follow tubal rupture with abortion

into the peritoneal cavity and with subsequent

implantation and continued growth of the embryo.

The outcome of such pregnancies is variable,

ranging from early fetal death with complete

absorption to term gestations. Fetal mortality

in such cases is usually greater than fifty per-

cent.^’® Dead fetuses of greater than twenty

weeks gestation may be retained. In 1.5 to 1.8

percent of abdominal pregnancies, the dead

fetus is calcified to form a lithopedion. Even

more rarely fatty degeneration occurs and an

adipocere results.®

The two cases presented here are examples of

retention of such pregnancies for many years

without any symptoms which can be related di-

rectly to the pregnancies. The first case was

diagnosed incidental to evaluation of the urinary

tract and was confirmed by surgery. The second

case was accidentally discovered on x-ray studies

made because of epigastric pain of short duration.

Case Reports

Case I. A fifty-year-old gravida 1, para o, abortus

1, obese black female was admitted on 8-19-74 with

complaints of headaches, nausea, vomiting, and dysuria

for two weeks.

The patient had the usual childhood diseases.

Menarche occurred at age 13, and her cycles had
been regular at 28 day intervals with menstruation for

3 to 5 days. She admitted to problems with obesity

since her teenage years. When she was about 28 years

of age she was told she had hypertension, but she did

not seek the advised treatment. She began having

periodic urinary tract infections in her early thirties.

Her only pregnancy occurred when she was 38 years

of age, and although she could not remember the stage

of her gestation, fetal movements v/ere felt before she

contacted a doctor. Approximately a week later, she

developed abdominal pain and vaginal bleeding which

From McFarland Hospital, Lebanon, Tennessee 37087.

ceased after she passed large clots of blood and some
tissue. The following day she saw her doctor and was
diagnosed as having had a complete abortion. Her
menstrual cycle was re-established in six weeks and

remained regular until she was forty years of age.

She became irregular at that time, and menopause
occurred six months later.

The patient was not seen again by a doctor until

age 44, when she fractured her right femur. X-rays

of the thigh were taken and a cast was applied. Ap-
proximately a week later she developed pneumonia
and was hospitalized for seven days. Vaginal spotting

occurred during that time. A papanicoulaou smear and

a bimanual examination was performed, and she was
informed she had a uterine tumor. She was offered

surgery which she refused. Recovery from the fractured

femur and pneumonia was uneventful.

The patient received no additional medical attention

for the six years prior to this admission except for

infrequent clinic visits for mild dysuria.

Upon admission, her blood pressure was 170/110,

pulse 80, respiration 16, temperature 98.0°F. She

weighed 236 pounds. There was pain on palpation of

the lower abdominal quadrants, and a mass was palpable

to the right of the midline, extending to approximately

six centimeters above the symphysis pubis. Vaginal

examination revealed a thick white discharge, and the

mucosa exhibited poor estrogen effect. The bimanual

examination revealed a firm movable mass 10 to 12

cm. in diameter which could not be distinguished from

the uterus. It was painful on motion. The cervix

was normal, but was displaced to the left.

Blood chemistries and hematology were normal.

Urinalysis was negative with the exception of a trace

of protein and a few white cell casts. Urine cultures

were sterile.

Fig. 1. X-ray of Case I showing the pelvic mass con-

sisting of fetal parts.

rm
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Chest x-rays revealed emphysema with significant bleb-

formation. A KUB obtained on the second day did

not indicate obstruction. An area 10 to 12 centimeters

in diameter in the pelvis contained multiple well devel-

oped fetal parts. Though these parts were compressed,

one femur and the skull bones were indentifiable

(Figure I).

Surgical Management

At surgery, the abdomen was entered through a

lower midline incision. Though the pelvic mass gave

the initial impression of being a very thin, enlarged

uterus, further examination proved it to be cystic

and to be attached by dense adhesions to the right of

a small but normal appearing uterus. The omentum

was tightly bound to both structures, forming a con-

glomerate from which it could not be dissected free.

The omentum was therefore clamped and ligated in a

manner which would enable removal of the adherent

portion with the mass. By blunt and sharp dissection,

the mass was mobilized and removed. Though during

the procedure the cystic mass was punctured from with-

in by a femur (Figure 2). releasing a brownish thick

Fig. 2. The cystic capsule which was removed at sur-

gery in Case 1.

fluid into the peritoneal cavity, which cultures proved

to be sterile. Oddly enough, the right ovary and

uterine tube were not involved in this conglomerate.

A hysterectomy was not performed. There were no
post-operative complications and the patient was dis-

charged on the seventh post-operative day.

The pathology report described the specimen as a

mass of yellowish adipose tissue measuring 15 cm. x

15 cm. X 4 cm. with red to brown granulation tissue

in the center showing areas of calcification and fetal

bones (Figures 3 and 4).

Case II. This is an 80-year-oId Caucasian, who had

no known previous obstetrical history. Her memory
was vague although menopause was estimated to have

occurred approximately thirty years earlier. A detailed

medical history was impossible to obtain, however it

was apparent she had received only infrequent medical

attention.

She was admitted on 7-12-72 to Dekalb General

Hospital because of an acute myocardial infarction

Fig. 3. Fetal femurs; the one to the right pierced the

cystic mass during surgery.

Fig. 4. Fetal bones that were removed at surgery in

Case 1.

and abdominal pain. Adult onset diabetes mellitus was

also discovered at this time. After her condition had

stabilized, the abdominal pain persisted. X-rays were

taken of the chest and abdomen, showing a pelvic

mass. (Figure 5) which the radiologist described as

follows: “In the right aspect of the bony pelvis are

calcific outlines of many fetal parts involving an area

measuring 9.5 cm. in diameter. Fetal vertebrae, upper

and lower extremities, and portions of skull are identi-

fied. Impression: Lithopedion.”

A pelvic examination revealed a firm mass which

filled the true pelvis. It was non-tender, with limited

motion, but it could be distinguished from what was

thought to be a small uterus lying to its left. Further

evaluation was contraindicated because of the patient’s

condition.

Discussion

The availability and quality of medical care

received by the patient appears to be the major

factor in the progression of abdominal pregnan-

cies to the advanced states presented here. In

Case I, the patient was seen by a doctor only

four times in twelve years. The patient in Case
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Fig. 5. X-ray of pelvic mass in Case II showing fetal

parts.

II also apparently had received only minimal

medical care. The etiology of this condition has

been shown to be related to pelvic inflammatory

disease and the lack of adequate treatment.^

Fewer than 300 cases of retained abdominal

pregnancies with calcium deposition or litho-

pedion formation have been reported in the world

literature. The ethnic group was identified in

twenty-three cases, the distribution being one

American Indian, one Philippino, one Eskimo,

three Caucasians and seventeen Blacks, of which

twelve were found in Africa.

Lithopedions are formed from extra-uterine

pregnancies that survive in the abdomen for more

than three months. Fetal death then occurs,

escaping medical notice and is followed by de-

hydration and infiltration with calcium salts. ^ The

determination of fetal age attained in Case I is

relatively accurate. Although fetal movements are

not considered a reliable index in the diagnosis

of pregnancy, after the diagnosis is established

it may serve to estimate the stage of gestation.

They are usually felt by the patient and examiner

by the eighteenth week.^ Ossification centers have

appeared in most bones by the twelfth week,

although a positive radiological diagnosis is pos-

sible in only one-third of the cases by the six-

teenth week.'^^" Based on Chaffey’s analysis of

fetal bones and our patient’s history in Case 1,

we estimate the fetal age to be between twenty

and twenty-four weeks." The tissue reported to

have been passed by this patient was probably

the decidual cast of the uterine cavity which is

present in less than 20 percent of extra-uterine

pregnancies.^’^

Case TI is an example of the benign asympto-

matic course that retained abdominal pregnancies
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may take. This pregnancy cannot be dated ac-

curately, but it is apparent that it must have

occurred at least thirty years previously. The

patient had only minimal if any symptoms that

could be remotely related to the pregnancy.

Retained abdominal pregnancies are classified

into four categories;*^ (1) skeletonization or re-

tention of a collection of fetal bones with absorp-

tion of fetal soft parts, (2) adipocere, or re-

placement of the soft parts by soaps and fats,

(3) suppuration, or abscess formation due to

infection with destruction of the fetal tissue, and

(4) true lithopedion, or sterile calcification of

the fetus. Our first case is classified as an

adipocere, the second as a lithopedion, although

this diagnosis can be unequivocally established

only by surgery.

We conclude that the true incidence of retained

abdominal pregnancies is unknown. It is safe

to assume that a large number of such cases are

never diagnosed, especially in the under-

developed countries and in our own indigent

population.

The authors gratefully acknowledge the assistance

of Dr. Cripps of Smithville, Tenn., for discovery of

Case II, and the research facilities of the libraries

of Meharry Medical College, and the University of

Tennessee Medical Center.
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Ampiciliin-Resistant Hemophilus
Influenzae Meningitis

TODD A. PATTERSON, WALTER T. HUGHES,
G. J. BILLMEIER, JR., AND TED PEARSON

For over a decade ampicillin has been the drug

of choice for the initial treatment of acute

pyogenic meningitis in children. The vast major-

ity of these infections are caused by Hemophilus

influenzae, Streptococcus pneumoniae (pneumo-

coccus), and Neisseria meningitidis. The problem

of the resistance of H. influenzae to ampicillin

has recently become recognized. The occurrence

of resistant isolates has resulted in reconsidera-

tion of therapeutic regimens for the treatment of

childhood bacterial meningitis and other serious

infections due to H. influenzae. The following is

a case report and discussion of the problem of

H. influenzae resistance to ampicillin and repre-

sents the first reported case from Tennessee. The

purpose of this report is to draw attention to the

need to modify current therapeutic regimens for

patients in this geographic area.

Case Report

K.R.T. (SJCRH #004018), a 6-month-old black male
infant was admitted to St. Jude Children’s Research

Hospital on 12 May 1975. He was first seen in the

hospital outpatient department 34 days prior to admis-

sion and treated for bilateral acute otitis media with

ampicillin 50 mg/kg/24h orally for 10 days. He was
seen again 3 days later for follow up; the otitis ap-

peared to be resolving and the ampicillin therapy was
continued for completion of the 10-day course. He
returned to the clinic 14 days prior to admission with

fever (39.1°C rectally) and cellulitis involving the

right cheek and right periorbital region with concomi-

tant conjunctivitis of the right eye. Blood cultures were

obtained and he was treated with an intramuscular m-
jection of procaine penicillin 300,000 units plus oral

penicjllin 200.000 units every 6 hours.

He was seen 12 days prior to admission in a home
visit by the pediatric nurse practitioner. The cellulitis

and conjunctivitis appeared to be resolving. He was
admitted to St. Jude Children's Research Hospital 12

days later with fever of 3 days duration. One day prior

to admission the child refused feedings and became
progressively more lethargic. On the day of admission

his lethargy became severe with episodes of vomiting.

On examination the temperature was 36.5°C rectally,

pulse 120/min, respiratory rate 24/min and blood

From General Pediatrics and Infectious Diseases

Services. St. Jude Childrens' Research Hospital. 332

North Lauderdale, Memphis. Tennessee 38101.

pressure 120/100 mm Hg. Body weight was 9.1 kg,

head circumference 44 cm and chest circumference 46.0

cm. The child was extremely irritable and lethargic

with questionable nuchal rigidity. The anterior fon-

tanelle was soft. The tympanic membranes were in-

jected with loss of landmarks. The left eyelid was

swollen and erythematous without discharge. There

was no conjunctivitis and fundscopic exam revealed no

abnormalities. The deep tendon reflexes were decreased

bilaterally and there was no Kernig or Brudzinski sign.

There were no rash, petechiae or ecchymoses. The

remainder of the physical examination was noncontribu-

tory.

Cerebrospinal fluid (CSF) was grossly turbid with

a white blood cell count (WBC) of 36,960/mm3 with

84% polymorphonuclear leukocytes (PMN) and 16%
mononuclear leukocytes (mono). A Gram’s stain dem-

onstrated Gram-negative plemorphic bacilli. The CSF
protein was 128 mg% and glucose was 7.0 mg%.
The peripheral WBC was 15,680/mm3 with 52% PMN.
25% lymphs, 18% monos and 5% metamyelocytes.

Serum electrolytes, BUN and glucose were normal as

was the urinalysis. Coagulation tests revealed no

abnormalities in prothrombin time, partial thrombo-

plastin time, thrombin time, and fibrinogen levels. Chest

roentgenogram was normal.

Hospital Course

Ampicillin was administered intravenously (400

mg/kg/24h in four divided doses) the initial dose given

immediately after the CSF was found to be turbid and

contain Gram-negative rods. During the first hospital

day the patient continued to be irritable and lethargic

with temperature spikes to 38.6°C. The patient con-

tinued to deteriorate and 14 hours after admission he

began having twitching movements of the right hand

and foot lasting 2-3 seconds in duration, on several

occasions. Thirty-six hours after admission the patient’s

course began to deteriorate rapidly. He continued

having progressively severe focal seizures which were

eventually controlled with intravenous phenobarbital.

Fifty-eight hours after admission he became comatose

with opisthotonic posturing and right deviation of the

eyes. He responded only to painful stimuli with minor

movements of the extremities. He also developed tachy-

cardia and tachypnea interspersed with apenic spells.

A repeat lumbar puncture revealed turbid CSF with a

WBC of 21,100/mm3, with 98% PMNs and 2%
lymphs; protein was 288 mg% and glucose was 9

mg%. A subdural tap produced a small amount of

straw-colored fluid with protein of 288 mg% and

glucose 6.0 mg%. A Gram’s stain of both fluids re-

vealed Gram-negative pleomorphic rods and culture

grew Hemophilus influenzae, type B. Sixty hours after

admission the patient’s irregular respirations ended in

respiratory arrest and in spite of resuscitative attempts

the patient expired.

Shortly after the infant’s death antibiotic sensitivity

tests were completed and showed the H. influenzae

isolate to be resistant to ampicillin by the Kirby Bauer

disc method. (The original sensitivity report was er-

roneously read as being sensitive to ampicillin.) Sub-

sequent tube dilutions showed the organism to be

resistant to greater than 100/ag/ml of ampicillin.
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Autopsy Report

Autopsy revealed bilateral suppurative otitis media,

etiology Hemophilus influenzae, type B. Also found

was acute suppurative leptomeningitis of the brain and

spinal cord secondary to direct extension from the

middle ear.

Postmortem bacteriologic studies revealed pure cul-

tures of H. influenzae type B from the spleen, liver,

lung, blood and CSF.

The resistance to ampicillin of this microbial isolate

was subsequently confirmed by the Center for Disease

Control. Atlanta. Maximum inhibitory concentration

of ampicillin was found to be greater than 128 ^g/ml.

The organism was found to produce beta lactamase.

Discussion

Ampicillin has been proved effective in the

treatment of acute bacterial meningitis of child-

hood. In original comparisons with “conventional

therapy” (penicillin, chloramphenicol and sul-

fonamides), ampicillin was found to be equally

effective against organisms most commonly asso-

ciated with childhood meningitis (H. influenzae,

N. meningitidis, and pneumoniae)

.

Ampicillin

therapy for H. influenzae meningitis differed only

in prolonged duration of fever; there was no

difference in clinical duration of disease or neuro-

logical sequelae in comparison of the two groups.

Because of its effectiveness and low toxicity

ampicillin quickly became the drug of choice.^

Clinical results with use of ampicillin have

been generally good in the treatment of acute

bacterial meningitis of childhood. However,

treatment failures with use of ampicillin in H,

influenzae meningitis have been well described

since 1968. In none of these reports is recrudes-

cence associated with H. influenzae resistance

to ampicillin. Treatment failures were attributed

to inadequate initial dosage levels, inadequate

maintenance dosages, improper routes of admin-

istration, and sequestration of organisms in an

area not penetrated by the drug.^® Studies of

serum ampicillin levels as related to CSF levels

emphasized the importance of adequate initial

dosages in the treatment of H. influenzae menin-

gitis. Taber, et. al. demonstrated that CSF levels

of ampicillin decrease markedly after the first 3

days of therapy.^ CSF levels were found to vary

directly with cellular response and inversely with

duration of therapy. It is postulated that as

meningeal irritation resolves, the ability of am-
picillin to cross the “blood brain barrier” is

decreased. Thus, CSF levels may drop below

minimum inhibitory concentration even though

100

serum levels are adequate. Failure of therapy

occurs when initial CSF levels are inadequate to

sterilize the CSF rapidly, and as meningeal irrita-

tion is reduced, levels of CSF ampicillin decline

thus allowing the organism to multiply resulting

in relapse.^'®

Prior to 1968 no strains of Hemophilus influ-

enzae were reported with minimum inhibitory

concentrations greater than 2 /^g/ml and mini-

mum bacteriocidal concentrations more than 5

;u,g/ml. These levels are easily attainable in the

CSF within the first 3 days of therapy, however,

consistent levels above or equal to 5 pg/ml are

more difficult to attain after the third day of

therapy.^'® Strains of ampicillin resistant to H.

influenzae have now been reported with minimum
inhibitory concentrations well above these levels.

Within the past 2 years the first documented

reports of ampicillin-resistant H. influenzae men-

ingitis have occurred. Since that time reports

have increased in frequency and are from a

widening geographical area. The occurrence is

now felt to be nationwide. Reports of resistant

isolates have been described from 23 states since

February 1974, all involving children under 5

years of age.®'^^’^®'^®

Detection of ampicillin-resistant H. influenzae

may be accomplished by the Kirby Bauer disc

method, although this method has been shown

to be unreliable in some cases. Tube dilution

methods of sensitivity detection are considered

much more accurate in detecting ampicillin resis-

tance in H. influenzae}^

To date, all resistant H. influenzae isolates

have been beta lactamase producers. Whether

or not this is the mechanism for ampicillin resis-

tance has not been clearly demonstrated. Recent

studies have shown ampicillin penetration of

resistant beta lactamase-producing H. influenzae

to be just as high as in sensitive non-beta lact-

amase producing cells.

Several rapid detection tests for presence of

beta lactamase-producing organisms have been

described which give results within a few seconds.

A basis for drug selection in initial therapy may
become available should these methods prove

effective.

The advent of H. influenzae resistance to am-

picillin has required modification of the therapeu-

tic regimen for the treatment of H. influenzae

meningitis. Recommendations from the Center

for Disease Control in Atlanta and from the

American Academy of Pediatrics now include the

use of chloramphenicol along with ampicillin in
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cases of meningitis and other serious infections

where H. influenzae is suspected. Sensitivity of

the isolate should determine which of the drugs

should be deleted from the regimen.^®

Dosage recommendations in initial treatment

of H. influenzae meningitis are: ampicillin 400

mg/kg/24h and chloramphenicol 100 mg/kg/24h

each in four divided intravenous doses,

Ampicillin alone is no longer considered ade-

quate initial therapy for acute bacterial menin-

gitis in children where H. influenzae is a possible

cause. Sensitivity of H. influenzae isolates should

be confirmed by tube dilution methods when

there is any question of sensitivity results ob-

tained by the Kirby Bauer disc method. Isolates

considered to be resistant should be submitted

to the State Health Department for documenta-

tion.
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The Incidence of Low-Renin Essential

Hypertension in Davidson County,

Tennessee Hypertensives

The syndrome of low-renin essential hyper-

tension has attracted considerable interest and

controversy during the past decade. The etiology

of the syndrome is thought to be adrenal in

origin due to the favorable blood pressure re-

sponses of patients with this disorder to the

adrenal inhibitor, aminoglutethimide, and the

adrenal mineralocorticoid antagonist, spironolac-

tone. Although the initial reports of the incidence

of low-renin hypertension indicate that 20 per-

cent of all hypertensives have this disorder, other

series have indicated that up to 50 percent of

hypertensive blacks exhibit the low-renin state.

The true incidence of low-renin essential hyper-

tension has not been studied in a randomly-

selected hypertensive population, however. In

this Hypertensive Review we will report our ex-

perience in categorizing the renin status of 50

randomly-selected hypertensive patients.

The Middle Tennessee Heart Association has

conducted a hypertensive screening program in

^..Davidson County shopping centers since Octo-

ber, 1973. This effort uncovered a group of

1,217 patients with previously unrecognized and

untreated hypertension. From this group, 50

patients were randomly selected for renin cate-

gorization using the method of Carey, et al.

Patients with diabetes mellitus or renal impair-

ment were excluded. Low-renin essential hyper-

tension is defined by this method as the presence

of low-basal plasma renin activity which resists

acute stimulation with furosemide. Carey showed

that those patients whose plasma renin failed to

rise above 1.7 ng/ml/hr demonstrated favorable

blood pressure responses to spironolactone while

patients with renin activity above 1.7 ng/ml/hr

showed relatively little response to spironolactone.

Each of the 50 patients was seen in the

Clinical Research Center of Vanderbilt University

Hospital for confirmation of blood pressure ele-

vation and for collection of plasma renin activity

(PRA) before and following^furosemide adminis-

From the Flypertension Center. Vanderbilt Hospital,

Nashville, Tenn. 37232.

tration. All those patients having stimulated

PRA less than 1.7 ng/ml/hr were then subjected

to spironolactone therapy for 4-6 weeks. In

addition, 13 patients with normal-stimulated

PRA (>1.7 ng/ml/hr) have now received

spironolactone for 4-6 weeks. Table 1 indicates

Table 1

Incidence of low- and normal-renin hypertension in a

randomly-selected, Davidson County, Tennessee, hyper-

tensive population.
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the analysis of data pertinent to this study. There

are marked differences in the incidence of low-

renin hypertension in the black population (50

percent) as opposed to the white population

(10.7 percent). The blood pressure responses

to spironolactone by white and black low-renin

hypertensives are quite similar and much more

favorable than the response to spironolactone in

the normal renin white and black hypertensive

patients.

This incidence of the low-renin state in black

hypertensives was first suggested by Creditor, et al

and has been subsequently noted by all investi-

gators who have systematically looked at the

problem or renin categorization. These data

indicate that the pathogenesis of hypertension in

blacks may be quite different from that in whites.

Low-renin hypertension responds to volume

depletion induced by any of the diuretics (not

just spironolactone-induced mineralocorticoid

antagonism). Hence, the therapeutic implica-

tion of documenting low-renin essential hyper-

tension is to treat the patient aggressively with

diuretics.

Since many physicians cannot readily obtain

plasma renin activity determination in their

hypertensive patients, it is suggested that ag-

gressive use of diuretics be empirically employed

in black patients as the drug jof choice. White

Continued on page 109
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Mitral Valve Prolapse*

(Barlow’s Syndrome)

CHARLES E. KOSSMANN, M.D., Editor

DR. WILLIAM RUSSO: The syndrome of mitral

valve prolapse (MVP) may be benign or malignant. I

am going to present two cases, demonstrating both

forms.

The first patient (GP)** was a 41 -year-old male

truck driver who complained of headaches for two
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Fig. 1 Phonocardiogram of patient GP recorded at

the left sternal border (LSB) at two ranges of frequency

(200-500 Hz and 40-100 Hz). A late systolic high

frequency murmur (SM) begins about half-way through

systole and follows a systolic click (SC). The murmur
extends through the aortic closure sound (A.^). Simul-

taneous recordings of Lead II of the electrocardiogram

and right carotid (RC) pulse are included. Time lines

0.04 sec.

^Presented April 16, 1975.

**City of Memphis Hospital, Case No. 585365.

***Baptist Memorial Hospital Case No. 134128.

months. His doctor found a heart murmur and high

blood pressure and elicited a further history of dizzi-

ness, palpitation and dyspnea on exertion during the

previous 6 months. The past history and family history

were negative. He was a moderate smoker and a

heavy coffee drinker.

On physical examination the blood pressure was

170/100 mm Hg in the right arm, 160/90 mm Hg
in the left arm. The heart displayed a regular sinus

rhythm with the PMl in the 5th intercostal space at the

left midclavicular line. S, was normal and S.^ was

widely split with a loud S.^p. No gallop sounds were

heard. There was a grade IlI/VI late systolic murmur,

harsh in quality, radiating both to the left sternal border

and almost to the left axilla. A non-ejection systolic

click was not heard although one was recorded (Fig.

1). The Valsalva maneuver made the murmur start

earlier in systole but it did not make it louder. The

remainder of the examination was normal.

The phonocardiogram showed a low amplitude mid-

systolic click preceding a murmur starting half-way

through systole and going through the second sound

(Fig. 1). The indirect cartoid sphygmogram and the

systolic time intervals were near normal, with a PEP/
LVET ratio of 0.43 (nl 0.35 ± 0.04). The echocardio-

gram showed hammock-like, pansystolic posterior bow-

ing of both leaflets of the mitral valve (Eig. 2). The
electrocardiogram revealed a normal sinus rhythm with

right bundle-branch block (Eig. 3). A roentgenogram

of the chest revealed a heart which was normal in

size and shape.

He was told to stop smoking, reduce the intake of

coffee and was placed on a low sodium diet. Diazide

and antibiotic prophylaxis against bacterial endocarditis.

The second patient (RLW)*** was a 34-year-old

black male construction worker who lost consciousness

while on his job, falling to the ground and receiving lac-

erations to his face. Soon after arrival in the Emergency

Room he became unresponsive, ascribable to the onset

of documented ventricular fibrillation. He was de-

fibrillated several times. A junctional tachycardia with

frequent ventricular premature beats occurred between

recurrent bouts of ventricular tachycardia and ventric-

ular fibrillation. He was given Xylocaine, procainamide

and propranolol intravenously during the resuscitation.

After the cardiac rhythm stabilized, the facial lacera-

tions were sutured and he was transferred to the inten-

sive cardiac care unit.

His past history revealed that a cardiac catheterization

performed in 1973 showed a considerable degree of

mitral regurgitation; however, he had no chest pain or

diminished cardiac reserve. He did not smoke nor

drink. He was on medication for hypertension; his

mother was also hypertensive.

The physical examination after stabilization showed

a pulse rate of 96 per minute, and a blood pressure of

115/95 mm Hg. He was a well developed, well

nourished black male who was slightly lethargic with
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Fig. 2 Echocardiogram of patient GP. Both leaflets,

anterior (AM) and posterior (PM), of the mitral valve

prolapse during systole (arrow). R,S,T,-electrocardio-

graphic deflections. Ordinate markers, 1 cm; abscissa

markers, 0.5 sec.

retrograde amnesia. There were sutured lacerations on

his forehead and left cheek. His chest was tender

anteriorly ascribed to the resuscitative manipulations.

The lungs were clear. The heart disclosed a lifting,

diffuse PMI at the 4th intercostal space at the left

midclavicular line. was diminished in intensity but

So was normal. There was an Sg gallop at the apex

and a grade IV/VI harsh, holosystolic murmur radiat-

ing to the entire precordium and to the left axilla.

There were no systolic clicks. The jugular venous

pressure was normal. The carotid arteries had a brisk

upstroke. The abdomen was slightly distended with

diminished bowel sounds. The remainder of the exami-

nation was normal.

The laboratory studies included serial electrocardio-

grams which disclosed a normal sinus rhythm with an

electrical axis of QRS in the frontal plane of -{-30°.

Except for high voltage QRS deflections in the pre-

cordial leads, the records were not beyond normal

limits. The first day’s cardiac enzymes were elevated

and were ascribed to the resuscitative maneuvers and

the repeated cardioversions in the Emergency Room.

Fig. 3 Electrocardiogram of patient GP, showing

complete right bundle-branch block.

Fig. 4 Patient RLW. X-ray of the chest made with

barium swallow in right anterior oblique (RAO) and

posterior-anterior (PA) views. There is some accentua-

tion of the left ventricular border in the PA film and

a prominence of the right ventricular outflow tract in

the oblique view.

A roentgenologic cardiac series disclosed some accentua-

tion of the left ventricular curvature in the P-A view,

and slight prominence of the outflow tract of the right

ventricle in the RAO view but neither the left atrium

or the heart as a whole were definitely enlarged (Fig.

4). The echocardiogram (Fig. 5) showed a possibly

thickened anterior leaflet with excessive velocity of

both the DE and EF waveforms as well as excessive

excursion of the former. There was a small but definite

late systolic buckling consistent with prolapse of the

leaflet. The left ventricle was large and hyperactive;

the left atrium was moderately enlarged (compare to

roentgenogram). The calculated stroke volume (147

104 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



ftLW BV
S’**-

'
,

•

•7 7i“

i
if-H
iv:

t-/ s«-»

1--0 -'..

>»

^ ,-

HI

AM

0«H

Fig. 5 Echocardiogram of patient RLW. Late sys-

tolic prolapse (arrow) of the anterior leaflet of the

mitral valve (AM) is present. Ordinate markers, 1 cm;

abscissa markers, 1.0 sec.

ml ) was increased and the calculated ejection fraction

(0.51) slightly decreased.

A 24-hour survey of cardiac rhythm with the Holter

monitor revealed frequent multifocal ventricular prema-

ture beats with one brief run of coupling, but after

several days these decreased in frequency.

This patient was treated with propranolol and quini-

dine with improvement. The ventricular premature

beats diminished markedly and he was discharged home
after three weeks in the hospital.

Discussion

DR. STANLEY ERWIN—The mid-systolic

click was thought to be extracardiac in origin

when first described in 1887^ because autopsies

had revealed pleuropericardial adhesions in some

patients who had the click during life. In the

early 1960’s intracardiac phonocardiography

showed that these clicks were, in fact, cardiac in

origin.^ In 1963 Barlow^ put the syndrome to-

gether as we know it today and by means of

left ventricular angiography showed that it was

due to prolapse of the mitral valve leaflets. Mitral

valve prolapse (MVP) may be accompanied by

a systolic click, a late systolic murmur, or both

and can have a variety of causes.

The “mitral valve apparatus” consists of

virtually the whole left side of the heart includ-

ing the left atrium since contraction of the latter

actually initiates closure of the mitral valve.

Abnormalities of any part of this apparatus may
result in the clinical presentation of a midsystolic

click-late systolic murmur syndrome. Dilatation

of the mitral valve annulus, abnormality of the

leaflets per se, elongation of the chordae tendi-

neae, contractile abnormalities or malalignment

of the papillary muscles with the leaflets, and

asynergy or deformity of the left ventricular free

wall may all be causes of prolapse of the mitral

leaflets. Disease entities which have been re-

ported to be associated with MVP are papillary

muscle dysfunction of coronary artery disease^,

atrial septal defect^, Marfan’s syndrome^, trauma®,

rheumatic heart disease®, hypertensive obstructive

cardiomyopathy", congestive cardiomyopathies®

and possibly Ehlers-Danlos Syndrome®. In most

reported series, the disease process responsible

for the click and murmur is unknown in 60 per-

cent or more of the patients. As a result of

observations at necropsy and at surgery through

the years, it has become apparent that in most of

these unknowns the physical signs are the result

of redundancy of the leaflets produced by myxo-

matous degeneration.^® It is to cases with this

specific pathologic origin that subsequent discus-

sion will be confined.

The incidence of this type of MVP is said to

be about 0.33 percent and occurs predominantly

in females. It may have a predilection for

families. When it does occur in a familial pat-

tern, it seems to be in an autosomal dominant

mode. It probably has a late penetrance since

it is unusual in children.

The disorder is characterized by a usual clin-

ical sequence of events. It is conjectured that

the patient first develops a mid-systolic click

and subsequently the late systolic murmur. Later

still the murmur becomes holosystolic and the

click inaudible. Finally, congestive heart failure

may occur. The patients may present initially

in the 2nd, 3rd or even the last of these stages

and in addition may skip stages between evalua-

tions. It is also reasonably conjectured that the

morbidity of the mitral leaflet progresses to yield

the varying physical signs from stage-to-stage, so

that by the 3rd stage the anatomic result is a

“floppy valve.” The last stage is usually precipi-

tated by rupture of the mitral leaflets or the
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chordae tendineae, bacterial endocarditis (which

may contribute to the ruptures), or atrial fibrilla-

tion. Other arrhythmias may occur at any of the

stages.

Most studies are based on hospital populations

which may give a distorted and unusually pessi-

mistic view of the course of the disease. In some

large series followed over a long period of time

it has been found that the mortality rate in

this syndrome is actually no greater than in the

gene ra 1 population.^ ^

Sixty percent of the patients present with

chest pain, the pathogenesis of which is uncertain.

Since many of them show abnormalities of the

final ventricular electrocardiographic deflections,

they are subjected to coronary arteriography

which usually reveals normal coronary arteries.

It is postulated that since one or both papillary

muscles are under increased tension due to pro-

lapse of the mitral leaflet, there is ischemia of

the papillary muscle with resultant pain. Contrac-

tion abnormalities of the myocardium on left

ventricular angiography have been observed^'^’^®

suggesting a primary myocardial disorder to ac-

count for abnormalities of the S-T segment and

T wave.

The first frame in Fig. 6 shows the prolapse

of the mitral leaflet diagrammatically along with

a normal contraction pattern of the ventricle. In

up to 70-to-80 percent of two large reported

series, two types of abnormal contraction

patterns have been predominant. The first is

what is termed the “ballerina foot” in which there

seems to be excessive contraction of the posterior-

medial segment of the left ventricle. Another is

the “hourglass pattern” in which there is exces-

sive contraction of the posteromedial and antero-

medial segments. As can be seen from the num-

Fig. 6 Patterns of left ventricular contraction as projection in 80 cases of prolapsed mitral leaflet (from
seen angiocardiographically in the right anterior oblique Scampardonis et al, Circidution (14).
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bers of cases, these two abnormal patterns ac-

counted for about 60 percent of those observed

in this particular series. It can be visualized that

the papillary muscles attached in the area of

abnormal contraction are pulled up closer to

the mitral valve in systole thus allowing prolapse

of the leaflets. There has been one case re-

ported^' in which a patient with a contraction

abnormality had mitral valve replacement in an

effort to control refractory arrhythmias. The

systolic contractile deformity disappeared im-

mediately after surgery. However, the premature

ventricular contractions persisted during 9 months

of follow-up.

Fifty percent of patients present with palpita-

tion. The electrocardiogram often shows frequent

premature contractions of atrial or ventricular

origin. The pathogenesis is obscure. It is well

known that if cardiac muscle, including papillary

muscle, is stretched, the electrical cycle is pro-

longed as manifested by a prolongation of the

Q-T interval.^® It is postulated that if most of

the ventricle is repolarized normally, the stretched

papillary muscle, which is still electrically active,

may stimulate the repolarized fibers by a direct

re-entrant mechanism. It is clear from the second

case presented today that serious arrhythmias, in-

cluding ventricular fibrillation, can occur and be

a potential source of sudden death.

Twenty percent of the patients present with

dyspnea. Fatigue is a fairly common symptom.

The pathogenesis of these is poorly understood

because resting cardiodynamics in nearly all

series have been normal unless mitral regurgita-

tion is severe. Gulotta^® found that exercise in

some of his patients caused a shift of cardiody-

namics in the proper direction but that the in-

crease in cardiac output was not commensurate

with the increase in oxygen consumption.

The hallmark of this syndrome is an apical,

snapping systolic click, which may be single or

multiple. In some cases the click is followed by

a late systolic crescendo-decrescendo murmur but

there may be only a holosystolic murmur. The

supine position and squatting (increased venous

return to the heart) cause the click and murmur

to be heard later in systole. Sitting, standing, the

left lateral decubitus position, the Valsalva

maneuver, amyl mitrite and vasopressors all

classically cause the click and murmur to occur

earlier in sy stole and may make both 'louder.

The echocardiogram is diagnostic of mitral

valve prolapse in most patients. There may'' be

holosystolic prolapse of the leaflets on sorfog-
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raphy even though there is only a late systolic

murmur. On the other hand the reverse may be

encountered, the murmur being holosystolic,

with prolapse occurring only late in systole. A
possible explanation for the latter circumstance

may be that the sonar beam is being reflected

from only a small portion of the mitral leaflet at

a given time.

The extracardiac physical findings are interest-

ing in that up to 60 percent of the patients have

somatic abnormalities such as kyphoscoliosis, pec-

tus excavatum, straight back syndrome, narrow

anteroposteror chest diameters, inwardly curved

fourth fingers, or Marfan’s syndrome.

At present there is no specific treatment for

this entity. Once the diagnosis is established,

prophylaxis against bacterial endocarditis should

be instituted when needed. Bothersome prema-

ture atrial or ventricular contractions may be

treated in the usual manner though their oblitera-

tion is less than optimal with present day anti-

arrhythmic agents. Massive doses of procaine

amide, quinidine and/or propranolol may ulti-

mately have to be used in those few patients

with recurrent ventricular tachycardia or fibrilla-

tion.

If significant mitral regurgitation develops,

surgical correction is indicated. The effects of

surgical correction on complicating arrhythmias

is at present uncertain.
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Health Legislation—1976

Health related matters have occupied an in-

creasingly prominent place on the agenda of

Tennessee’s General Assembly in recent years

and 1976 appears to be no exception. While

major concern is focused on the development

of a stable funding base for the state’s Medicaid

program, several other issues are also likely to

generate considerable interest during the legis-

lative session.

Of major interest could be a bill to establish

legal authority and provide funding for the

designated agency which will handle health plan-

ning and resources development activities. Sec-

tion 1522 (b) (2) of Public Law 93-641, The

National Health Planning and Resources Devel-

opment Act of 1974, calls for state agencies

to provide evidence of authorization and fund-

ing under state law.

The new Federal law provides for a revamped

health planning structure essentially combining

the activities of Comprehensive Health Planning,

Regional Medical Programs and Hill-Burton Pro-

grams. A three-level structure was established

by Public Law 93-641 involving a National Ad-

visory Council, State Health Planning Agencies,

and Health Systems Agencies (HSA’s) covering

multi-county areas.

The State Health Planning and Resources

Development Agency will be responsible for pre-

paring a state health plan and a state medical

facilities plan, for implementing those parts of

the state plan applicable to state government,

and for reviewing the plans and budgets of the

Health Systems Agencies within the state. The
legislation required under Federal law will pro-

vide for the performance of these functions by

the entity selected by the Governor as the desig-

nated state agency. In regard to funding, it is

anticipated that the new planning structure will

draw upon the resources of existing programs

for the performance of its tasks.

Another measure being considered in the 1976

General Assembly will provide for the licensure

of “ambulatoiy surgical treatment centers.” A
proposed bill incorporates the inspection, licens-

ing and regulation of such centers, including

abortion clinics, under the responsibilities of the

Board for the Licensing of Health Care Facilities.

A bill dealing with this general topic was intro-

duced in 1975, and further processing appears

likely to result in the type of bill described here.

The need for the development of standards for

care other than that delivered on an in-patient

basis has been a topic of discussion among pro-

viders in Tennessee for several years. Further,

there appears to be a consensus that the state

has the responsibility in Quality Assurance in

all types of health care facilities.

A bill to expand the scope of the Newborn

Care Act, passed in 1974, has been introduced.

This measure calls for broadening the focus of

the program to include all perinatal aspects of

care and changing the name of the Statewide

Advisory Committee to Perinatal Care Advisory

Committee. A representative of the obstetrics-

gynecology specialty would be added to the Com-
mittee and additional funding provided for an

expanded program. Considerable interest has

been generated in developing an effective state-

wide program for provision of perinatal services.

Also of interest to health professionals are

two proposed changes in the state’s Vital Records

Systems and Procedures, First, a proposed bill

will allow the four major metropolitan areas of

the state to issue certified copies of birth cer-

tificates. This change is expected to result in

additional convenience for residents of those

areas. The local health departments in Knox-

ville, Nashville, Chattanooga and Memphis will

be the issuing agencies.

A second change calls for an increase from

$2.00 to $4.00 in the fee charge for the loca-

tion, reproduction and issuance of certified copies

of all vital records. Reasons cited for the increase

include higher cost for processing supplies and

mailing.

Several amendments to existing laws concern-

ing health-related manpower regulatory boards

are anticipated. Proposed changes include pro-

viding for “ceilings” for many registration fees

so that specific fee amounts cited and logged

do not have to be changed by the General

Assembly, rather, the language of the law would

allow individual boards to make administrative
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changes within prescribed limits.

Other minor changes proposed in board’s

statutes will facilitate the completion of centrali-

zation of administrative functions in the Division

of Health-Related Boards, Department of Public

Health. Under a process begun some years ago,

basic clerical, administrative and investigative

services for the boards, which certify and license

Tennessee’s health professionals, are coordinated

by a single-management unit.

Also expected during the 1976 Session are

several bills dealing with environmental health

matters. One bill provides for a mechanism

whereby the Governor can limit the use of auto-

Hypertension Reviews

Continued from page 102

hypertensive patients, with a lower incidence of

therapy less frequently than blacks; hence, a p-

blocking agent like propranolol may be a more

appropriate initial drug with diuretics added as

a second agent.

John W. Hollifield, M.D.
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CLINICAL USEFULNESS OF
SERUM AND URINE OSMOLALITY

In recent years, improved instrumentation

has made measurements of serum and urine

osmolality widely available. Considerable in-

terest in the clinical significance of serum and

urine osmolality has resulted.

Definition of Osmolality

Osmolality is the preferred measurement of

total solute concentration (number of free par-

ticles) in urine and serum and refers to the

osmotic pressure (osmotically active units) in

osmoJes or milliosmoles per kilogram of solvent

(mosmol/kg). An osmol is one osmotically

active unit (molecule or ion) expressed as

moles. One osmol per kg. of water depresses

the freezing point by 1.86°C. Clinically, osmol-

ality is most commonly measured by freezing

point or vapor pressure depression. Correlation

between the two methods is generally good al-

though in some clinical conditions and using

the currently available instrumentation, both

have advantages and disadvantages. For in-

stance, in the case of biologic fluids containing

highly volatile solutes (such as ethanol) the

vapor pressure of the solution may be appreci-

ably affected by the volatile solute at room

temperature. Conversely, lipemic serum can

cause error in freezing point determinations

because the solid material interferes with uni-

form freezing of the solution.

Serum Osmolality

Sodium and its associated anions, chloride

and bicarbonate, account for approximately 93

percent of the normal serum osmolality. The
ratio of serum sodium concentration (mEq/L)
to serum osmolality (mosmol/kg) is useful in

evaluating fluid and electrolyte imbalance. A
serum sodium/osmolality ratio significantly be-

low 0.43 frequently carries a poor prognosis

in hyponatremic states. The normal ratio ranges

From the Departments of Pathology and Pediatrics,

University of Tennessee Center for the Health Sciences,

and LeBonheur Children’s Hospital, Memphis, Tennes-

see.

from 0.43 to 0.50 (the normal serum sodium

concentration is slightly less than half the osmol-

ality value). A similar relationship, expressed

differently, is the difference between the esti-

mated and the determined osmolality. Osmolality

may he easily estimated by multiplying the serum

sodium value (mEq/L) by 2.1. When serum

concentrations of sodium, urea, and glucose are

known, an estimate of the serum osmolality

can be more accurately calculated by the follow-

ing formula:

mosmol/kg. serum water =

1.86 [Na +
, mEq/L] + BUN (mg/dL) +

2.8

GLUCOSE (mg/dL)

18

Determined serurn osmolality significantly
;

higher than the calculated osmolality indicates

the presence of unidentified solutes in the serum.

This is seen in hepatic and renal failure and

may also be a clue to the presence of acute

poisoning resulting from ingestion of unknown

toxic substances or drugs or alcoholism.

Hypernatremia frequently accompanies hyper-

osmolality (Table). Increased serum osmolality 1

without hypernatremic occurs in azotemia or ,

hyperglycemic diabetic coma, after infusions of I

hypertonic glucose or radiographic contrast

media, and in the cases of poisoning, drug tox-

icity, (e.g. Isoniazid) or alcoholism. Hyper-

osmolality due to nondiffusable solutes may pro-

duce intracellular dehydration, convulsions, and
j

death. Osmolality may be markedly increased \

in patients with high blood levels of glucose

producing intracellular dehydration and coma
(nonketogenic hyperosmolar diabetic coma).

|

Most conditions that produce hyperosmolality
'

with hyponatremia can also produce normal
^

osmolality with low serum sodium. Infusion of
|

mannitol may lead to hyponatremia with normal
]

or increased serum osmolality. In hyperlipemia

the osmolality is normal but the sodium may
be low due to the fact that the lipids in the

blood displace the water so that while the sodium

concentration in the serum water is normal, the

total volume of serum is low. Hypoosmolality
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always occurs with hyponatremia whatever the

cause (too little sodium or too much water).

Urine Osmolality

A normal individual with normal diet and

fluid intake produces urine with an osmolality

of approximately 500 to 850 mosmol/kg of

urine water. With water deprivation, the normal

kidney will concentrate urine approximally to

about 900 to 1200 mosmol/kg water (3 to 4

times that of the serum) and will dilute urine

to a minimal osmolality of 40 mosmol/kg water

during water diuresis.

Urine osmolality and specific gravity are both

measurements of total solute concentration. How-
ever, they do not give equivalent information

because the proportions of urinary solutes vary.

Osmolality depends entirely on the number of

particles (molecules and ions) in solution, and

specific gravity* depends primarily upon the

density (weight) of the various types of solute

molecules and their respective numbers in solu-

tion. For instance, to raise the specific gravity

0.

001 at 15°C., 3.595 g. of urea or 1.473 g.

of NaCl must be added to a liter of urine. The

osmolality will be raised to 60 mosmol/kg by

the urea, but to only 47 mosmol/kg by the

NaCl. Conversely, the same osmolal concentra-

tion of two kinds of solute may result in solu-

tions with markedly different specific gravities.

Normally, the urinary specific gravity and osmol-

ality have a fairly straight line relationship

(roughly 40 mosmoles equals one “unit” of spe-

cific gravity). Specific gravity values of 1.010,

1.020, and 1.030 are roughly equivalent to 400,

800 and 1200 mosmol, respectively.

The presence of abnormal substances in urine,

such as proteins, glucose, ketones, etc., increases

the urinary specific gravity out of proportion

to the urinary osmolality and gives a false im-

pression of renal concentrating ability. From
a physiological and clinical point of view urine

osmolality is more acceptable and more accurate.

Urine/Serum Osmolality Ratio

The ratio of urine to serum (U/S) osmolality

can be an important diagnostic tool in evaluating

water balance and renal function.

1. Ratio > than 1. Normally a 24-hour urine sample

should have a U/S osmolality ratio greater than 1

(for instance 580/290 = 2.0). After 14-hour de-

hydration (overnight) the ratio should be 3.0 or

greater. In the syndrome of inappropriate ADH
secretion the urine osmolality is increased and the

serum value decreased. Classic features of the syn-

drome are hyponatremia, decreased serum osmolal-

ity, U/S osmolality ratio > 1, high urinary sodium

(> 25 mEq/L) not caused by renal or adrenal dis-

ease. absence of peripheral edema or dehydration,

and poor response to therapy with hypertonic saline.

The syndrome has been seen in association with

bronchogenic carcinoma, subdural hematoma, intra-

cerebral or subarachnoid hemorrhage, skull fracture,

cerebral thrombosis, cerebral atrophy, myxedema,

liver disease, neurosurgical patients, and as a mani-

festation of toxicity to vincristine, ethacrynic acid

and furosemide diuretics.

2. Ratio = to 1. If the U/S ratio is consistently 1

or only slightly greater than 1, the kidney has lost

the ability to concentrate or dilute urine. This is

seen in medullary cystic disease, secondary amyloi-

dosis of kidneys, hypercalcemia, sickle cell disease,

potassium deficiency (except when caused by mag-

nesium deficiency), and acute oliguric renal failure

due to glomerulonephritis. In acute tubular necrosis

the ratio is equal to or less than 1.

3. Ratio < than 1. This occurs after a water load in

a normal individual or in diabetes insipidus. With

water deprivation, the ratio will remain less than 1

in diabetes insipidus, but will increase to 2 or 3 in

psychogenic diabetes insipidus. This is also seen in

cystinosis, head trauma and severe pyelonephritis.

Normal Values

At low solute concentrations and relatively

constant body temperature the difference be-

tween molal (mosmol/kg of solvent) and molar

(mosmol/L of solution) concentration is negligi-

ble. At 37°C the difference is only 1 mosmol.

for serum and 4 mosmol. for urine. Therefore,

results are expressed either as mosmol/kg or

mosmol/L serum (or urine) water. Serum is

preferable to plasma for measurement of osmol-

ality; an excess of anticoagulant may cause an

artefactual increase.

Serum:

Children; 270- 299 mosmol/kg serum water

Adults: 280- 295 mosmol/kg serum water

Urine:

Infants: 50- 600 mosmol/kg urine water

Older children

and adults: 50-1400 mosmol/kg urine water

(varies with diet and fluid intake)

*Urea (20 percent), chloride (25 percent), and

sulfate and phosphate (25 percent) contribute most to

the specific gravity of normal urine.

C. Sotelo-Avila, M.D.
W. M. Gooch, III, M.D.

Continued on page 113
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A 22-year-old female was admitted to Saint Thomas

Hospital for evaluation of GI complaints, unrelated to

her cardiac status. She felt her pulse had always been

slow. No previous EKGs had been obtained. There

was no history of congenital heart disease, diphtheria

or rheumatic fever, chest pain, dyspnea, dizziness or

syncope, and her exercise tolerance has been low

normal.

Fig. 1

PHYSICAL EXAMINATION
She was obese with a regular pulse of 48 and blood

pressure of 126/60 mm Hg. Pertinent findings on the

cardiovascular examination included absence of jugular

venous distension, with no cannon waves seen. The

cartoid and peripheral pulses were normal. The inten-

sity of Sj was quite variable; S2 was physiologically

split. A grade 2/6 systolic ejection murmur was heard

at the left sternal border. No diastolic murmurs or

gallops were heard. No cyanosis, clubbing or edema
was present.

The EKG, shown in Fig. 1, showed 3° AV block

with a narrow QRS at a rate of 38/minute. The
heart size on PA chest x-ray was normal. An echo-

cardiogram was normal. A treadmill exercise test was
stopped after 3 minutes walking at 1.7 mph, 10% grade

because of PVCs. The ventricular rate increased to

about 70 per minute.

She was felt to have congenital complete heart block.

There was no evidence of cardiomyopathy, myocarditis,

degenerative conduction system disease or myocardial

ischemia.

DISCUSSION

This patient had asymptomatic 3rd degree

heart block with a narrow QRS complex sug-

gesting that the dominant impulse center is lo-

cated above the bifurcation of the bundle of

His. The prognosis for a patient of this age

From the Department of Cardiology. Saint Thomas
Hospital, Nashville, Tenn. 37205.

(past infancy) who has a narrow QRS with a

ventricular rate in 40-60 range and which in-

creases with exercise is good. Therefore, no

therapy was advised.

Another interesting aspect of the electro-

cardiogram is the presence of sinus arrhythmia,

which is a disturbance in the rhythmic produc-

tion of the impulse in the sino-atrial (SA) node.^

Two types of sinus arrhythmia are commonly

observed. In the more common form, variation

in the P-P interval is related to the phases of

respiration or changes in cardiac filling (ven-

triculophasic sinus arrhythmia). This type is par-

ticularly common in children and young adults

and tends to disappear in adult life. Inspira-

tion tends to diminish vagal tone (in part via

pulmonary branches of the vagus) with a re-

sultant increase in heart rate. Expiration pro-

duces the opposite effect. In the less common
type, the irregularity is not affected by respi-

ration but appears to be associated with the

action of certain drugs (e.g., digitalis, mor-

phine).

The P-P interval in Fig. 2 is seen to vary,

with alternating long-short intervals, while the

R“R interval is quite constant. The P-P in-

tervals which “bracket,” or include, a QRS com-

plex are shorter by 80-120 milliseconds than the

P-P intervals which do not contain a QRS com-

plex, The exact mechanism of this phenomena

is not known, but may be related to the degree

of ventricular filling, in which vagal tone may
be altered by endocardial or epicardial vagal

receptors. With increased ventricular filling, the

vagal tone might be increased, with a resultant

decrease in atrial rate (increase in P-P interval).

Alternatively, James has proposed that sinus

node impulse formation may be directly affected
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by the sinus node arterial blood pressure.^ Sinus

arrhythmia is an interesting physiologic phe-

nomena, but by itself is not an indication of

heart disease. No specific treatment is required,

and it may be generally abolished by any factor

that increases the heart rate (e.g., exercise,

atropine, sympathomimetic drugs, etc.). The

P-P interval became more regular during her

exercise test.

FINAL DIAGNOSIS

(1) Congenital third degree heart block.

( 2 ) Ventriculophasic sinus arrhythmia.
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Table

A. Increased Serum Osmolality with Hypernatremia

1. Hypernatremic dehy-

dration of Infancy

(Diarrhea)

2. Administration of high

electrolyte, high pro-

tein formula without

adequate water

3. Comatose patients
without adequate
water intake

4. Familial nephrogenic

diabetes insipidus

5. Diabetes insipidus

6. Ethanol ingestion

7. Frequent I.V. infusions

of Sodium bicarbonate

8. Hyperosmolar hyper-

glycemic coma
9. Diabetic coma (rare)

B. Increased Serum Osmolality with Normal or Low
Sodium

1. Azotemia 5. Poisoning

2. Hyperglycemic diabetic 6. Drug toxicity (e.g.

coma Isoniazid)

3. Infusions of hypertonic 7. Ethanol ingestion

glucose

4. Infusion of radiograph-

ic contrast material

C. Normal Serum Osmolality with Hyponatremia

1. Hyperlipemia 5. Infusion of hypertonic

2. Infusion of mannitol glucose

3. Uremia 6. Infusion of radiograph-

4. Diabetic coma ic contrast material

7. Excessive sweating

0,

Decreased Serum Osmolality with Hyponatremia

1. Inappropriate ADH secretion

2. Overadministration of Pitressin

3. Water intoxication

* * *

U. T. Medical Grand Rounds
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Clinical History

This 10-year-old white female was first seen at age

6 years with complaints of headaches, nausea and

vomiting, excessive perspiration, nervousness, weight

loss and fever. Clinical and endocrine evaluation es-

tablished the diagnosis of pheochromocytoma. At op-

eration a pheochromocytoma was found at the aortic

bifurcation and was incompletely excised. At a sub-

sequent operation the left’ kidney and a tumor mass

obstructing the left ureter was removed. She did well

until age 9 when rising blood pressure and catechol-

amine levels (900 mgm/24 hours) prompted a third

operation which revealed regrowth of the primary

tumor and multiple liver metastases. No bowel in-

volvement by tumor was found. She subsequently de-

veloped severe constipation refractory to the usual

therapeutic measures. This was associated with persis-

tently elevated catecholamine levels refractory to diben-

zyline. An abdominal film at this time revealed a

strikingly dilated colon full of fecal material. A course

of alphamethyl-para-tyrosine (AMPT), which blocks

the synthesis of norepinephrine by inhibiting tyrosine

hydroxylase,^ resulted in dramatic relief of the refractory

constipation and simultaneous lowering of catechol-

amine levels.

Radiographic Findings

Marked dilatation of the transverse colon is

seen. The remainder of the colon is packed with

fecal material. Metallic clips are seen in the

paraspinal areas from previous operative pro-

cedures.

Discussion

Paralytic ileus is an unusual complication of

pheochromocytoma. This manifestation is usually

associated with unusually high levels of total

circulating catecholamines due to large tumors

or extensive metastatic disease.^ Experimental

studies show that catecholamines exert profound

inhibitory effects on the smooth muscle of the

gastrointestinal tract! Agents such as AMPT
deplete catecholamine stores or inhibit their

effect.

Other gastrointestinal complications of pheo-

chromocytoma have been reported including

intestinal hemorrhage and infarction of the colon

with cecal performation.

The differential diagnosis of a dilated, feces-

lilled colon includes:

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, Tennessee 37232.
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1. Psycholgenic megacolon.

2. Chronic laxative abuse.

3. Hirschsprung’s disease.

4. Cystic fibrosis.

5. Parkinson’s disease.'*

6. Scleroderma.

7. Myxedema.^

8. Porphyria.

9. Lead Poisoning.

10. Morphine overdose.

11. Amyloidosis.

12. Potassium Depletion states.®

Most of these conditions can be excluded or

included on the basis of clinical history and/or

clinical chemistry studies.

Diagnosis

Megacolon secondary to pheochromocytoma.

This is an unusual, but clinically important cause

of the severe constipation.

Robert S. Francis, M.D.
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CITY OF MEMPHIS HOSPITAL MEDICAL
AUDIT CRITERIA

It is hoped that these will be used to improve your own
criteria. Dr. Rosenberg earnestly desires your input

concerning them, particularly in areas of disagreement.

Communications may he addressed to the Editor, or

directly to Dr. Rosenberg.

DISORDERS OF THE ESOPHAGUS
INCLUDING

STRICTURE, ACHALASIA, DIFFUSE SPASM
AND DIVERTICULUM

I. Diagnostic Considerations
A. Pertinent history with specific

reference to: 100%
1. Age, sex, race

2. Weight loss

3. Food intolerance

4. Dysphagia

5. Regurgitation

6. Pain

7. Night aspiration or cough

8. Past history of possible esophageal

trauma (i.e., lye ingestion, prolonged

nasogastric intubation)

B. Physical examination with attention to: 100%
1. Evidence of weight loss

2. Lungs for rales, ronchi

C. Laboratory Tests

1. Complete blood count, urinalysis,

chemical profile (SMA-12) 100%
2. PA and lateral chest x-ray 100%
3. Electrocardiograms on surgical

candidates 100%
4. Esophagograms and upper gastro-

intestinal series 100%
5. Pathology examination of excised

tissues 100%
6. Laminograms < 70%
7. Cineradiography of esophagus - 50%

8. Esophageal pressure, motility and

pH studies < 50%
Special Diagnostic Procedures

1. Esophagoscopy, with or without

biopsy - 90%

2. Bronchoscopy <50%
II. Possible Associated Problems

A. Chronic pulmonary disease

B. Debility and malnutrition

C. Arteriosclerotic heart disease

III. Patterns of Treatment
A. Expected Use of Treatment

1. Consultants, as indicated by findings

and complications

a. Gastroenterologists <25%
b. Internal medicine/cardiologist 50%

c. Pathologist/radiologist

d. Anesthesiologists (surgical therapy) 100%
2. Services

a. Post-operative ICU (for

thoracotomy) 100%
b. Blood Bank (T&C) for surgery 100%
c. Intravenous fluids 100%
d. Repeated roentgenograms for

evaluation of therapy 100%
e. Repeated electrolyte determinations

to guide intravenous fluid therapy 100%
f. Post-operative respiratory therapy

and/or chest physiotherapy 90-100%

g. Pre-operative respiratory

therapy/ chest physiotherapy 50-75%
h. Dietary ~ 50%

3. Medications

a. Pre- and postoperative antibiotics > 90%
b. Palliative treatment of symptoms

(pain, cough, nausea, etc.) 100%
c. Cardiovascular/respiratory as

specifically indicated

4. Surgical Treatment

a. Dilatation (may be repeated) ~ 50%
b. Conservative resection with

preserved esophageal continuity ~ 25%

c. Myotomy or local lateral excision

for achalasia and diverticulum

d. Radical excision and interposition

operations for strictures

e. Associated hiatal hernia repair <30%
f. Interposition operations without

excision for strictures

g. Cervical esophagostomy

5. Medical Measures

a. Symptomatic treatment

b. Antacid management

IV. Expected Response to Treatment
A. Short Term

1. Medical: Symptomatic relief related

to reflux

2. Surgical: Removal of inciting cause

with return of normal function ~ 80%
B. Reassessment: Clinical course,

roentgen findings, repeat esophagoscopy

C. Long Term Cure >75%
V. Expected Incidence of Complications

A. Of Disease

1. Debility and malnutrition ~ 50%
2. Pneumonia, chronic pulmonary

disease <25%
B. Of Treatment

1. Medical: See V, A
2. Surgical: Postoperative

a. Atelectasis 60%
b. Esophageal leak < 10%
c. Hemorrhage < 10%
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d. Wound infection < 15%

e. Empyema < 10%

f. Pneumonia < 20%

VI. Disposition

A. Type of care depends on general condition.

1. Discharged

a. Satisfactory healing

b. Satisfactory return of swallowing

function or appropriate method of

feeding established if obstruction

not removed or by-passed

2. Transfer

Special facility or services

b. Nursing home, etc., according to

associated conditions

B. Medical:

1. Immediate, postoperative follow-up

as indicated for 60 days

2. Repeat gastrointestinal series as

needed

3. Repeat dilatation as needed

4. Re-evaluation and re-examination

with subsequent care as necessary;

recurrent diagnosis, new condition,

complication

UTILIZATION ASPECTS

i. Indications for Admission to Hospital

A. Dysphagia

B. Weight Loss

C. Pain

D. Regurgitation

E. Recurrent pneumonia, chronic lung disease

II. Projected Length of Stay

A. Single Problem (begins with date

of service)

1. Diagnostic

a. Uncomplicated

b. Complicated

2. Nonsurgical treatment

a. Uncomplicated

b. Complicated

3. Minor surgery

(dilatation)

a. Uncomplicated

b. Complicated

4. Surgical treatment

a. Uncomplicated

b. Complicated

B. Multiple Problems (begins with

date of service/ diagnosis/

complication; usually additive)

1. Medical

a. Additional diagnosis

b. Complication

2. Surgical: Complications of

procedure—depends on

patient response to therapy

III. Indications for Discharge from Hospital

A. Satisfactory healing

B. Satisfactory return of swallowing

function or appropriate method of

feeding established if obstruction not

removed or by-passed

C. Availability of suitable care

D. Absence of contingencies that may
extend stay

DRUG DEPENDENCE
I. Diagnostic Considerations

A. History should record:

1. History of drug and alcohol

consumption 100%
2. History of withdrawal symptoms 20%
3. Hospitalization for drug abuse or

its complications 5%
4. Bizarre behavior 40%
5. Potential danger to self or others 30%
6. Legally mandated admission 15%

B. Mental status examination should record:

1. Disordered thought content and affect 15%
2. Hallucinations and delusions 10%

C. Laboratory evaluation should include:

1. Drug screen 75%
2. Electroencephalogram 5%

II. Differential Diagnosis
(Consider the following):

A. Schizophrenia 0-5%
B. Paranoid state 0-5%

C. Affective disorder 0-5%

III. Patterns of Treatment
A. Expected Use of Treatment

1. Milieu and group therapy 100%
2. Psychotherapy 75%
3. Chemotherapy 100%
4. Behavior modification 30%
5. Activities therapy 50%

B. Monitor Effects of Treatment

1. Nursing observations 100%
2. Serial mental status examinations 20%
3. Repeated psychological examinations 0-3%
4. Repeated drug screens 80%

IV. Expected Response to Treatment
A. Short Term

1. Improvement within 72 hours 20%
2. Improvement within 5 to 21 days 25%

B. Reassessment of Patients with less than

Expected Response

1. Transfer to long-term rehabilitation

facility 15%
2. Repeated psychological examinations 0-1%

V. Expected Incidence of Complications

A. Of Disease

1. Worsening of psychotic level of

functioning 5%
2. Suicidal attempts or threats 5%

B. Of Treatment

1. Drug reactions 0-3%

2. Worsening of psychotic level of

functioning 0-3%

3. Inadequate social and occupational

adjustment 75%

VI. Disposition

A. Transfer to long-term facility 20%
B, Clinic follow-up within one week 75%

1 to 7 days

Indeterminate

3 to 10 days

Indeterminate

2 to 5 days

Indeterminate

7 to 21 days

Indeterminate

Indeterminate

Indeterminate
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UTILIZATION ASPECTS

I. Indications for Admission to Hospital

A. Required:

Excessive drug use 100%
B. In addition to above, one or more of

the following:

1. Impaired reality testing 15%
2. Evidence of organic brain syndrome 10%
3. Medical complications 5%
4. Planned special drug therapy or

withdrawal 1 5%
5. Potential danger to self or others 10%
6. Impaired social, familial, or occupa-

tional functioning 30%
7. Inadequate social support 25%
8. Legally mandated admission 5%

II. Projected Length of Stay

5 to 30 days

III. Indications for Discharge from Hospital

A. Completion of withdrawal 15%
B. Improved reality testing 15%
C. Adequate social support 25%

EXCESSIVE DRINKING

I. Diagnostic Considerations

A. History should record (in the presence

of alcoholism):

1. Intoxication four or more times a

year and currently, or twelve or

more times a year 100%

2. Increasing frequency, duration, or

tolerance of alcohol 75%
3. Delusions or hallucinations 25%
4. Impaired social, familial, or oc-

cupational functioning 100%

5. Potential danger to self or others 10%

6. Medical complications 25%
7. Previous psychiatric or medical

treatment for alcoholism 25%
B, Mental status examination showing:

1. Signs of acute intoxication 50-75%

2. Delusions and/or hallucinations 10%

3. Disordered thought content and affect 10%

4. Depression 25%
C. Laboratory examination should include:

1. Electroencephalogram 25%
2. Blood chemistry profile 50%
3. Serum enzymes 25%
4. Liver function studies 1-5%

II. Possible Associated Conditions

A. None 50-75%

B. Primary affective disorder 10%

C. Primary thought disorder 5%
III. Patterns of Treatment

A. Expected Use of Treatment

1. Psychotherapy 100%

2. Group and milieu therapy 100%

3. Psychopharmaco therapy 75%
4. Diphenylhydantoin 10%
5. Activities therapy ' 50%
6. Education therapy 50%

B. Monitor Effects of Treatment

1. Nursing observations 100%

2. Serial mental status examinations 100%

3.

Repeated psychological examinations 0-5%
4.

Repeated chemistry tests 10%
IV. Expected Response to Treatment

A. Short Term
1. Improvement within 72 hours 50%
2. Improvement within 5 to 21 days 75%

B. Reassessment of Patients with less than

Expected Response

1. Transfer to long-term facility 75%
2. Transfer to specific alcohol

rehabilitation program 50%
V. Expected Incidence of Complications

A. Of Disease

1. Alcohol obstinence syndrome 15%
2. Suicidal threats or attempts 10%
3. Continued or increased use of alcohol 50%

B. Of Treatment

1. Drug reaction 5%
2. Inadequate return to social, family,

or occupational functioning 25%
3. Continued or increased use of alcohol 50%

VI. Disposition

A. Transfer to alcohol rehabilitation program 25%
B. Transfer to long-term facility 75%
C. Leave hospital against medical advice 10%
D. Clinic follow-up in one month 25%

UTILIZATION ASPECTS
I. Indications for Admission to Hospital

A. Required: 100%
The presence of alcoholism, with (1) present

intoxication and four or more periods an-

nually; or (2) twelve or more such episodes

annually

B. In addition to above, any one of the

following: 100%
1. Increasing frequency, duration, or

tolerance of alcohol

2. Delusions or hallucinations

3. Impaired social, familial, or occupa-

tional functioning

4. Potential danger to self or others

5. Medical complications

6. Previous psychiatric or medical

treatment for alcoholism

II. Projected Length of Stay
A. 3 to 5 days 90%
B. 5 to 21 days 75%

III. Indications for Discharge from Hospital

A. Affective improvement 100%
B. Improved social support 90%
C. Transfer to rehabilitation program 75%

FACIAL FRACTURE
I. Diagnostic Considerations

A. History should have a statement about: 100%
1. Agent responsible for fracture

2. Use of seat belts in car accident

3. State of consciousness

B. Physical examination should include: 100%
1. Inspection for contour change

2. Test of function

3. Palpation

C. X-ray for fracture and contour change 100%
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D. Repeated check of general physical

condition

II. Possible Associated Problems
A. Airway obstruction (determined by

history and physical)

B. Head injury

C. Eye injury

\ indicated by x-ray (see

V II

)

under diagnostic

considerations)

D. Other Associated Problems—determined

by history and physical or progress

notes and x-rays as indicated

1. Intrathoracic injury

2 . Intra-abdominal injury

3. Extremity injury

4. Pre-existing disease, deformity or

disability

100%

III. Patterns of Treatment
A. Expected Use of Treatment

Surgery (timing—as early as condition

of patient permits) 90-100%

B. Monitor Effects of Treatment

Repeat of diagnostic considerations of

inspection, test, palpation, x-ray

C. Contraindicated Diagnostic or Thera-

^ peutic Measures

Specific treatment to face contraindi-

cated until general condition of patient

is satisfactory and vital signs stable

IV. Expected Response to Treatment
A. Short Term

1. Massive swelling for 7 to 21 days 90%
2. Pain and discomfort 7 to 21 days 100%
3. Early activity (limited) consistent

with injuries

4. Suture removal 4 to 5 days 100%
5. Intraoral or external fixation re-

moval 3 to 6 weeks 100%
B. Reassessment of Patients with less than

Expected Response

1. Appropriate antibiotic and drainage

if infection present

2. Frequent check of the central

nervous system including eye

3. Frequent check of position and
state of reduction including oc-

clusion—-early correction if possible

C. Long Term
1. Mai union <15%
2. Non union <5%
3. Secondary reconstructive pro-

cedures—scar revisions, contour

augmentation 15-20%
4. Corrective and restorative dentistry 25-50%

V. Expected Incidence of Complications
A. Of Disease

1. Infection <10%
2. Non union <5%
3. Mai union <15%
4. Diplopia <25%
5. Airway obstruction due to septal

deviation <50%
B. Of Treatment

1. Infection <10%

2. Non union <5%
3. Mai union <15%

VI. Disposition

A. Weekly office follow-up until condition

stable—usually 4 to 6 weeks

B. Instruction as to possible complications,

limitation of activities, hygiene, diet

UTILIZATION ASPECTS
I. Indications for Admission to Hospital

Fracture confirmed by physical examination

and x-ray

II. Projected Length of Stay
A. Pre-op: 1 to 5 days

B. Post-op: 3 to 10 or 12 days

III. Indications for Discharge from Hospital

Barring injuries to other systems, discharged

when relatively comfortable and can take care

of conditions at home without expected in-

terference with recovery

PSYCHOSIS ASSOCIATED WITH ORGANIC
BRAIN SYNDROME

I. Diagnostic Considerations
A. History should record:

1. Bizarre behavior and/or withdrawal 65%
2. Potential danger to self or others 25%
3. Legally mandated admission 15%
4. Rule out head trauma 0-5%
5. Rule out medical, surgical or neuro-

logical disease 20%
6. Statement about drug abuse and alcohol

consumption 100%
7. Inadequate social support 40%

B. Mental status examination should record:

1. Impairment of reality testing 50%
2. Impairment of memory 40%
3. Deterioration of other intellectual

functions 30%
4. Bizarre behavior 65%

C. Laboratory evaluation should include:

1. Electroencephalogram 20%
2. Drug screen 5-10%

II. Differential Diagnosis

(Consider the following):

A. Schizophrenia 5-10%

B. Affective disorder 5%
C. Anxiety neurosis 5%
D. Mental retardation 0-5%

III. Patterns of Treatment
A. Expected Use of Treatment

1. Milieu and group therapy 75%
2. Psychotherapy 5%
3. Chemotherapy 100%
4. Activities therapy 50%
5. Behavior medication 50%

B. Monitor Effects of Treatment

1. Nursing observations 100%
2. Serial mental status examinations 50%
3. Repeated psychological examinations 0-3%

IV. Expected Response to Treatment
A. Short Term

1. Improvement within 72 hours 10%
2. Improvement within 5 to 21 days 25%

118 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



B. Keassessment of Patients with less than

Expected Response

1. Transfer to long-term facility 20%
2. Repeated psychological examination 0-1%

V. Expected Incidence of Complications

A. Of Disease

1. Worsening of the psychotic level of

functioning 5-10%

2.

Suicidal attempts or threats 10%
B. Of Treatment

1. Drug reactions 0-3%

2. Worsening of psychotic level of

functioning 0-5%

3. Inadequate social and occupational

adjustment 5%
VI. Disposition

A. Transfer to long-term facility 25%
B. Clinic follow-up within one week 75%

UTILIZATION ASPECTS

I. Indications for Admission to Hospital

A. Required:

Disorientation or memory impairment

B. In addition, one of the following must

be present:

1. Delusions or hallucinations 5%
2. Shallowness or lability of affect 10%
3. Abuse of drugs or alcohol 5-10%

4. Planned medical evaluation 5%
5. Planned special drug therapy 5%
6. Potential danger to self or others 10%
7. Inadequate social support 40%

*

8. Need for continuous skilled

observation 10%
9. Legally mandated admission 5-10%

II. Projected Length of Stay

‘^A. 3 to 5 days 20%
B. 5 to 30 days 25%

III. Indications for Discharge from Hospital

A. Improvement of reality testing 50%
B. Absence of suicidal and homicidal

ideation 10%
C. Adequate social support 30%

STATISTICAL DATA
FOR AUDTING MAMMOGRAPHY

(Diagnostic Accuracy by

Conventional Mammography)

I. Diagnosis of Non-Malignant Lesions
A. Correct diagnosis 90%
B. False positives (False positive rate is the

percentage of non-malignant lesions

diagnosed as carcinoma by mammogra-
phy.) 10% |i

II. Diagnosis of Malignant Lesions I

A. Patients under 45 years of age

Correct diagnosis 56%
B. Patients between 45 and 59 years of age

Correct diagnosis 77%
C. Patients 60 years and over

Correct diagnosis 90%
D. Overall diagnostic accuracy for -- ^ - = -

malignant lesions 79%

Valley Psychiatric Hospital
P. O. Box 21373 Shallowford Road

Chattanooga, Tennessee 37421
Phone 615-894-4220 i

A 50 bed private acute intensive treatment facility with programs designed to treat psy-

chological, alcoholic, and drug abuse problems.

A full range of treatment modalities are utihzed including individual and group psycho-

therapy, chemotherapy, electro-convulsive therapy, and adjunctive and family therapies. Ad-
junctive Therapy includes continuing education through home-bound teaching for school-aged

adolescents, recreational, occupational, and other supportive therapies. Group therapy is five

days each week with individual therapy at least two days a week. Patients have six hours

a day in scheduled therapeutic activities. Comprehensive outpatient services are available

with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Tennessee. A member of the Tennessee Hospital Association, the

American Hospital Association, and the National Association of Private Psychiatric Hospitals.

Accredited by the Joint Commission on Accreditation of Hospitals,

STAFF:

Psychiatry

Davis G. Garrett, M.D.
Henry Evans, M.D.

Clinical Psychology

Michael J. Guttler, Ph.D.
Thomas L. Cory, Ph.D.

Internal Medicine Consultant Adjunctive Therapy

Charles D. Kennedy, M.D. Dan B. Page, M.Ed.

R. Lindsay Shuff, M.H.A.
Administrator

•f
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PHYSICIANS

VA PAY IS HIGHER than ever before since passage of physician bonus

bill. Psychiatrists, or physicians with training and interest in psychiatry,

are needed in this modern medical and surgical hospital with over 600

psychiatric patients presenting the full range of treatment needs. Expand-

ing affiliation with the University of Illinois, Champaign-Urbana, will pro-

vide opportunity for professional training and development, plus possible

staff teaching assignments. The 40-hour a week work schedule and the

30-day annual vacation will also provide ample time for personal and

family activities. Fringe benefits include sick leave, health and life insur-

ance, retirement, malpractice coverage, housing and free golf course

and tennis courts on station grounds. Our city of 42,000 allows a relaxing

way of life atmosphere, but is within easy reach of Indianapolis and

Chicago.

CALL OR WRITE:

Dr. Kannapel

VA Hospital, 1900 E. Mam St.,

Danville, IL @1832

217-442-8000

A unique hospital specializing in treatment of...

ALCOHOLISM
DRUG ADDICTION

In this restful setting away from pressures

and free from distractions, the Willingway
staff, with understanding and compassion,
carries out an intensive program of

therapy based on honesty and responsi-

bility. The concepts and methods are ori-

ginal, different and have been highly suc-
cessful for fifteen years.

John Mooney, Jr., M.D., Director

Dorothy R. Mooney, Associate Director

311 JONES MILL RD„ STATESBORO, GA. 304S8 TEL. (S>!2) 764*6236

ACCREDITED BY THEJ.C.A.H.



HE j RELIABLE ROBITUSSINS can really help clear the respiratory

tract. All contain guaifenesin* the expectorant that works system-

ically to help stimulate the output of lower respiratory tract fluid,

is enhanced flow of less viscid secretions promotes ciliary action and

lakes thick, inspissated mucus less viscid and easier to raise.

r -merly named Glyceryl Guaiacolate

r

For productive and unproductive coughs

ROBITUSSIN®
Each 5 ml teaspoonful contains;

Guaifenesin, NF 1 00 mg
Alcohol, 3.5%

For severe coughs

ROBITUSSIN A-C® (2

Each 5 ml teaspoonful contains:

Guaifenesin, NF 1 00 mg
Codeine Phosphate, USP 1 0.0 mg
[warning: may be habit forming]

Alcohol, 3.5%

Non narcotic for 6-8-hr. cough control

ROBITUSSIN-DM*

Decongests nasal passages and sinus

openings as it helps relieve coughs

ROBITUSSIN-PE*
Each 5 ml teaspoonful contains:

Guaifenesin. NF 100 mg
Pseudoephedrine** Hydrochloride. NF 30 mg
Alcohol, 1 .4%

**Formerly contained Phenylephrine Hydrochloride 10 mg

Decongestant action helps control cough and
clear stuffy nose and sinuses. Non narcotic.

ROBITUSSIN-CF®
Each 5 ml teaspoonful contains:

Guaifenesin. NF 50 mg
Phenylpropanolamine Hydrochloride. NF 12.5 mg
Dextromethorphan Hydrobromide. NF 1 0 mg
Alcohol. 1 .4%

Each 5 ml teaspoonful contains:

Guaifenesin, NF 1 00 mg
Dextromethorphan Hydrobromide, NF 1 5 mg
Alcohol, 1 .4%

All Robitussin formulations available on your

Rx or Recommendation.

A. H. Robins Company, Richmond, Va. 23220 /l'H'[^OBINS

i

I

i

i

I

!

For many years Robins has spotlighted the expectorant action of the Robitussin cough formulations by featuring

action photographs of steam engines. In keeping with this tradition, the company recently commissioned a well-known

illustrator to render full-color drawings of several classic locomoti\'es . . . accurate to the minutest detail. The first of the

series is now available. To order your print suitable for framing, write “Robitussin Clear-Tract Engine # 1" on your Rx pad

and mail to “Vintage Locomotives,” Dept. T4, A. H. Robins Company, 1407 Cummings Drive, Richmond, Va. 23220.

TheWilliam Mason (1856)



J. Kelley Avery

Dear Colleagues,

We are in the early days of a new legislative session for the Tennessee

General Assembly. I believe that the events of the past year have enabled

us as physicians to mature considerably in our approach to legislative

action. It is apparent that as every year passes the activities in our own

state government become more and more important to us. Perhaps, in the

past, we as a profession have spent more time in Washington and less time

in Nashville than we should have. I am optimistic enough to believe that

this trend toward political activities centered in one’s own state is a good

thing. It is certainly apparent that our voice is heard more easily by our

own legislators than it is by the National Congress.

pfC/iJcAlV

The accomplishments of the last legislative session will not be fully

realized for perhaps several years. I for one believe that a giant step toward

the solution of the “malpractice crisis” in which we find ourselves was

taken. I firmly believe that this session of the Legislature will find our

Representatives and Senators conscientiously approaching what may be

minor defects in legislation passed last year to amend and correct those areas.

I believe they will be approaching new concepts (voluntary binding

arbitration) with great courage and I believe with all my heart at the end

of this session, that another giant step will have been taken to the solution

of this very pressing problem.

As you know, we have many other areas of concern with regard to the

relationship between government and the practice of medicine. The Federal

Health Planning Legislation imposes upon the state certain responsibilities

which require the action of state government and which we must watch

closely. We must inform our legislators and Senators of our desires in these

areas which perhaps more directly affect our patients than the areas in

which we have expended so much energies in the recent past.

We have a unique opportunity this year to join forces with all of our

friends in the massive health care industries over the state to do a great

service to the recipients of medical care and hospital care. Let us not over-

look one single opportunity to express to our Representatives the need for

their concern about the basic freedoms and needs of their constituents, our

patients.

Let us be sure to approach the Representatives and Senators of the state

with a deep respect for the office they hold even if we disagree pointedly

with the points of view. There is no question, almost without exception,

that these men are attempting to do the job they were elected by their

constituents to do as fairly and as honestly as you and I attempt to

discharge our duties to our patients day after day.

I believe this will be a good year in the Tennessee Legislature, and

I believe it will result because of your involvement with your own
Representatives.

Very sincerely,

President
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Diabetes and Public Health Education

Recently I was handed a fact sheet published

by the National Commission on Diabetes which

contained what were to me some truly astound-

ing statistics. I suspect they might be to you,

too, and while it is not possible to list them all

here, I do have some comments I’d like to make
about some of them, and about their relation-

ship to health education of the public generally.

Diabetes now affects 5 percent of our popu-

lation, and its incidence is increasing, the number

of diabetics having increased 50 percent since

1965. Since the chance of developing diabetes

doubles with every 20 percent of excess weight

and with every decade of life, this increase

probably is a reflection of our poor dietary habits.

our sedentary existence, our increasing ability

to keep people alive, and the increase in popu-
lation. It is nevertheless an astonishing figure.

“Diabetics are 25 times more prone to blind-

ness than non-diabetics, 17 times more prone

to kidney disease, over 5 times more prone to

gangrene, often leading to amputation, and twice

as prone to heart disease. These and other

complications result in 14 percent of all diabetics

being bed-ridden for approximately IV2 months
per year. . . . The annual estimated cost . . .

to the American economy is 5.3 billion dol-

lars. . .
.”

Probably nowhere in medicine is public edu-

cation so vital to patient wellbeing as in diabetes.

A colleague who specializes in diabetes tells me
he has never had a patient develop gangrene

who has followed his instructions on foot care,

nor has he ever had a patient who followed his

instructions go into keto-acidosis. This puts a

real burden of education on the physician who
cares for diabetics. He must develop an adequate

educational program for his patients, and in it

he must impress upon them the dire consequences

of not following instructions, walking with care

the fine line between fact and sensationalism.

There are, of course, always those who would

rather lead a short, happy life and not follow

instructions. The short, happy life is prospective

only. It may indeed turn out to be short, but

it will not necessarily—or even likely—be happy.

A foot or leg once gone is gone forever, and

eyesight cannot be restored. This is an un-

fortunate example of patients who often demand
the best in health care—even require that their

doctors keep them well—but who are unwilling

to pay even a part of the price of self-discipline.

Their only hope is education, not only of them-

selves, but of their families as well.

Last year 38,000 persons died directly from

diabetes. If we include all of the deaths to which

diabetes contributed, the number could be nearly

ten times that, which would make it the third

ranking cause of death, behind only heart disease

and cancer. Education is critical in all of these.

There needs to be a re-orientation of the

public thinking about health care, and it is diffi-

cult in the face of the miasms emanating from

Washington which foul the intellectual atmo-

sphere. Most of the emphasis is placed on the

need for education of the health professions,

particularly the physicians, and we hear a lot

about continuing education and relicensure of

the doctors, but little about educating the public.
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The news media contribute their share of the

mind pollution.

The time has come to place more of the re-

sponsibility for their health care on the public.

They need to understand that medical care is

only a part of health care, and that it is fre-

quently necessary only because the patient ne-

glected his part. If the public would accept its

share of the responsibility, there would be plenty

of doctors and hospital beds. The media could

help by forgetting their fixation on how badly

they think the medical profession behaves, and

concentrating for a while on how badly a lot

of patients behave. It might be hard, because

it is perhaps too close to home. It’s always

easier to blame somebody else. And besides,

doctor’s aren’t all that good as patients, either.

None of this, though, stands a chance unless

you take the time to do it. If the public think-

ing is to be altered, if the public is to be edu-

cated on health matters, it is up to us to do it.

“George” will not, and we can shift only so

much of the responsibility onto government and

the news media. You cannot even say “Let

TMA do it.” TMA is you, doctor.

JBT

Child Safety on the Road

How often have you pulled up behind a car

at a stop light and looked into a little face

peering at you over the back of its front seat?

Likely as not the driver was driving with one

hand and holding a cigarette with the other,

leaving the child to his own devices, free to

wander around—and to be broken on the dash-

board or windshield with any sudden stop. It

has happened with sickening frequency, so often,

in fact, that the Tennessee Pediatric Society has

taken on the project of doing something about

it—not sometime, but this year.

Hopefully, by the time you read this, they

will have gotten legislation introduced, and per-

haps even passed—legislation backed by the

TMA Legislative Committee as well as the Ten-

nessee Society of County Health officers—which

will require that children be properly restrained

while in moving vehicles. The word “properly”

is important because some types of restraints,

including most of the car seats presently in use,

may actually do a great deal of harm to the

child’s legs and abdomen with sudden decelera-

tion.

It is hard to see how anyone could oppose

such legislation—it’s a little Uke being against
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motherhood—and yet already reasons have been

advanced why it is not practical to require it.

The principal excuse is, of course, expense.

There are very few approved, properly designed

restraining devices, and they are relatively ex-

pensive ($15-40). One is manufactured by Gen-

eral Motors, and another by Ford. They have

been approached about making them available

at cost as a public service, which would bring

them into the realm of reason and make them

accessible to anyone who can afford to drive

a car.

The argument, in any case, is specious, be-

cause the expense in both money and sorrow

of doing otherwise is far greater, as anyone can

tell you who has ever had the distressing task

of caring for one of these broken little bodies.

It is going to require a job of public education

(notice how often that crops up?) to convince

people it can happen to their children and that

it can be prevented, and to teach them what is

adequate, safe restraint and what is useless or

downright dangerous.

It would pay you to get familiar with the prob-

blem and the answer so you can answer the

questions of your patients and your legislators.

We would not want this very desirable legislation

to fail because of our lack of knowledge and

interest. Experience has shown that to achieve

this end legislation alone is effective, but even

if the time is not yet right for the legislation, we

can still urge it on our patients and acquaintances

as a voluntary measure. You might even save

a life or two—the easy way.
JBT

“A” Bomb!

Male chauvinist pigs, take heart! Women’s

lib (and its fellow travelers) may have out-

smarted itself. The other day I read two medi-

cal news items which individually were innocent

enough, but which taken together could have

far-reaching consequences.

It is now possible by relatively simple and

inexpensive procedures to determine absolutely

very early in pregnancy the sex of the fetus.

How clever! We can now order pink or blue

bootees with assurance, and have the name all

set to go. If we have four boys a’ready and

want a girl, if another male fetus shows up we

can throw it back and try again, with no harm

done (except to the fetus, of course. But who
cares about an ole fetus—it can’t fight back

anyhow).
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And then there was a note from Red China,

where it’s considered gauche to have a girl. Who
wants an ole girl? Ante-partum (first trimester)

sexing is being done over there apparently on a

widespread basis. Abortions are following on an

increasingly large scale on female fetuses, but

not on males. How about that! Eventually, no

girls!

No girls? No girls, no women. No women,
no babies. No babies It would

for sure solve the population problem, and think

how much neater this is than the “H” bomb. Or
think how many domestic quarrels there will be

when Pop wants a son and Mom a daughter,

or vice versa. Homes are already breaking up

over much less serious differences. The possi-

bilities are endless. And anyway, who wants a

world with no girls?

Technology and jurisprudence have once again

cooperated to give us a real can of worms.

Have fun!

JBT

CARTER, JOHN T., age 63. Died December 3, 1975.

Graduate of University of Tennessee Medical School.

Member of Memphis—Shelby County Society.

SAVILLE, A. F., Jr., age 53. Died November 21,

1975. Graduate of Meharry College. Member of

Memphis—Shelby County Society.

neui fflcmbcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association:

BLOUNT COUNTY MEDICAL SOCIETY
J. A. Belknap, M.D., Maryville

BUFFALO RIVER VALLEY MEDICAL SOCIETY
John F. Spaccarelli, M.D., Linden

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY

Jose M. Luayon, M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY OF
WEST TENNESSEE

James L. Crabb, M.D., Brownsville

Jerry Hornsby, M.D., Jackson

MEMPfflS-SHELBY COUNTY
MEDICAL SOCIETY

Russell H. Patterson, III, M.D., Memphis

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL SOCIETY

Ted Ford Sykes, M.D., Johnson City

pfOQfcim/ oimI ncui/ of
fnedicol /ocielie/

Knoxville Academy of Medicine

The Academy met on January 13 at the KAM head-

quarters building. A panel composed of KAM Mem-
bers discussed “Courtesy Among Physicians.” Dr. J.

Kelley Avery, President, TMA, was special guest and

outlined plans of TMA for 1976 relative to liability

insurance and legislation.

Nashville Academy of Medicine

The 155th annual meeting of the Academy was

held on January 13 at the University Club. The
program agenda included an awards ceremony, me-

morial observance for deceased members, presentation

of 1976 Academy officers and Board members, re-

marks by the outgoing President, Dr. David Pickens,

and the Presidential Address by Dr. Dan Sanders.

A total of 150 members were named to serve on

the Academy’s 16 standing and special committees for

1976 which conduct a wide range of scientific, socio-

economic, political, and public service activities for

the advancement of medicine and betterment of public

health.

Committee Chairmen for the coming year are Drs.

Kent Kyger, Alcoholism and Drug Abuse; Mark Doyne,

Athletics and Physical Fitness; Benjamin F. Byrd,

Community Response; William Ralph, Continuing

Medical Education; Terry Allen, Emergency Medical

Services; Charles Hamilton, Ethics; Robert Ikard,

Legislative; Sarah Sell, Mediation; George Duncan,

Medicine and Religion; G. William Davis, Medico-

Legal; Fred Rowe, Membership; Ronald Overfield,

Membership Services; Jack Glover, Orientation; William

Edwards, Peer Review; Cullen Merritt, Program; Her-

man Kaplan, Public Health.

iMilionol neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office In Washington, D.C.)

National Health Insurance

The public interest would be better served

if the nation examined the goals of a national

health insurance program within the context of

the existing health care system and directed its

energies toward the perfection of that system,

the American Medical Association said in testi-

mony before a subcommittee of the House Inter-

state and Foreign Commerce Committee.

“It is unnecessary to gamble on a whole new
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medical health system in order to meet the health

care needs of all Americans,” AMA president

Max H. Parrott told the Public Health and

Environment Subcommittee.

Pointing to the large problems involved in

creating a national health insurance program,

Dr. Parrott, a Portland, Ore., practitioner, said

that public attitudes toward it are changing

steadily.

“These problems have been brought into better

focus as a result of evidence of the effects of

governmentally administered and controlled pro-

grams both here and abroad.

“Our national priorities have also shifted be-

cause of the effects of the changing economy,

and the devastating effects of inflation on all

segments of our society.

“Significant changes have taken place in our

health system through increased manpower pro-

grams, increased facilities construction, in-

creased levels of private health insurance cov-

erage, and a variety of other programs. There

is fuller realization and acknowledgement that

this country’s health system—under attack by

many in the course of the NHI debate—is

indeed superior to any other in the world,”

Dr. Parrott said.

Dr. Parrott told the subcommittee members
of the medical profession’s national health in-

surance plan (H.R. 6222) which builds on the

structure of the present system of employer-

employee group health insurance plans, man-
dating each employer to provide comprehensive

and catastrophic benefit coverage with the em-
ployer picking up at least 65 percent of the cost.

Employees, according to the AMA spokes-

men, would not be compelled to participate.

The self-employed as well as the non-employed

could purchase qualified private health insurance,

through pools if needed, at a cost not more than

125 percent of the cost of group plans. And,
after a certain level of co-insurance is reached,

depending upon income, the insurance would

cover all remaining costs as a complete protec-

tion against catastrophic costs.

Dr. Parrott pointed out that in pressing for

the adoption of any particular NHI proposal,

sincerity must not be confused with objectivity

—

“We cannot afford to have a program of such

importance fail.

“We must avoid the mistake inherent in those

proposals which would lock medicine into a

rigid, monolithic, no-choice bureaucratic system.
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Such a creation would be impossible to reverse.

It would be an undertaking full of promise but

empty of fullfillment. Establishment of cost con-

trol through fixed budgets including arbitrary

fee schedules would result in curtailment of care

and discourage participation by providers.

“A look at the current trouble of the British

health care system impels a close re-examination

of the alleged need for such drastic action,”

Dr. Parrott said.

^

Medicare Legislation Update

The Senate Finance Committee also approved

with few changes Medicare Amendments adopted

earlier by the House. The major one assures that

no prevailing Medicare fee for this fiscal year is

less than for the previous fiscal year. An un-

intended effect of the new law tying physicians

Medicare reimbursement in with a cost-of-living-

type index was to roll back some fees. HEW
didn’t want to do anything about it, but the

House at the urging of the AMA and other

groups agreed to prevent the rollback.

The Senate Committee added language to the

House provision to indicate that in calculating

the controversial fee index HEW should include

to the extent feasible “factors related to any in-

creases in cost of malpractice insurance and that

index calculations should be prepared on a

regional rather than a national basis.”

The other Medicare changes include:

A one-year extension of authority to grant

waivers of nursing staff requirements in rural

areas where nurses are in short supply. The

House had approved a three-year extension.

Repeal of a present provision which would

make the Federal Employees Health Pro-

gram rather than Medicare the primary

payer of benefits for older or retired U.S.

workers. The amendment specifies that

Medicare be the primary payer for people

eligible for both programs.

^

PSRO Legislation Proposal

Physicians in some larger states containing

more than one Professional Standards Review

Organization area may have a chance to choose

a single, statewide plan under legislation ap-

proved by the Senate Finance Committee. Texas,

Louisiana and possibly some other states would

qualify, the Health, Education and Welfare De-

partment said.

The amendment by Sen. Lloyd Bensten (D-
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Texas) applies to states that have been divided

into PSRO areas, and where no conditional

PSROs have yet been designated. The HEW
Department would poll the physicians in the

areas to determine their preference for a local

or a state-wide PSRO. If a majority of phy-

sicians in each area approve the state-wide plan,

the verdict would have to be accepted by HEW.
The Texas Medical Association and other state

societies, as well as the AMA have fought for

the rights of larger states to become single PSRO
areas, but the HEW Department turned down

the appeals on grounds PSROs were intended

to be primarily local. As a result, large popu-

lation states were divided into several PSRO
areas.

^ ^

Professional Liability

The Medical Liability Commission has urged

Congress not to employ National Health Insur-

ance as a vehicle for forcing a federal solution

to the professional liabilty problem.

Gale Richardson, M.D., a member of the

Liability Commission, told the House Ways and

Means Subcommittee on Health that the causes

of the liability crisis “vary in kind and in relative

emphasis from state to state. This is one reason

that the remedies should be sought within the

individual states.”

“We are particularly opposed to linking of

this problem in any way with national health

insurance,” said Dr. Richardson.

The Commission is composed of 20 national

medical specialty and institutional provider

groups, including the AMA, the American Hos-

pital Association and major specialty associ-

ations.

Dr. Richardson noted that there have been

suggestions that under NHI the government pay

the liability premium for physicians who accept

assignment. He cited speculation that physicians

may be willing to accept government control of

medicine in return for having the burden of

liability premiums lifted.

“We do not believe that limiting the rights

of patients or the rights of any class of citizens

is a proper approach to the solution of this

problem—nor do we believe that granting by

Congress of immunity to physicians or any other

group at any time is a proper approach,” Dr.

Richardson declared.

Dr. Richardson said “both the immediate and

longer range remedies can be more responsive

to the needs of all concerned if approached at

the most practical local level—state legislatures

when legislative remedies are required.”

Dr. Richardson said the liability problem

should be corrected by innovative changes which

should be evolutionary and not revolutionary.

“We strongly oppose those who believe that

the answer to the weaknesses in our system is

a controlled economy and a government which

is more important than those it governs,” he

asserted.

^ ^

Medical School Planning Gets Approval

The State Board of Regents has given East

Tennessee State University’s College of Medi-

cine approval to proceed with preparing research

and graduate teaching programs in the life

sciences.

The action came during a regular board

meeting on the campus of Middle Tennessee

State University.

Approval for ETSU to proceed with another

phase of its medical curriculum came after the

regents adopted a resolution asking the legis-

lature and Gov. Ray Blanton to support pro-

jected funding requirements and average salary

increases of 12 per cent for the state university

and community college systems.

ETSU’s College of Medicine is being developed

in conjunction with the Teague-Cranston Act,

a federal bill which authorized eight new medical

schools.

While the school has an application pending

for a $1 million grant from the Appalachian

Regional Commission, the school twice has been

denied a letter of reasonable assurances of ac-

creditation from the Liaison Commission on

Medical Education.

Officials of the Johnson City institution plan

to reapply to the LCME for consideration of

its application for the letter of reasonable as-

surance of accreditation.

Determination of Reasonable Fees

Under CHAMPUS
As of January 1, 1976, CHAMPUS began

computing reasonable fees using the Medicare

regulations. The Medicare formula is to com-

pute the 75th percentile of charges using cal-
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endar year 1974 as the base period. Therefore,

it is important for both physicians and patients

to understand this change.

If the physician signs block 20 of the 1863-2

claim form, he agrees to accept the CHAMPUS
determination as payment in full for the CHAM-
PUS share. Retirees, their dependents and de-

pendents of deceased servicemen and disabled

veterans will be required to pay their normal

share (25%) of the reasonable fee. However,

the physician, if he signs block 20, cannot bill

the patient for any amount over the reasonable

fee determined by CHAMPUS.
If the physician does not wish to accept the

CHAMPUS fee computation, he can refuse to

do so by not signing the claim form. The phy-

sician can still file the claim, or he may choose

to have the patient submit the claim. If the

patient files, he must complete items 1-13 of

the 1863-2 claim form and attach an itemized

statement from the physician detailing the ser-

vices rendered, the charge for and date of each

service, the patient’s name and the diagnosis.

If the physician does not sign block 20 of the

claim form, the CHAMPUS payment will be

made to the patient/sponsor, and the patient

will be responsible for the total bill.

Cases involving unusual circumstances should

be documented by the physician at the time the

claim is submitted. This will allow special con-

sideration for these claims when computing

payment.

This should be explained to CHAMPUS/
CHAMPVA patients. If questions or problems

arise, please call (615) 756-2510.

Library and Learning Resources Center
Opens at ETSU Medical School

Dr. Robert Jewett, Dean, College of Medicine,

East Tennessee State University has announced
the opening of the Library and Learning Re-
sources Center ten months after the first books
were ordered in March, 1975. Mrs. Doris Bolef,

Assistant Dean for Library and Learning Re-
sources, indicates that the Library and Learning

Resources Center has grown to 6,000 volumes,

specializing in the biomedical sciences and the

clinical fields in medicine, including health care

delivery. Plans call for continued growth to

40,000 volumes and the establishment of an
audiovisual learning resources center in four

years.

Since it is still in the initial stages of devel-

opment and its resources are limited, the L &
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LRC will be dependent upon its Quad-City

Health Sciences Library Consortium, including

Holston Valley Community Hospital, Bristol

Memorial Hospital, Memorial Hospital, Johnson

City, and Mountain Home Veterans Administra-

tion Center, and its membership in the Regional

Medical Library Program with ties in the other

health sciences libraries in Tennessee, the other

southern states and the National Library of

Medicine in Washington, D.C.

One-third of the volumes were contributed by

physicians in Upper East Tennessee, the medical

schools. Veterans Administration, hospital li-

braries from the states of Texas, Louisiana,

Arizona, Oregon, New York, and Illinois, and

the National Library of Medicine in Washington.

Division for Cancer Care Established at

Vanderbilt

A new division for the treatment and care

of cancer patients is being established at Van-
derbilt University Medical Center and appointed

to direct it is Dr. Robert K. Oldham, an on-

cologist with experience in a variety of areas

related to cancer treatment and research. The

new division will not detract from existing

patient care areas or the Vanderbilt Cancer

Research Center, but will work with them to

improve the treatment of the cancer patient.

Dr. Oldham, who comes to Vanderbilt from

the National Cancer Institute in Bethesda, Md.,

where he was a senior investigator in the lab-

oratory of immunodiagnosis, has a special interest

in solid tumors. His expertise is in the areas of

chemotherapy and immunotherapy and he is

knowledgeable about the use of various drugs

in cancer treatment as well as the complications

related to the disease.

Several other doctors at the Vanderbilt Medi-

cal Center are currently involved in the treatment

of cancer patients. In addition, Vanderbilt Uni-

versity has a Cancer Research Center directed

by Dr. David Orth which is dedicated to re-

search as a modality to improve patient care

through a better understanding of the basic

mechanisms of cancer growth and spread. Dr.

Oldham will work with these physicians to pro-

mote a multi-disciplinary approach to the cancer

problem.

In July Dr. Oldham will be joined by Dr.

Anthony Greco, another NIH-trained oncologist.

By that time, the division is anticipated to have

two oncology fellows, one to two oncology resi-

dents, and a supporting paramedical staff. Al-
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though these doctors will be involved in cancer

research, their focus will be more on treatment

and care rather than the prevention of cancer.

A graduate of the University of Missouri

School of Medicine, Columbia, Dr. Oldham has

received two Public Health Service sponsored

cancer clinical fellowships and has for the last

five years been involved in research pertaining

to the immunological reactivity of cancer pa-

tients. He recently spent a year as a visiting

scientist with Professor G. Mathe in Paris,

France, who has been a leading innovator in

the immunotherapy of acute leukemia.

Vanderbilt Hypertension Center

Receives Grant

The multi-disciplinary hypertension study cen-

ter at Vanderbilt University School of Medicine

has received a renewed five-year grant for more

than $3.4 million from the National Heart and

Lung Institute. One of three Specialized Centers

of Research in Hypertension (SCOR) in the

country to be refunded, the Vanderbilt center

is unique for its long-term study of correctable

causes of hypertension.

Directed by John H. Foster, M.D., and James

P. Wilson, M.D., the center receives patients

from more than 450 physicians around the

country, primarily in the southeastern United

States. Hypertensive patients referred to the

center undergo extensive evaluation and rec-

ommendations for appropriate treatment. De-

pending upon the type of hpertension diagnosed,

the patient is assigned to one of the research

projects in progress.

Since the establishment of the center in 1971,

1149 new patients have been studied. Of these,

190 have had operative treatment of renovas-

cular hypertension with about 90 percent having

been either cured or improved following surgery.

Following an operation or initiation of drug

treatment, the patient is returned to his own
physician for treatment and returns to Vander-

bilt only for follow-up or re-evaluation.

The center averages six admissions per week.

They stay an average of three to five days for

routine tests and another two weeks if an op-

eration is undertaken.

With renewal of the Institute’s grant, SCOR
will be expanding its areas of research in hyper-

tension. Among these is an investigation of other

hormones in the body that may be causing hyper-

tension in at least 20 percent of the cases.

Further, because of a major interest here in reno-

vascular hypertension, work is in progress to

crystalize renin. Tadashi Inagami, M.D., pro-

fessor of biochemistry, directs this portion of

the SCOR program.

pcf/oncil new/

DR. BASIL BLAND of Memphis has been named
chief of the medical staff at St. Joseph Hospital and

DR. BOYER M. BRADY, JR. has been named presi-

dent of the medical staff.

DR. McCarthy DeMERE of Memphis has been

elected to the Board of Directors of the Memphis
and Shelby County Bar Association. He was also

chosen to be Chairman of the Medical-Legal Com-
mittee of the Bar Association, and has been nomi-

nated from the Southern states as an Assembly dele-

gate to the House of Delegates to the American Bar

Association.

DR. THOMAS DORRITY of Memphis has been named
president-elect of Memphis-Shelby County Medical

Society.

DR. EUGENE W. FOWINKLE of Nashville has been

installed as national president of the Association of

State and Territorial Health Officials.

DR. HOYT C. HARRIS of Lewisburg has been ap-

pointed Regional Director of Medical Services at the

South Central Regional Health Facility, Mt. Pleasant

Pike, Columbia. Dr. Harris has also received the Ameri-

can Medical Association Physicians Recognition Award
for continuing medical education.

DR. C. N. HICKMAN of Bells has been employed

full-time by the Tennessee Department of Public Health.

DR. R. DONATHAN IVEY of Crossville was hon-

ored as one of the founders of the Congress of Neuro-

logical Surgeons at their 25th meeting in Atlanta.

DR. MALCOLM M. JONES, JR. of Kingsport has

been elected president of the Indian Path Hospital

medical staff. DR. ROBERT C. JONES was named
vice-president and DR. RICHARD D. BAKER will

again serve as secretary-treasurer.

DR. WILLIAM D. JONES of Fayetteville has been

named the new chief of staff at the Lincoln County

Hospital.

DR. JERRY L. KENNEDY of Tullahoma has been

re-elected chief of staff at Harton Hospital. DR. HO
KYUM KIM was re-elected vice chairman and DR.
FRANK VALLEJO was elected secretary.

As required by the State Department of Insurance,

the State Volunteer Mutual Insurance Company elected

its initial slate of officers to direct the Company during

the first year of operation. Officers elected were:

President—MORSE KOCHTITZKY, M.D., Nashville;

Vice-Presidents—JESSE ADAMS, M.D., Chattanooga;

J. KELLEY AVERY, M.D., Union City; WILLIAM
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H. EDWARDS, M.D., Nashville; and MARK P.

FECHER, M.D., Knoxville; Secretary—JOSEPH L.

WILLOUGHBY, M.D., Franklin; Treasurer—JOHN B.

DORIAN. M.D., Memphis; Assistant Secretary and

Assistant Treasurer—^MR. HADLEY WILLIAMS,
TMA, Nashville. Members of the Board of Directors

are: ALLEN S. EDMONSON, M.D., Memphis, Chair-

man of the Board ;
ROBERT L. ALLEN, M.D., Cleve-

land; TOM C. ALLEN, Ph.D., AMW, Nashville; J.

KELLEY AVERY, M.D., Union City; E. KENT
CARTER, M.D., Kingsport; JAMES H. DONNELL,
M.D., Alamo; JOHN B. DORIAN, M.D., Memphis;

WILLIAM H. EDWARDS, M.D., Nashville; ROBERT
H. HARALSON, JR., M.D., Maryville, NAT E.

HYDER, JR., M.D., Johnson City; MORSE KOCH-
TITZKY, M.D., Nashville; C. GORDON PEERMAN,
JR., M.D., Nashville; MR. J. BRANSEORD WAL-
LACE, AMW, Nashville and JOSEPH L. WILL-
OUGHBY, M.D., Eranklin.

DR. KEITH KRAEMER of Knoxville has been hon-

ored by the board of the Smoky Mountain Division

of the American Red Cross for his help in providing

emergency first aid coverage at 1975 UT home football

games.

DR. WILLIAM G. LAING of Knoxville was elected

chief of staff of Eort Sanders Presbyterian Hospital.

Other officers elected were: DR. BRUCE AVERY,
chief-elect; DR. JOHN H. BELL, secretary; and DR.
JOHN W. CAMPBELL, immediate past chief of staff.

DR. RICHARD LARSEN of Greeneville has been

elected the new chairman of Greene County-Greene-

ville Ambulance Authority.

announicefn^l

CALENDAR OF MEETINGS

NATIONAL

1976

Eeb. 26-28 Symposium on Modern Concepts in Brain

Tumor Therapy, Laboratory and Clinical

Investigation, Sheraton-Biltmore, Atlanta.

Mar. 3-6 Neurosurgical Society of America, Mar-

co Island Hotel, Marco Island, Fla.

Mar. 5-10 American Academy of Allergy, Ameri-

cana-El San Juan, San Juan, PR.

Mar. 19-25 American Society of Clinical Pathologists

and College of American Pathologists,

Fairmont Hotel, Dallas

Mar. 20-23 American Association of Pathologists and

Bacteriologists, Boston Sheraton Hotel,

Boston.

Mar. 23-27 International Academy of Pathology,

Sheraton Boston Hotel, Boston,

Mar. 26-27 Symposium on Home Care of the Dying

Patient and the Family, sponsored by

Foundation of Thanatology, New York.

Mar. 27-31 American Society of Abdominal Surgeons,

Pick Congress Hotel, Chicago.

DR. SAM B. McFarland of Lebanon received

the Howard Edgerton Memorial Award ... a Lynn

Page blanket at the annual Christmas party of the

Lebanon Woolen Mills.

DR. C. G. PEAGLER of Knoxville has been elected

chief of staff of Baptist Hospital. DR. ROBERT E.

HALL has been named vice chief and DR. JOE
DeLOZIER, secretary.

DR. LEE RUSH of Somerville has been appointed

by Governor Blanton to the Public Health Council,

State of Tennessee Department of Public Health.

Nashville Surgical Society has elected DR. JOHN
SAWYERS of Nashville the new president. DR.
DOUGLAS RIDDELL has been elected president-elect

and DR. HERSCHEL GRAVES has been named sec-

retary-treasurer.

The Davidson County Foundation for Medical Care

has elected new officers. Officers elected were Doctors:

THOMAS B. ZERFOSS, JR., president; ARTHUR
BOND, vice president; CARTER WILLIAMS, secretary-

treasurer; WILLIAM CRENSHAW, assistant secretary-

treasurer. Members of the board are Drs. LARRY
T. ARNOLD, GEORGE W. HOLCOMB, HOBERT
K. JOHNSTON, THOMAS G. PENNINGTON, PAUL
R. STUMB, FRANK C. WOMACK and JOHN K.

WRIGHT.

Mar. 29-

Apr. 2

American College of Radiology, Wash-

ington Hilton, Washington, DC.

Apr. 4-9 American College of Allergists, Las

Vegas Hilton, Las Vegas.

Apr. 5-8 American College of Physicians, Civic

Center, Philadelphia.

Apr. 11-16 American Association of Immunologists,

Royal Hotel, Anaheim.

Apr. 14-17 Society of Neurological Surgeons, Win-

ston-Salem.

Apr. 23-25 American Association for Thoracic

Surgery, Century Plaza Hotel, Los

Angeles.

Apr. 25-26 American Otological Society, The Break-

ers, Palm Beach.

Apr. 26-29 American College of Surgeons, Boston.

Apr. 26-30 American Pediatric Society, Chase Park

Plaza, St. Louis.

Apr. 29- American Society of Internal Medicine,

May 2 Peachtree Center Plaza, Atlanta.

Apr. 30-

May 1

American College of Clinical Pharma-

cology, Holiday Inn, Philadelphia.
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The continuing medical education accredita-

tion program of TMA has full approval by

AMA’s Council on Medical Education. If the

continuing medical education program of your

hospital or medical society is accredited by

TMA's committee, you may receive for your

attendance at its functions Category 1 credit for

the AMA Physician's Recognition Award. If

you wish information as to how your hospital

or society may receive accreditation, write:

Director of Continuing Medical Education, Ten-

nessee Medical Association, 1 12 Louise Avenue,

Nashville, Tennessee 37203.

IMPORTANT NOTICE

Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education of

Vanderbilt University. The practicing physician, with

the guidance of the participating department chairman

can plan an individualized program of one-to-four

weeks to meet recognized needs and interests. The

experience will include contact with patients, discussion

with clinical and academic faculty, conferences, ward

rounds, learning individual procedures, observing new
surgical techniques, and access to excellent library

resources. Experience in more than one discipline

may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III, M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N; Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.

Oncology Robert Oldham, M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M, Fenichel, M.D.
Obstetrics & Gynecology John S. Zelenik, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James Jr., Sc.M., M.D.
Surgery

General H. William Scott, Jr., M.D
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D
Oral H. David Hall, D.M.D
Pediatric James A. O’Neill, M.D
Plastic John B. Lynch, M.D
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.
Cancer Chemotherapy . Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, TN 37212 Tel. 615/322-2716

University of Tennessee Clinical

Education Center-Chattanooga

1976 Program Schedule

March 4-5 Orthopaedics

March 18-19 Recent Advances in Pediatrics

April 22-23 Allergies

May 13-14 Pulmonary Functions

June 3-4 Infectious Disease

Spring 1976 Diagnostic Radiology for the F.P. and

E.R. Physician (One week in Gatlin-

burg)

Spring 1976 Tax and Estate Planning for Physicians

(2-3 days in Callaway Gardens or Hil-

ton Head Island)

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street, Chattanooga, Tennessee 37403.
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School of Medicine

Medical School of Georgia

Augusta, Georgia

1976

CONTINUING MEDICAL EDUCATION

BASIC NEUROLOGY, February 19-21

CLINICAL PSYCHIATRY, February 26-27

MAKING SURGICAL DECISIONS, March 4-6

HORMONAL REPLACEMENT, March 15-16

THE AGED PATIENT-PSYCHIATRIC AND
NEUROLOGIC ASPECTS, May 6-8

THE PITUITARY, May 20-22

INTERNAL MEDICINE, Holiday Inn of

Jekyll Island, Georgia, June 10-12

PHYSICIANS CONTINUING EDUCATION SERIES
In Dalton, Georgia, March 11, and April 1.

In Dublin, Georgia, February 24, and March 23.

Division of Continuing Education

Medical College of Georgia

Augusta, Georgia 30902

American College of Physicians

Postgraduate Courses

Mar. 1-5 SPECIFICALLY TREATABLE DIS-

EASES, Pennsylvania Hospital and Uni-

versity of Pennsylvania School of Med-

icine, Philadelphia, PA.

Mar. 15-18 NEUROLOGY FOR THE INTERNIST,
Mayo Clinic and Mayo Medical School,

Rochester, MN.

Mar. 24-26 CHALLENGES OF DRUG THERAPY,
1976, University of Virginia School of

Medicine, Charlottesville, VA.

Mar. 24-27 HEMATOLOGY AND ONCOLOGY,
1976, Mississippi School of Medicine,

Jackscm, MS.

Mar. 25-27 CLINICAL RECOGNITION AND MAN-
AGEMENT OF HEART DISEASE,
University of Arizona School of Medi-

cine, Tucson, AZ.

Apr. 12-14 FRONTIERS OF MEDICAL SCIENCE:
THE CLINICIAN AS TRANSLATOR,
University of Kentucky College of Medi-

cine, Lexington, KY
Apr. 12-14 RECENT ADVANCES IN NEPHROL-

OGY, University of Texas Medical

Branch, Galveston, TX

Apr. 21-23 ENDOCRINOLOGY: CLINICAL AND
SCIENTIFIC ASPECTS, Vanderbilt Uni-

versity School of Medicine, Nashville,

TN

Apr. 21-23 CURRENT CONCEPTS OF CLINICAL
INFECTIOUS DISEASES, University of

Virginia School of Medicine, Charlottes-

ville, VA

Apr. 26-28 AUSCULTATION IN ITS CLINICAL
SETTING, University of Pennsylvania

School of Medicine Philadelphia, PA

Apr. 26-30 ADVANCES IN INTERNAL MEDI-
CINE, University of California, San

Francisco, Department of Medicine,

Fairmont Hotel, San Francisco, CA

Heart Disease Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “Clin-

ical Recognition and Management of Heart Disease,

1976,” on March 18-20, 1976, in Tucson, Ariz. The
course will be held in conjunction with the Uni-

versity of Arizona School of Medicine.

The course will present the current approach to the

clinical recognition and management of cardiovascular

problems. Clinical decision making will be empha-
sized, and the approach to medical and surgical man-
agement will be explored in depth.

Drug Therapy Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “Chal-

lenges of Drug Therapy, 1976,” in Charlottesville, Va.,

March 24-26. The course, held in conjunction with

the University of Virginia School of Medicine, will

take place at the Boar’s Head Inn Conference Center

and McLeod Auditorium, University of Virginia.

The course will focus on newer aspects of drug

therapy in specific and general areas. Topics to be

covered will include antihypertensive, contraceptives,

antibiotics, and chemotherapeutic agents. Restrictions

on new drugs, devices for drug administration, and

peer review in the surveillance of drugs used will also

be discussed.

Hematology and Oncology Course

The American College of Physicians (ACP) will

sponsor a four-day postgraduate course entitled “Hema-
tology and Oncology, 1976,” on March 24-27, in

Jackson, Miss. The course, held in conjunction with

the University of Mississippi School of Medicine, will

take place at the Jackson Hilton.

The course will emphasize recent important devel-

opments in the understanding of hematologic and neo-

plastic disease. Pathophysiology will be correlated

with diagnostic, therapeutic, and prognostic considera-

tions in patient management. Specific problems com-

monly encountered will be stressed.

Information: Registrar, Postgraduate Courses, ACP,
4200 Pine Street, Philadelphia, PA 19104.

See August, 1975 issue for complete 1975-76 listing of

Regional meetings and Postgraduate courses.

University of Maryland, School of Medicine

Baltimore, Maryland

1976 Program Schedule

Feb. 28 Traumatology

Mar. 3- Selected Topics in General and Family
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Apr. 7 Practice—Part II (6 Consecutive Wednes-

day evenings)

Mar. 5-6 Gastroenterology—Management of the

Problem Patient

Mar. 18 Perspectives in Child Development

Mar. 25-27 Cancer Seminar—No. 2

Apr. 3-4 Family Medicine Intensive Learning Week-

end—No. 2

Apr. 22-23 Blood Diseases and Transfusion

May 6-7 Symposium of Acute Pulmonary Condi-

tions and Trauma

May 8 Drugs and the Anesthesiologist

June 13-19 Family Practice Review Program

For further information and brochures, contact: Pro-

gram of Continuing Education, University of Maryland

School of Medicine, 29 South Greene Street, Baltimore,

Maryland 21201.

Emory University School of Medicine

Continuing Medical Education

Atlanta, Georgia

1976 Program Schedule

Feb. 23-27

Mar. 3-6

Mar. 17-21

Apr.

Apr. 1-3

Apr. 1-3

Apr. 5-7

Apr. 8-10

Apr. 8-10

Apr. 8-10

Apr. 19-22

Physical Medicine & Rehabilitation, “Clin-

ical Biofeedback Training Course,”

Georgia Mental Health Institute, Atlanta.

Urology, “Urology Seminar on Urologic

Surgery,” Marriott Motor Hotel, Atlanta.

Obstetrics & Gynecology, “A Snow Job

in Gynecology-Obstetrics,” Snowmass at

Aspen, Colorado.

Physical Medicine & Rehabilitation, “Phy-

sical Impairment and Disability Evalua-

tion,” Atlanta, to be announced.

Surgery, “General Surgical Approach to

Vascular Disease,” Omni International,

Atlanta.

Anesthesiology, “Pharmacology for the

Anesthesiologist,” Center for Disease

Control Auditorium, Atlanta.

Pediatrics, “Neonatology for the Pedi-

atrician,” Grady Memorial Hospital,

Atlanta.

Obstetrics & Gynecology, “Gynecology

Oncology & Instruction in Colposcopy,”

Crawford W. Long Memorial Hospital,

Atlanta.

Orthopedic Surgery, “Techniques in Or-

thopedic Surgery,” Grady Memorial Hos-

pital, Atlanta.

Gastroenterology, “Three Days of Gastro-

enterology” (sponsored by the American

College of Gastroenterology), Royal

Coach Motor Hotel, Atlanta.

Cardiovascular, “The Treatment of Heart

Disease,” Royal Coach Motor Hotel,

Atlanta.

May 8-10 Plastic Surgery, “Plastic & Reconstructive

4th Annual Hand Symposium,” Atlanta,

to be announced.

May 10-14 Cardiovascular Disease, “Frontiers in

Cardiology,” Royal Coach Motor Hotel,

Atlanta.

May 20-22 Obstetrics & Gynecology, “Clinical Topics

in Gynecology and Obstetrics,” Grady
Memorial Hospital, Atlanta.

Sept, to be

announced

Chest Disease, “Tri-State Consecutive

Case Conference,” Ponte Vedra, Florida.

Sept. 1,

1975-

Sept. 1,

1976

Postgraduate Courses on Videocassettes

available for rental, purchase or mem-
bership. (Catalogue by request).

Accreditations: These courses are all approved by the

AMA in Category I toward the AMA’s Physician’s

Recognition Award and by the AAFP when appropriate.

For further information write to:

Associate Dean for

Continuing Medical Education

69 Butler St.

Atlanta, GA 30303

Tel: (404) 659-1676

Bowman Gray School of Medicine

Division of Continuing Education

Winston-Salem, North Carolina

1976 Winter Course

Feb. 23-27 Adult Cardiology

Mar. 1-5 Adult Cardiology

Mar. 8-12 Pediatric Cardiology

1976 Spring Course

Apr. 20-23 Acoustics & Instrumentation, Laboratory

Administration

Apr. 26-30 Doppler—Breast

May 3-7 Neurosonology

May 10-14 Urinary Tract, Abdomen

May 17-21 Abdomen

May 24-28 Obstetrics & Gynecology

May 31-

June 4

Radiation Therapy, Ophthalmology

June 6-11 Adult Cardiology

June 14-18 Adult Cardiology

June 21-25 Pediatric Cardiology

Contact: Application forms and further information

may be obtained by writing to:

Division of Continuing Education

Bowman Gray School of Medicine

300 South Hawthorne Road
Winston-Salem, NC 27103
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New York University

Postgraduate Medical School

New York, New York

New York University Post-Graduate Medical School

will offer a course on advances in cardiology for

practicing physicians, March 25 to 27, 1976. It will

emphasize practical aspects and newer concepts of diag-

nosis and management for internists and primary phy-

sicians who are not cardiologists.

The tuition fee is $185.

A seminar in advanced rheumatology will be offered

by New York University Post-Graduate Medical School,

February 23 to 27, 1976. It covers recent develop-

ments in basic and clinical research by a distinguished

faculty drawn from universities throughout the United

States.

The tuition fee is $285.

New York University Post-Graduate Medical School

will present a three-day, full-time course. May 20

through 22 entitled “New Concepts in Hematology

for the Practicing Physician.”

A tuition fee of $185 is payable in advance.

The University of Tennessee

College of Medicine
CONTINUING MEDICAL EDUCATION

(all courses held at UT College of Medicine unless

otherwise indicated)

1976

Feb. 20-21

Feb. 27-

Mar. 4

Mar. 6-7

Mar. 22-27

Apr. 19-20

Apr. 22-23

May 20-21

May 24-28

Current Concepts in Cancer Manage-

ment. Hilton Inn-Memphis Airport,

Memphis, Tennessee.

Fundamentals of Otolaryngology.

Obstetrical Anesthesia.

Review Course for Family Physicians.

Diagnosis and Management of Diabetes

Mellitus.

Annual Leigh During Conference.

Behavior Therapy In a Family Practice.

Intensive Review of the Science of

Anesthesia

For further information;

Division of Continuing Education

UTCHS
800 Madison Avenue

Memphis, Tennessee 38163

For further information:

Office of the Associate Dean
NYU Post-Graduate Medical School

550 First Avenue

New York, New York 10016

(212) 679-3200, extension 4037

Advances in Clinical Surgery

The course “Advances in Clinical Surgery” will be

presented by New York University Post-Graduate

Medical School, March 22 to 26, 1976.

It is designed to present recent advances in patho-

physiology, diagnosis and treatment of surgical disease,

as well as current theory and practice in abdominal,

vascular, thoracic, trauma and tumor surgery of con-

cern to the general surgeon, which will be explored

through lectures, panel discussions, audio-visual aids

and selected references. There will be ample time for

questions from participants. Attendance at conferences

and operations will be arranged dependent on partici-

pant demand.

To be given in Alumni Hall of NYU Medical Center,

550 First Avenue (at 31st Street), Manhattan, the

course meets the criteria for 25 hours of credit in

Category I for the Physician’s Recognition Award of

the American Medical Association. Tuition is $335.

Applications and a detailed brochure of the course

may be obtained from:

Office of the Associate Dean
New York University Post-Graduate

Medical School

550 First Avenue

New York, NY 10016

(212) 679-3200, Ext. 4037

Gynecologic Endocrinology

A Postgraduate Education Course

For The Practicing Physician

The Department of Obstetrics and Gynecology at The
University of Tennessee Center For The Health Sciences,

Memphis, Tennessee will sponsor a 3-day postgraduate

course for clinicians on GYNECOLOGIC ENDOCRIN-
OLOGY at the Hilton Inn-Memphis Airport, March 11,

12, 13, 1976. The diagnosis and management of the

major gynecologic endocrine disorders will be discussed

by 11 visiting faculty and 10 local faculty. Guest

faculty include: Drs. Carl E. Cassidy, Charles Flowers,

Joseph W. Goldzieher, Robert B. Greenblatt, Jerome

M. Hershman, Ronald K. Kalkhoff, Janet W. McArthur,

Robert L. Rosenfield, Pentti K. Siiteri, Leon Speroff

and Michael E. Yannone. An interesting an informa-

tive program is also planned for the vvdves, including

a pilgrimage to restored antebellum homes. For

further information and registration contact:

James R. Givens, M.D.
800 Madison Avenue
Memphis, Tennessee 38163.

University of Kentucky Medical Center

Lexington, Kentucky

April 23-24, 1976

Management of Diabetic Complications

Registration Fee: $75.00 (two days)

$40.00 (one day)

April 28-30, 1976

Gastrointestinal Radiology Symposium
Registration Fee: $300.00

Contact: Frank R. Lemon, M.D.
Continuing Education

College of Medicine

University of Kentucky

Lexington, Kentucky 40506
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Washington University School of Medicine

Continuing Medical Education

March 4-5, 1976

“Continuing Education Course in Clinical

Endocrinology”

Contact: 660 South Euclid Avenue

St. Louis, Missouri 63110

(314) 367-9673

University of Tennessee Center for

The Health Sciences

The Department of Otolaryngology and Maxiofacial

Surgery, The University of Tennessee College of Medi-

cine, will offer two courses, during 1976 for specialists

in this field.

Course; Basic Principles of Rhinoplasty

Dates: March 14-17, 1976

Place: The University of Tennessee College of

Medicine

Directors: Charles W. Gross, M.D.; E. Gaylon

McCullough, M.D.

Course: Symposium: Oral and Pharyngeal Dis-

orders

Dates: May 14-16, 1976

Place; The University of Tennessee College of

Medicine

Director: Charles W. Gross, M.D.

For further information;

Division of Continuing Education

UTCHS
800 Madison Avenue

Memphis, Tennessee 38163

The Southeastern Surgical Congress

44th Annual Assembly

The 44th Annual Assembly of the Southeastern

Surgical Congress will be held March 14-18, 1976,

in the New Orleans Marriott Hotel, New Orleans,

Louisiana.

The program will include papers on gastrointestinal

surgery and vascular surgery, and there will be a

Thursday morning session on management of breast

cancer featuring nationally known advocates of both

radical and non-radical procedures. Among the breast-

cancer panelists will be Marvella Bayh, wife of U.S.

Senator Birch Bayh.

A special feature of the 1976 assembly will be a

postgraduate course Sunday March 14, concluding on

Tuesday afternoon, March 16, on “Cancer of the

Colon.” A faculty of 20 physicians and others will

discuss many aspects of the diagnosis and treatment of

cancer of the colon.

For information write:

The Southeastern Surgical Congress

315 Boulevard N.E.

Atlanta, Georgia 30312

(404) 681-3733

The University of Texas, M. D. Anderson
Anderson Hospital and Tumor Institute

Houston, Texas

“Growth Kinetics and Biochemical Regulation of

Normal and Malignant Cells” will be the topic of the

29th annual Symposium on Fundamental Cancer Re-

search to be held in Houston at the Shamrock Hilton

Hotel, March 10-12, 1976.

Subjects to be covered include biological aspects of

growth kinetics, new methods of cell kinetics analysis,

biochemistry of the cell cycle, regulation of growth

kinetics, cell cycle-related events, growth kinetics mathe-

matical models, growth kinetics in experimental systems,

and application of growth kinetics information to hu-

man cancer therapy.

“Current Concepts in the Management of Primary
Bone and Soft Tissue Tumors” will be the subject

of the 21st annual Clinical Conference at the Sham-
rock Hilton Hotel, November 11-12, 1976, in Houston.

Topics for discussion include etiology, diagnosis and

pathology of bone tumors (osteogenic, Ewing, chondro-

sarcoma and giant cell). Discussion of soft tissue sar-

coma will include Rhabdomyosarcoma. Treatment of

both children and adults will be covered.

For additional information:

Stephen C. Stuyck or

Margaret Davis

M. D. Anderson Hospital and

Tumor Institute

Houston, Texas 77030

(713) 792-3030

Hot Springs, Virginia

Medical Symposium
A four day medical symposium entitled “Recent

Advances in Allergy” will be held at The Homestead

in Hot Springs, Virginia from May 2-5, 1976. The

medical seminars will be held from 8:00 a.m. until

10:00 a.m. each day. A golf and tennis tournament

will be held in conjunction with this meeting, begin-

ning each day at 10:00 a.m. There will be a lecture

each evening from 6:00 until 7:00 p.m.

A variety of subjects will be discussed including

allergic pulmonary diseases, pediatric allergy, insect

allergy and allergic conditions of the skin, including

“Contact Urticaria To Foods and Chemicals,” “Allergic

Contact ‘Systemic Type’ Dermatitis Medicamentosa,”

“Contact Dermatitis in Medical and Allied Profes-

sions,” and “Dermatitis To New Contactants.”

For further information:

Claude A. Frazier, M.D.

4-C Doctors Park

Asheville, North Carolina 28801

American College of Chest Physicians

Continuing Education

OBSTRUCTIVE LUNG DISEASE
May 13-15, 1976

Texas Children’s Hospital, Houston, Texas

Tuition fees are: ACCP members, $150

Non-members, $150

Residents, $75
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“CLINICAL DIAGNOSIS AND THERAPY OF
LUNG DISEASE”

April 21-23, 1976

Cleveland Clinic, Cleveland, Ohio

Tuition fees are: ACCP members, $100

Non-members, $125

Residents, $75

For further information:

Dale E. Braddy, M.S.

Director of Education

American College of Chest Physicians

911 Busse Highway
Park Ridge, Illinois 60068

University of Tennessee Center for

Health Sciences Health Care

Perspectives

UTCHS has purchased a television series titled

“Health Care Perspectives” which is currently being

aired statewide. The purpose of the series is to pro-

vide viewers with firsthand information on current

issues and trends in health care, and to acquaint them

with the wealth of expertise at UTCHS.

Following is a broadcast schedule:

Knoxville —WSJK-TV (PBS), Channel 2; 5:00-

5:30 p.m., first Sunday each month.

Lexington —WLJT-TV (PBS), Channel 11; 6:30-

7:30 p.m., first Wednesday each

month.

Memphis —WHBQ-TV (ABC) Channel 13; 12:00-

12:30 p.m., second Sunday, each

month.

Nashville WTVF-TV (CBS), Channel 5; 12:00-

12:30 p.m., third Saturday each month.

Chattanooga—WTCI-TV, Channel 45; time and day

will be announced in the spring, tele-

cast commencing in the summer.
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Continued from page 114

2. Goodman, LS, Gilman, A: The Pharmacological
Basis of Therapeutics, 4th ed., MacMillan Co, pg 425
and 430, 1970.

3. Hunter, TB, Martel, W: Gastrointestinal Complica-
tions of Pheochromocytoma. J Canad Assoc Radiol,

24:374-376, 1973.

4. Caplan, LH, Jacobson, HG, Rubinstein, BM,
Rotman, MZ: Megacolon and Volvulus in Parkinson’s
Disease. Radiology, 85:73-79, 1965.

5. Boruchow, IV, Miller, LD, Fitts, WJ: Paralytic
Ileus in Myxedema. AMA Arch Surg, 92:906-913,
1966.

6. Lowman, RM: The Potassium Depletion States

and Ileus. Radiology, 98:691-694, 1971.

KAY CIEL®
(potassium chloride)

ELIXIR

10%
DESCRIPTION:

Each 15 ml. (tablespoonful)

contains:

Potassium Chloride 1.5 g.

(supplying 20 meq.)

Alcohol 4%
in a palatable base. Contains

no sugar.

KAY CIEL®
(potassium chloride)

POWDER .

Solodose®

DESCRIPTION:

Each Solodose packet

contains:

Potassium Chloride 1.5 g.

(supplying 20 meq.)

flavored. Contains no sugar.

INDICATIONS: Treatment and prevention of potassium deficiency

occurring especially during thiazide diuretic or corticosteroid ther-

apy, digitalis intoxication, low dietary intake of potassium, or as a

result of excessive vomiting and diarrhea and for correction of

associated hypochloremic alkalosis.

CONTRAINDICATIONS: Impaired renal function, untreated Addi-

son’s Disease, dehydration, heat cramps and hyperkalemia.

WARNINGS: Do not use excessively.

PRECAUTIONS: Administer with caution and adjust to the require-

ments of the individual patient. The patient should be checked

frequently and periodic EGG and/or plasma potassium levels made.

Use with caution in patients with cardiac disease. In hypokalemic

states, attention should be directed toward the correction of the

frequently associated hypochloremic alkalosis. Patients should be

cautioned to adhere to dilution instructions.

ADVERSE REACTIONS: Potassium intoxication indicated by list-

lessness, mental confusion, paresthesia of the extremities, weak-

ness of the legs, flaccid paralysis, fall in blood pressure, cardiac

depression, arrhythmias, arrest and heartblock. Vomiting, nausea,

abdominal discomfort and diarrhea may occur.

DOSAGE AND ADMINISTRATION: Elixir: One tablespoonful (15

ml. supplying 20 meq.) diluted in 4 ounces of water or fruit juice

twice daily (preferably after a meal), or as directed by physician.
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Attitudes About “Periodic Physicals”

As the opening panelist I am to give an over-

view and the general framework within which to

think about this complex problem. Just to make
sure that our terms of references are all the same,

it seems to me that we should be talking about

the routine examination of patients who believe

that they are well, who don’t have obvious symp-

toms. They are not coming in because of a

sickness, they are coming in because the calendar

tells them that it’s time for an exam. I think

also we should be careful not to slip into the

habit of calling it an annual physical examination.

What we’re talking about is routine in the sense

of periodic, of occurring at regularly stated inter-

vals. It seems to me that at this point in time

one can see three prevalent but different attitudes

about routine periodic physical examinations.

The first is held by those I call enthusiastic

endorsers. They see periodic exams as being

totally good, as constituting a critical and much

needed element in our health care system. These

proponents are of two kinds. The first are non-

medical types who are on the bandwagon of

“preventive medicine”; they argue that if it

works for cars, it should work to solve such

problems as cancer and heart disease. Their

literature appears in popular magazines and is

largely exhortatory in nature.

The second kind of proponent consists of

medical types who are in the business of offering

annual exams to executives or other populations

*Past President, American Society of Internal Medi-

cine and Editor of The Internist.

An Overview of the Problem
WILLIAM C. FELCH, M.D., RYE, NEW YORK*

and who are sold (1 hope honestly so) on the

virtues of their product. Their literature shows

up in certain medical journals and consists largely

of modest but self-congratulatory accounts of the

large number of abnormalities found in a series

of non-symptomatic examinees.

The second attitude is held by a group I will

call nihilistic negativists. Perhaps in reaction to

the endorsers, these crusaders find annual exams

to be a total waste of time, both for examiner

(who could be doing better things) and for

examinee (who could use the money better else-

where). These antagonists usually come from

scientific disciplines—either medical or economic.

With what purports to be cool scientific objec-

tivity, they express their deep-seated skepticism

about outcomes in such phrases as “unproven”

and “doubtful cost-benefit ratio,” while muttering

their doubts about the process in such terms as

“low yield” and “doubtful reliability.” Their

literature is in scientific journals; although

couched in modern methodological jargon their

words nonetheless reveal a negative emotional

tone, a dauntless desire to debunk.

The third attitude is held by those I call passive

participants. This group consists mostly of gen-

eral internists (like you and me)—although the

Family Practitioner and the Ob/Gyn person are

crowding us in accepting annual exams as a way

of life. Our patients seem to like them (do they

really “demand” them, or do we, implictly or

even explicitly, sell them?). We instruct our

appointment clerks to limit them to, say, two a

day; we may slightly discourage them at times.
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or slightly encourage them with reminder cards.

We hnd performing them partly a bore, partly

a surcease from pressure, partly even a little

satisfying. We fuss about their content (do we

have to insist on sigmoidoscopy or can we settle

for checking three stools for blood?), but we

do them. Mostly, we do them because we always

have done them because they are there.

A pretty strong argument can be made that

each of these attitudes is uncritical and that each

has certain irrational attributes. Logic can tell

us that the extreme positions—enthusiasm and

nihilism—cannot both be right. Common sense

tells us that our middle role—passive participa-

tion—is based on habit rather than reason. Per-

haps we should try to be a little more rational

about the worthwhileness of annual exams. Then

we can decide if we should tool up to do more

of them—or scratch them off our appointment

book once and for all. We are here today to

try to make that determination. Let me caution

you to listen carefully. The line between the

rational and rationalizing (how skillful we all are

at that) is very narrow indeed.

Peripheral Issues

Let me also warn you that we must stick to

the point (do annual exams make sense or not?)

and not be sidetracked by issues which although

they are related, are peripheral. Let me list

some of these:

First, there are endless arguments about the

content of annual physicals—what data elements

should be included, should they use this test, that

procedure, this special examination. Such argu-

ments can go on interminably. I would be willing

to settle for a broad, rather imprecise generaliza-

tion here: if annual physicals are going to be

done at all, then there should be a pretty de-

tailed history taken, a fairly comprehensive phy-

sical exam performed, and a reasonably broad

battery of tests done. Once we accept the use-

fulness of annual physicals (if we do), then we‘

can argue about these details, or maybe mount

experimental studies to determine if a given

single data element should be added or not.

Second, there are endless discussions about

personnel: who should collect the data. There

is convincing evidence that non-physicians, allied

health professionals, can collect most of it, up

to and including sigmoidoscopy, and do so com-
paratively cheaply. It can be—and often is

—
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argued that highly trained internists shouldn’t

perform such tasks (they should be up in the

ICU treating really sick people). But there are

counterarguments: skilled observers cannot only

collect data and tell abnormal from normal

(which is all that is expected of paraprofes-

sionals), but they also can make value judgments

on the spot about what to do. Moreover, the

prestige connected with the physician can en-

hance the reassurance which is such a major

benefit of the exam. Again I would argue. Let’s

decide the main issue first: if affirmative, then

we can work out the best system of collecting

the data.

Third, there are recurring discussions about

technology. Do the data have validity, accuracy,

reliability, sensitivity, specificity, reproducibility?

Should automated systems be used (as in the now

familiar name: automated multiphasic health

testing)? I would contend that all data collected

in any health process should be of high quality.

Automation can be used if it promotes quality,

and if it ends up saving money, but let’s not

permit gleaming technology to blind us to the

need to answer the basic question first.

Fourth, there is debate about the periodicity of

annual physicals. How frequently should which

data be gathered on what people? Much effort

has been spent to answer this question by

identifying risk factors and assigning frequency

patterns for each. But again, “how often” is a

second-rank question and can be answered once

the prime question is resolved. Quite possibly,

some data elements need frequent testing, some

annually, some less frequently.

Fifth, there are endless debates about the cost-

benefit worth of annual physicals. I would agree

that while this is of major importance—we

obviously cannot spend ihe nation’s total health

care budget in performing annual physicals—we

should answer the prime question first, and only

then decide how much of it we can afford.

Sixth, and finally, there is the mystique argu-

ment. Yes, it is true that annual physicals are a

bore and don’t have much yield, but much of

medical care is a mystique, requiring close inter-

personal relationships and laying on of hands.

The annual physical is the best exemplification of

that mystique. Again, we are mixing two goals:

one, interpersonal relationships, and two, early

detection of disease.

Criteria for Decision

At last, let’s turn to the core question, the gut
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issue on which all the rest depends. It is a

simple question really: does the annual physical

exam result in a significant health benefit to the

examinee? Of course, it really isn’t that simple:

one must first define the words “benefit” and

“significant.”

1 do not plan to give my answer to the prime

question—at least not right now. Instead, I plan

to outline some guidelines (I guess in today’s

jargon we should call them criteria) to help you

to answer the question for yourself and for you

to use as you listen to the other panelists.

The first criterion for identifying a “significant

benefit” is that it must be new, it must come as

a surprise to both examiner and examinee. This

seemingly obvious criterion eliminates obesity

right away. Hemorrhoids are usually known to

patients. Scars in x-ray films of the lung often

are. And, in today’s world, it is not uncommon
for patients to know about their mild hypergly-

cemia, hyperuricemia or hyperlipidemia.

The second criterion is that the abnormality

uncovered must be definitely abnormal, not “a

little bit pregnant.” This is easy for the yes or

no, all or nothing kind. A cataract is there or

it isn’t; the polyp is malignant or benign; even

the Pap smear, albeit reported in five levels or

classes, is really a yes-no answer. The issue is

more difficult when the abnormality is a point in

the range or scale of values. Tonometry reveals

values that are sometimes definitely normal,

sometimes definitely abnormal, but often some-

thing in between, that is called a tendency toward,

a suspicion of, minimal, or early, glaucoma. The

same is true of blood pressure (although there

are enthusiasts who insist this is a yes-no one,

that only 110/70 or below is normal and every-

thing higher should be treated). The same situa-

tion prevails with blood sugar (those euphemisms

we use: “chemical” diabetes or “incipient”

diabetes). The situation is even more confusing

with serum cholesterol—there we don’t even

know whether normal values are those of lean.

exercising, margarine-consuming Americans, or

those of Bantus.

Criterion number three is designed to help

solve this dilemma of the range of values. It

says the abnormality must be such as to demand

intervention. Admittedly a little imprecise and

requiring a value judgment, this criterion none-

theless insists that the abnormality should be

bad enough that something must be done about

it. This rather nearly disposes of all of those

“discoveries” about which nothing can be done

(right bundle branch block). It gets rid of those

“findings” about which nothing needs be done

(cervical ribs). And it resolves those most frus-

trating findings about which we don’t know what

should be done (a high alkaline phosphatase).

It also, I trust, disposes of the syndrome of “we

must watch that slightly abnormal trend”—that

tendency of doctors to share their uncertainties

with their patients by insisting on a periodic

review of the slight abnormalities: the blood

sugar of 140, the cholesterol of 310, the blood

pressure 159/95, etc. Better, I hope it gets rid

of that new mystique of watching trends of values

that have doubtful significance
—

“your cholesterol

has changed from 248 to 265 in one year—still

within the normal range, but we must watch

that.”

Criterion number four is really a corollary of

the third. It says that if there is to be interven-

tion, there should be a pretty good chance that

it will be beneficial. Finding a coin lesion on a

routine chest x-ray creates a fair chance that

intervention will help the patient; finding a

superior sulcus tumor of the lung does not.

Summary
To summarize then, I certainly have not come

out totally favoring the standard routine annual

physical examination. But I am not totally against

any screening activity. Some parts of it seem to

be indeed worthwhile. With the background and

criteria I have given, perhaps we can end up

with a rational notion of where we go from here.

Cost versus Effectiveness of Laboratory Studies

PAUL F. GRINER, M.D.,* ROCHESTER, NEW YORK

INTRODUCTION
I would like to briefiy touch on a number of

points relating to the issue of cost versus effective-

*Professor of Medicine, University of Rochester School

of Medicine.

ness of laboratory studies, specifically, those tests

performed in the context of the routine evalua-

tion of a presumably healthy patient. Firstly,

what are the objectives of such routine laboratory

studies? Secondly, what are the criteria that must
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be met for a cost-effective laboratory test?

Thirdly, what does the published literature sug-

gest in the way of cost-effectiveness of some of

the studies we would consider to be routine?

Not all of these remarks will pertain to the

individual office patient who presents for a

routine physical examination. Some will deal

with studies of populations of patients such as

those encountered in large prepaid health pro-

grams. Essentially all of these remarks, however,

can probably be applied to the central theme of

the routine examination.

Finally, before I get into this discussion, let

me indicate that I am fully aware that there are

many intangibles that result in the physician’s

decision to order or not to order a laboratory

test, intangibles that cannot be measured in any

cost-effectiveness study. These include the basic

humanitarian instincts of the physician, which

often carry more weight than do economic con-

siderations; the extent to which patient satisfac-

tion is sometimes not met unless a test or tests

are performed, regardless of whether the phy-

sician deems them necessary; malpractice con-

siderations; peer pressure; and so forth. In most

cases, these intangibles create pressure for more

rather than less laboratory tests. Since resources,

both money and physician time, are limited, the

issue, as I see it, in the evaluation of the appar-

ently healthy patient is how to get the most out

of the current laboratory technology in such a

way that health care inflation and humanitarian

concerns both receives due consideration.

OBJECTIVES OF LABORATORY TESTING
To begin with, what are the objecitves of

laboratory tests among apparently healthy

patients?

First, there is an attempt ultimately to reduce

the morbidity and mortality of disease through

early detection of those disorders for which

meaningful remedies exist.

A second objective is to provide patient re-

assurance through communication to the patient

of the normal outcome of laboratory tests.

Finally, there is the need to increase the pro-

ductivity of the physician, at least in those health

care delivery systems where evaluation and care

of otherwise healthy patients might be delivered

largely by some combination of laboratory

180

screening and the use of ancillary health per-

sonnel.

REQUIREMENTS OF COST-EFFECTIVE
LABORATORY STUDIES
The condition screened for should represent

a significant health problem. This requires an

assessment of both the prevalence of the prob-

lem and its severity. For example, the cost in

terms of money and morbidity resulting from

failure to identify such a rare, treatable condition

as phenylketonuria may be considerably greater

than the cost of not detecting such a prevalent

condition as iron deficiency, whose morbidity (at

least in women) is fairly low.

The test obviously must reach the population

at risk', otherwise, it will not be cost-effective.

The natural history of the condition to be

screened should be known sufficiently well to

justify screening as a means of altering its natural

history through early detection. At present, this

requirement has not been met for some conditions

for which routine screening is applied.

The diagnostic validity of the screening test

must be known. That is, there must be reasonably

precise information concerning the sensitivity

(true negative ratio) of the test for the population

being tested. I wish to underscore this last point:

the need to consider the population being tested.

For any test, its specificity decreases as the pre-

valence of the condition decreases. Thus, tests

which have relatively few false positives when

applied to a selected group of patients (such as

hospitalized patients where the prevalence of a

given disease is relatively high) will have a much

higher rate of false positives when applied to a

healthy population where the prevalence of the

condition is low. For example, where prevalence

equals 10/100 and false positives are 1/100,

there will be 10 true positives for every false

positive (assuming 100 percent sensitivity).

Where prevalence equals 1/1,000 and false posi-

tives are the same (1/100), there will be one

true positive for every 10 false positives. Be-

cause of this problem, some tests have been found

to be rather useless in the evaluation of healthy

patients. In this category, I would include the

serum electrolytes.

Reasonable payoff should exist in relation to

costs. The definition of costs includes both

dollar and non-dollar considerations. Dollar costs

should be presented as the cost per unexpected

positive test rather than simply cost per abnormal
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result. Otherwise, one includes tests previously

known to be abnormal or expected to be abnor-

mal and thus the results do not reflect new

disease detection. Additionally, the costs of fol-

lowing up false positive results must be included

in the overall evaluation of dollar costs. Many
of the published studies indicating dollar costs

of certain tests in relation to abnormal results

suggest misleadingly low costs because of the

lack of attention to these considerations.

The cost in terms of morbidity and occasional

mortality of secondary and tertiary tests occa-

sioned by a false positive test must be con-

sidered. Also, the cost in physician time required

to follow-up unexpected laboratory abnormalities,

many of which represent false positive tests, must

be recognized as well.

COST-EFFECTIVENESS OF
SELECTED TESTS
Now, with these objectives and requirements

in mind, let us look at the information available

with which to examine the question of cost-

effectiveness of selected tests applied to the

presumably healthy (routine) patient.

Auiomated Clinical Chemistries

To begin with, what about automated blood

chemistry tests? Many of our practicing phy-

sicians in Rochester order an SMA-12 and 6

routinely on all new or periodic follow-up visits

for routine care. What do the data show in this

regard?

Specifically:

1. What is the frequency of abnormal results?

2. To what extent does the test meet our

objectives of resulting decrease in morbidity

and mortality of disease, increased physician

productivity, and patient reassurance in

relation to costs?

Abnormal Tests. With respect to the frequency

of abnormal results, when an SMA-8 is used to

screen an ambulatory population, about 25 per-

cent of patients will have at least one abnormal

test. For an SMA-20, the proportion exceeds 50

percent. Note that the probability of one test

in 20 falling outside 2 standard deviations from

normal through chance alone is about 64 percent

—a statistical observation that is often neglected

when one talks about the frequency of abnormal

results of laboratory tests applied to healthy

patients. So that given an abnormal test in such

a battery, the likelihood that it is a false positive

result is at least as great as that it is a true

positive.

Reduction in Morbidity/Mortality. What in-

formation do we have to suggest a reduction in

morbidity or mortality from liberal use of chem-

istry tests? From data currently available an-

nual multiphasic screening has not resulted in

any reduction in mortality or in hospital utiliza-

tion and has had a marginal impact on reducing

morbidity of disease in a very narrow segment of

the healthy population screened (e.g., men ages

45-54 = $800 increase in earnings over 7-year

period)

.

Patient Reassurance occasioned by the finding

of normal test results has never, to my knowledge,

been critically evaluated. Whether it can be or

not is conjectural. It is an important element in

the physician’s decision to order a test.

Physician Productivity. The number of abnor-

malities identified through multiphasic screening

at Kaiser led to a doubling of physician time

devoted to such tasks as follow-up of abnormal

lab tests, office visits, phone calls, referrals, etc.

Very little patient gain resulted from this in-

creased physician workload. For this reason,

annual multiphasic screening of the asymptomatic

patient has been eliminated in the Permanente

system.

Reasonable Dollar Costs. Some automated

chemistry tests have been found to be relatively

useless when applied to the healthy patient, since

the payoff in detection of new disease about

which something can be done to change the

natural history of the disease is so low. Specifi-

cally, this includes the serum albumin bilirubin,

phosphorus, differential white cell count, and

serum electrolytes.

Still on the subject of automated tests, some

of you will recall the recent study published in

the Annals of Internal Medicine by a group in

Vancouver, British Columbia, in which the results

of 20 screening studies of 1,000 patients were

presented. While the authors of this study were

clearly biased against the efficacy of routine

laboratory tests, the study does attempt to

examine the expected potential benefits resulting

from the finding of unexpected abnormal results.

Among 1,000 patients screened with 20 blood

tests, after deleting abnormalities that were either

previously known, expected from the physician’s

knowledge of the patient, or false positives, a

new diagnosis was established in 79 patients. In

only 46 of these 79 patients could one estimate
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possible benefit through early recognition of

disease (e.g., about 1 patient in every 20

screened). The most telling point in the paper,

however, is that in 37 of these 46 patients the

new disease was detected by the old traditional

standbys of blood sugar, BUN, Hgb. and white

count, together with the addition of a single test

of liver cell function.

Studies of the kind I have described reinforce

what I mentioned earlier, namely that when one

applies laboratory tests (in this case, automated

blood profiles), the efficacy of the test will de-

pend largely upon the population studied. The

migration of multichannel tests from an in-patient

setting, where disease prevalence is high, to a

healthy ambulatory population has not been

shown to my satisfaction to be worthwhile.

Cervical Cytology

One would naturally assume that the use of

Pap smears to screen for carcinoma of the cervix

has resulted in a significant reduction in mortality

due to this disease. Unfortunately, this has not,

as yet, been shown to be the case. In some

studies, death rates from carcinoma of the cervix

are only slightly lower than they were during the

era prior to mass screening, and might be at-

tributable to better therapy rather than to early

detection.

The reasons why the efficacy of routine cervical

Pap smears remains unclear are two-fold: 1) no

one knows whether the majority of those who
might benefit from early detection have been

screened, and, 2) the natural history of carci-

noma-in-situ of the cervix is not known. How
many progress to invasive disease? 15 percent?

90 percent? Since most studies of the cost-

effectiveness of cervical cytological exam assume

that 100 percent of patients with carcinoma-in-

situ would progress to invasive disease, the con-

clusions of the studies are biased in favor of the

economy of mass screening.

Ultimately, one is likely to show unequivocally

that routine Pap smears are efficacious. In addi-

tion, the psychological benefits provided through

the finding of a negative test are probably enor-

mous. I would, accordingly, be the last to advo-

cate deletion of this test in the evaluation of the

healthy patient.

Screening for Breast Cancer

Rates of detection of breast cancer through

mammography (or other techniques such as

xeroradiography and thermography) vary from

0.1 to 0.5 percent among asymptomatic, ostensi-

bly healthy patients at a cost per true positive

test of $2,500 to $3,500. Data are now just

beginning to accumulate which suggest a reduc-

tion in mortality among patients screened an-

nually as opposed to non-screened control

groups. It is importantt to point out, however,

that these patients have had both physical exami-

nation and mammography, not mammography
alone. Among female patients enrolled in the

health insurance plan of New York, for those

patients who had mammography combined with

an annual breast examination, the 5-year case

fatality figures were 28 percent as opposed to 40

percent for patients not participating in the

screening program. This gain in survival was

limited entirely to patients over the age of 50

years. Valid conclusions concerning the efficacy

of screening tests for breast cancer will require

the use of concurrent rather than retrospective

(historical) control groups. Even in those studies

in which a concurrent control group exists, the

method of comparing outcomes has not been

totally legitimate; in some studies, the bias favors

the groups whose cancer was detected by mam-
mography. We might comment on this further

in the discussion group.

Lung Cancer Detection

The cost-effectiveness of lung cancer detection

through periodic chest films remains to be

shown. In the largest study thus far reported,

there was no significant difference in mortality

from lung cancer among patients screened every

6 months with mini chest x-rays versus non-

screened patients. The detection rate was 0.1

percent per year among the group screened. It

is possible that if one limited such studies to

patients at maximum risk, efficacy might be

shown.

Up to this point, I have been commenting on

tests which appear to be either not cost-effective

or for which sufficient data are not yet available

to make a judgment. What about those tests

which have clearly been shown to be cost-

effective?

CONDITIONS FOR WHICH SCREENING
IS CLEARLY COST-EFFECTIVE

Screening for Certain Inherited

Metabolic Disorders

The cost of routine screening of newborns for
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phenylketonuria despite an extremely low inci-

dence (0.01%) provides benefits of decreased

mortality and morbidity through appropriate

dietary treatment and these screening costs are

considerably less than the estimated institutional

costs of caring for such patients were their disease

not detected.

Serological Test for Syphilis

The Wasserman test meets all the criteria for

cost-effectiveness. Lues is a prevalent disease

(13th on list of most prevalent disorders at

2/1,000). Its morbidity and mortality are well

established. The effectiveness of treatment on

natural history is unequivocal and the cost of

screening is very reasonable in relation to the

benefits derived from early detection. It is of

interest that the Wasserman test was one of the

first tests to be applied on a routine basis and

essentially remains, today, the prototype of the

cost-effective laboratory test.

Tesis for Gonorrhea

Gonorrhea is even slightly more prevalent than

syphilis. In populations where the prevalence is

extremely high, routine screening is also clearly

cost-effective. In contrast to syphilis, since

gonorrhea does not have a long latent period be-

tween disease detection and onset of morbidity,

the use of routine cervical cultures for all sexually

active women is not cost-effective.

SUMMARY AND CONCLUSIONS
These examples of the cost-effectiveness of

laboratory studies are obviously not aU inclusive.

Based upon the current state of the art of labora-

tory tests as applied to ostensibly healthy patients,

of the list of the 30 to 35 most prevalent diseases

of man in this country which cannot be diagnosed

or suspected by history or physical examination,

only routine screening for syphilis unequivocally

meets the criteria for cost-effectiveness.

Routine tests for carcinoma of the cervix and

for cancer of the breasts are probably cost-

effective. The efficacy of the latter will probably

improve as the technology improves.

The value of routine screening for carcinoma

of the lung, for heart disease (through electro-

cardiography), and for cancer of the colon and

rectum remains to be shown.

The traditional CBC, urinalysis, BUN, blood

sugar, SGOT, and stool guaiac will lead to the

detection of most of the remaining prevalent

disorders. The remainder of the automated blood

tests are largely superfluous.

No studies have dealt with the importance of

patient reassurance resulting from “negative” tests

—an unmeasurable intangible. I would suggest,

however, that the need for reassurance through

laboratory tests beyond the reassurance provided

via a benign history and physical examination of

an asymptomatic patient is not great.

Future technology which permits greater

specificity and sensitivity in early detection of

disease, combined with more meaningful treat-

ment than is currently available for many condi-

tions, may result in considerably greater yields

from screening than has been shown for many
tests at present.

'^The Routine Physical Exam — Is It Worth the Cost?
'

I intend to take a somewhat unusual approach

for my presentation, “The Routine Physical Exam
—Is It Worth the Cost?”, or as others here

have phrased it, “How Much Will the Traffic

Bear?” Just a few months ago, I left government

service. During my five years there, I had the

experience of testifying before hostile and angry

congressional committee chairmen many times.

The reason they are often angry is .that many of

them have become increasingly upset about the

massive and ever-increasing costs of health care,

the inefficiency and waste which they believe

HENRY E. SIMMONS, M.D., M.P.H., F.A.C.P.

exists in the health care system, and the frequent

requests they hear for expenditure of even more

money for health care.

I should like to portray for you how I feel a

sophisticated chairman of a congressional health

committee might react to a physician who ap-

peared before him to urge that the Congress adopt

the provision of a routine annual physical exam
as national health policy. To appreciate the

mood of the chairman during the fictional hear-

ing I am going to describe, you should remember

that this same individual has been sitting through
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a number of other committee hearings in which

other special interest groups have been asking for

the appropriation of more money for their special

interest.

He is more acutely aware than ever that the

totality of society’s demands far exceeds the

dollars available to pay for them and that careful

scrutiny must be given to all new requests. Re-

member that the committee staff (which is made

up of bright young physicians) have studied the

literature on the subject very well and have

thoroughly briefed the chairman on the mounting

body of information which has raised questions

regarding the efficacy of annual physical exams.

Because of this, we can anticipate it will not be

a very “friendly” hearing.

The hearing opens as the chairman and his

staff enter the committee room and call as the

first witness, a physician who is advocating

routine annual physical exams.

Chairman: “Welcome doctor, what is it that

you’re here for and what is it that you want from

this committee?”

Doctor: “Mr. Chairman, 1 want to recommend

that we adopt as national policy, or as a benefit

under a national health insurance program, the

provision of a routine annual physical exam for

every adult American.”

Chairman: “I see. Now what do you mean

by that and how big a job would that be?”

Doctor: “Well, a routine physical exam is

where the patient comes in each year, healthy or

not, and has a complete history and physical. We
do a battery of screening tests, some x-rays and

possibly an E.K.G. This takes us about 45 or

60 minutes and costs about a hundred dollars.”

Chairman: “I see. Now, to be ethical and to

be equitable in public policy, we would have to

provide these same benefits or procedures to

about 75 to 100 million adults. 1 believe there

are approximately 100,000 primary care phy-

sicians in this country. That means that every

one of you doctors is going to be doing about

four or five of these routine physical exams a

day. So what you want to do is to tie up about

V2 to % of the time of the entire medical profes-

sion each year doing that. Is my understanding

correct?”

Doctor: “Yes sir, that’s what it means.”

Chairman: “I see. Now how did you pick
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annual? Why don’t you do it every three months,

every week or every two or three years?”

Doctor: “Well, that’s a good question Mr.

Chairman, and you know, 1 don’t really have a

very good answer for that. Just seemed like a

good round figure—every year that is.”

Chairman: “All right. Now, why do you want

to do this?”

Doctor: “Well, because we want to find disease

early and we want to improve the nation’s

health.”

Chairman: “Well, Doctor, that’s an interesting

comment. You know your profession has been

causing us to spend more and more of the public’s

money on health all the time. In our last budget

session we noticed that this country is now spend-

ing over $100 billion a year in the medical care

system. That’s about eight percent of the gross

national product and represents a fourfold in-

crease in the past 20 years. Inflation in the

health care sector is about 15 percent a year,

which is much higher than we see in any other

area. Right now the average American is going

to have to spend about $500 a year for medical

care and if these trends continue, by 1980 every

American is going to be spending two to three

months of his salary just to pay for his medical

care. Costs are climbing all the time, in fact

they’re going out of sight. Frankly, my consti-

tuents are becoming angry. And now you want

to add 10 to 15 billion dollars per year on top

of that bill. I’d like to know a little bit more
about what your rationale is and how my con-

stituents will benefit from this kind of service.

Now Doctor, what have we accomplished in the

past 50 years as we’ve increased the use of med-
ical care and had all this marvelous new tech-

nology brought in?”

Doctor: “Well, Sir, in the last 50 years we
have succeeded in adding slightly less than two

years to the average life expectancy of the average

man of 40 in this country and in some age

groups we’re actually going downhill.”

Chairman: “But didn’t most of the increase

in longevity occur during the 1950’s and early

60’s before we began spending so much more

money?”

Doctor: “Yes, Mr. Chairman, that’s correct.

And to be honest with you, as these costs started

to increase during the past five to ten years, the

overall United States death rate ceased to im-

prove; morbidity stayed about the same.”

Chairman: “Now, Doctor, as far as we can
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determine is there a relationship, at least in devel-

oped nations, between how many doctors there

are per population served, how much care is

rendered, and how healthy that population be-

comes? The reason 1 asked is because my staff

has shown me a number of recent scientific

articles which suggest that there is no good rela-

tionship between the intensity of care rendered

the population and the level of health.

Doctor: “Well, Mr. Chairman, that’s a good

question. I must admit that there really isn’t any

evidence that health is closely related to the

amount of medical care the population receives.”

Chairman: “Doctor, let’s assume by some

miracle we found the cure for cancer tomorrow.

How much would that increase the life span of

the average American at birth?”

Doctor: “Well, about 1 .9 years.”

Chairman: “So that means that for the many

billions of dollars we would spend, instead of

dying at age 70, the average American born

tomorrow would die at age 71.9.”

Doctor: “Yes sir, that’s right.”

Chairman: “Well now. Doctor, for quite a few

years medicine has been working very hard to

find cancer early and to treat it. Are we making

any progress? I happened to read in the paper

just recently that in solid tumor cases the cancer

victims’ chances of survival improved little during

the 60’s and 70’s. According to the statistics I

see, most of the progress in lengthening survival

of victims of the nation’s number two killer came

during the 40’s and 50’s, before massive spend-

ing on the disease began. Do you agree with

that assessment?”

Doctor: “Yes sir, I believe that’s what the

evidence shows.”

Chairman: “Doctor, this annual physical exam

you’re talking about—as I understand it, and

as my staff has told me—that’s really part of a

program of comprehensive care that you doctors

talk so much about and which you seem to

believe in. What is the evidence? Does compre-

hensive care make a difference?”

Doctor: “Well, Sir, we give a great deal of

comprehensive care, but we have studied it very

little. Dr. Charles Lewis, Professor of Medicine

at UCLA, is one of the few who has studied it,

and I’d like to read from a paper he put together.

He says, and I quote, Tf the evidence available

to answer the question posed amounted to more

than a minute fraction of the total volume of

literature describing its importance, its virtues.

and the program being planned to provide this

form of service to mankind, I would feel consid-

erably less frustrated and more satisfied with my
efforts.’ He goes on then, Mr. Chairman, to

conclude that at least on the basis of his analysis

of the literature, there is either no evidence, or

extremely little evidence in very limited fields,

that comprehensive care makes a difference.”

Chairman: “You doctors have also recom-

mended a lot of other expensive things lately

—

like intensive care units, coronary care units,

screening procedures for diabetes and other dis-

eases, bypass operations, radical mastectomies

—

could you tell me a little about how effective these

are in improving the public’s health?”

Doctor: “Sir, in all honesty, none of them

were adequately studied before the innovation

swept through the entire country. In other words,

we haven’t done the randomized control trials on

these procedures that today I think we would

recognize as being appropriate and necessary to

answer that question. That makes it pretty hard

for us to study now because of the ethical ques-

tions some people raise. But some doctors have

been doing controlled studies on a number of

these procedures and their results are disturbing.”

Chairman: “Tell me a little more.”

Doctor: “When home treatment of coronaries

was studied in Great Britain, it was found that

the outcome was no worse than for those treated

in coronary care units. In other words, it didn’t

seem to make much difference whether patients

were treated in a coronary care unit or at home.

When Dr. Peterson at Harvard studied what dif-

ferences were seen in the outcome of acute

coronaries treated in hospitals today as opposed

to 20 years ago before coronary care units were

established, he found some striking differences.

He found that today we spend four times as

much money taking care of the case, do about

three times as many lab tests, twice as many

x-rays, and twice as many E.K.G.’s and the

outcome seems to be about the same. When Dr.

Griner compared the outcome of care of con-

gestive heart failure in intensive care units to

that rendered on general hospital wards, he

found that the outcome was the same. But the

cost was three or four times greater in the inten-

sive care unit.

“Mr. Chairman, in the case of radical vs simple

mastectomies. I’m afraid I have to admit that

after at least 20 years of doing thousands of

both procedures, we still haven’t done the con-
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trolled trials necessary to know which is the

better procedure. In fact, we have a moderate

anxuint of evidence to show that results are as

good with the simple procedure as with the more

disabling one. As far as diabetes screening is

concerned, it seems that despite a great increase

in screening, the worldwide mortality from dia-

betes seems to be going up. Even critics of the

UGDP study say that most of the one million

Americans on oral agents shouldn’t be on it

—

even if the agents weren’t hazardous. Recently

the president of the Southern California branch

of the American Diabetic Association said, “If

your physician says you have diabetes, there is

as much as a 33 percent chance that you don’t.”

Chairman: “Do we have much evidence that

early case finding and screening in asymptomatic

diabetes makes a difference in the long-term

outcome?”

Doctor: “No sir, we don’t.”

Chairman: “Yet we continue to screen and do

blood sugars on 30 million hospital admissions.”

Doctor: “Yes sir.”

Chairman: “All right, let’s go on. Two or

three months ago. Dr. Howard Hiatt wrote an

article in the New England Journal of Medicine

that I found very interesting. It was titled ‘Who

Will Protect the Medical Commons?’ I under-

stand you are familiar with that article. Could

you describe for the committee what the article

says?”

Doctor: “Yes sir, I read that article. Basically,

Dr. Hiatt is saying that there is only a limited

amount of resources to meet a tremendous

amount of social need. What Hiatt’s suggesting

is that we’re running out of resources, that we are

on a collision course with reality and that there

is no way we can afford to do everything that

is being proposed by those in the health care

system. He says that if all the health experts’

recommendations are taken at face value, we will

have serious problems. He mentions coronary

artery bypass surgery as a case in point. Hiatt

states, and I quote, ‘It is estimated that 38,000

such procedures were carried out in the United

States in ’73 at a cost in excess of 400 million

dollars. Almost 400 hospitals are believed to

have bypass teams though many of them do very

few procedures. One of the strongest proponents

far this approach to management of coronary-

artery disease was recently quoted as having said
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that the United States should prepare to do

80,000 coronary-arteriograms a day. Rough cal-

culations indicate that such a radiologic assess-

ment alone would cost in excess of $10 billion a

year and would average one catheterization for

every American every ten years. And if today’s

ratio of arteriograms to bypass surgery were to

prevail, the cost of the resulting surgery would

exceed $100 billion a year—a figure almost

equivalent to the total resources now on the

medical commons.’ Hiatt also notes that we have

yet to do the controlled clinical trials necessary

to determine what patients would benefit from

this procedure.”

Chairman: “Doctor, I must be candid with

you. I am very upset over what I have heard

up to this point. Society is rapidly running out

of resources and the problems in the health care

system and its cost seem to be getting worse all

the time. I become more and more convinced

that the increasing amounts of money you doctors

are causing us to spend on health care are not

accompanied by commensurate improvements in

the public’s health. Most troubling is the fact that

I don’t see your profession coming forward with

any good suggestions on how to improve the

situation. Instead you keep urging us to spend

more and more for more health care and expen-

sive new technology. At the same time, there is

good evidence accumulating to show that the pub-

lic health is much more affected by the environ-

ment, nutrition, education and the style of life

than it is by doctor-patient encounters.

“In light of this, I have great difficulty under-

standing how you can come here to advocate we
add another ten to fifteen billion dollars a year

to this nation’s health care bill through annual

physical exams. I believe the Canadian health

authorities are on the right track when they

recommended that instead of putting more money
into their health care system, any new dollars be

diverted to the environment, housing, education

and the like since that will have the greater

impact on health. What do you think about

that?”

Doctor: “I must admit it may have some merit

Mr. Chairman.”

Chairman: “Let’s conclude by talking in

specifics about the routine annual physical exam
you’re proposing. It seems to me that there are

four critical elements that must be satisfied. One
is that the observations made by the examiner

must be accurate and they must be reproductible;
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two is that any tests or procedures ordered must

also be accurate and reproductible; three, the

patient must be willing and able to comply with

the advice you give him; and four, you’ve got to

know the natural history of the disease before

you can determine if early diagnosis or treatment

makes any difference. In my humble opinion, if

there are any problems in any of those four, I

would find it difficult seeing how you could ad-

vocate a national program of annual exams.

Could you give me a little more information on

that and fill me in?”

Doctor: “A number of physicians have studied

these problems and I am afraid that significant

difficulties exist in each of the areas you have

mentioned. Basically what we have found is

that there is an element of uncertainty in all

diagnostic procedures including history taking and

physical exams. In all human activities the human
equation is present to a greater or lesser degree

in that men may not be consistent in their obser-

vations. The medical profession, being composed

of human beings, cannot be expected, despite

long study and training, to be free of that foible.”

Chairman: “Doctor what worries me is the

fact that I’m not sure either you doctors or the

public understand just how great a problem exists

in these areas.

“My staff assessed the available literature prior

to this hearing and they tell me that there are

significant variations among different observers

and often the observer himself is not consistent

on re-examination in both the recording of his-

tories and the performing of physical exams. I

believe your profession calls this observer varia-

tion or observer error.

“We found a report in the cardiology literature

on electrocardiographic interpretation which

showed important observer variations. In fact

when nine experienced cardiologists read 100

tracings, complete agreement was reached in only

one third of the 100 tracings, majority agreement

in half, but there was considerable dispute about

one in five. After the second reading, it was

found that on average, the readers disagreed with

one in eight of their original reports. The litera-

ture shows the same kind of variations in the

reading of x-rays and Pap smears.

“My staff found a study done many years ago

on observer variations in the examination of

children which was particularly shocking to us.

I quote from the author’s summary; ‘We

examined 1,000 school children and of those

about 611 had already had their tonsils removed.

The remaining 389 were then examined by a

team of physicians who selected 174 for tosil-

lectomy and rejected the rest. That left 215

children whose tonsils were apparently all right.

Then, however, another group of doctors was put

to work examining these 215 children. This time

99 of the youngsters were judged to be in need

of tonsillectomy. So still another group of doc-

tors was employed to examine the remaining

children and nearly V2 of these were selected by

the examiners for operation. So that in the end,

only 65 of the original group of 1,000 remained

whose tonsils had either not been removed or

recommended for removal.’

“Others have written that when we use the

routine battery of 12 lab tests to screen a popula-

tion, we have a 30 to 50 percent chance of

getting a false positive or a false negative in at

least one of the tests and of course this can lead

to a great deal of expensive and unnecessary

follow-up and iatrogenic disease.

“In the matter of compliance with medical

regimens, my staff has noted from a perusal of

the literature that compliance has not been well

studied. What study there is suggests that non-

compliance may well represent one of the most

common complications of medical therapeutics.

From 15 to 93 percent of patients fail to follow

their doctor’s orders. Eighty-six per cent of the

studies reported non-compliance in more than

30 percent of the patients and one third of the

studies reported a non-compliance rate of 50 per-

cent or more. The evidence is that the physician

is a remarkably poor identifier of non-compliance.

He underestimates the problem in general, can-

not identify the particular non-complier, does

not accrue any greater skill in this area by virtue

of long experience and accepts little or no re-

sponsibility for the existence of the problem. The

implication of this is that much has been done

but little has been learned.

Chairman: “Doctor I will say for the record

that we are convinced some dieseases such as

hypertension are worth looking for early but that

this can be done without performing an annual

complete physical examination with its attendant

expense. This committee is looking for alterna-

tives that society can afford. Now I would like to

summarize what I have heard during this hearing.

“There seems to be significant problems in the

reproductibility of your results, history, physical,

lab tests, x-rays, E.K.G.’s and the like. Iatrogenic
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disease is a possible outcome of your procedures.

We don’t know the natural history of many im-

portant diseases. We do know that patients

frequently will not comply with the advice you

give them. The procedure you are advocating

could add 10 to 15 billion dollars to the nation’s

health bill and we have little evidence that more

intense medical care aimed toward the general

public will result in commensurate public benefits.

Now in light of this and before we conclude,

could you repeat for the committee what it is

you are advocating?”

Doctor: “1 am recommending that we adopt

as national health policy the provision of a routine

annual physical exam for every adult American.”

Chairman: “Thank you doctor, the committee

appreciates your counsel.”

As the chairman walked out of the room a

bystander heard him mutter to his aide, “Who
do they think they’re kidding?”

This fictional presentation is deliberately ex-

aggerated to make a point. Given the rapid and

massive increase in the costs of health care, it

seems clear that society and its elected repre-

sentatives want us to very carefully examine all

our cherished medical beliefs to see if there is

some more reasonable way to assure the public’s

health.

DISCUSSION: PANELISTS VERSUS
SPECIALISTS

Panelist: Drs. Felch, Griner and Simmons

Specialists:

Harry L. Page, Jr., M.D., Co-Director, Department of

Cardiology, St. Thomas Hospital, Nashville; Clinical

Assistant Professor of Medicine, Vanderbilt University

Medical School

W. Anderson Spickard, M.D., F.A.C.P., Director, Van-
derbilt University Clinics, Nashville; Associate Professor

of Medicine, Vanderbilt University Medical School

M. D. Ingram, M.D., Senior Radiologist, Miller Clinic

and Hospital, Nashville; Associate Clinical Professor of

Radiology, Vanderbilt University Medical School

E. E. Muirhead, M.D., F.A.C.P., Professor of Pathology

and Clinical Professor of Medicine, University of Ten-

nessee Center for the Health Sciences, Memphis; Di-

rector of Laboratories, Baptist Memorial Hospital,

Memphis

Dr. Clarence Woodcock: i would like to start by
directing questions to the specialists and first ask Dr.

Ingram if he would respond to some of the remarks
that have been made about routine X-ray procedures.

It occurs to me that the use of mammography would
be a good place to begin. Dr. Ingram has been one

188

of the leaders in working with the American Cancer

Society in establishing a mammography screening pro-

gram in Nashville.

Dr. M. D. Ingram: First, to respond to Dr. Griner’s

statements. The HIP plan in New York is now an old

plan, whose results were based on the use of older

techniques, not Xerography. The mass screening effort

was done with approximately 30,000 controls and

30,000 patients. They were followed for five years,

and these are the only statistics that we have as far

as the results are concerned. However, with our present

refinements of techniques we feel that the yield will

be much higher. Dr. Griner stated that approximately

0.3 to 0.5 percent early carcinomas are being found

now by the screening project which is being sponsored

by the American Cancer Society and the National In-

stitutes of Health, but I believe that the figures coming

out now would indicate an even better result than

this. We’re hoping to get up to or above 1.0. Mam-
mography is very new, and the technical resources that

we now have at our disposal in some cases are as new
as six months, so we feel that we’re going to produce

a much better result than the earlier figures achieved

by the HIP plan.

The screening program at Vanderbilt is a part of a

nationwide study to determine if it is feasible to do

mammography at all. I gave a talk two years ago at

the Tennessee Medical Association to a group of

generalists, and this is not meant to be critical of them,

but I was talking about the difficulty of mammography,
the humility that it had created in me, and after the

meeting one came up and asked me where he could

get one of those machines.

Dr. Woodcock: Would you give a comment as to

the cost-effectiveness as a routine examination, whether

you think mammography should be done annually on

all women over whatever age, or only on women after

an examination by a physician has demonstrated a

questionable mass, or even just fibrocystic change?

Dr. Ingram: First, I do not believe mammography
should be done on a routine annual basis on all people.

I think that if we have learned one thing today from

the three speakers it is that we should seek out by

careful history and physical examination those patients

who are at risk. Patients who have had a carcinoma

on the other side, those with a strong family history

of carcinoma of the breast, who have lumps and so

forth, should have mammography. But other interest-

ing features are coming out of our study, one of which

is the age of the patient at the birth of the first child.

If a woman has her first child at 14 or 15 and has six

or eight children and lives in Japan, she’s just not

going to develop carcinoma of the breast. However, if

she is a Catholic nun in Boston, and has no children,

her risk is very great. So we’ve got to seek the patient

at risk and not go out of here and do mammograms
on everybody.

Dr. Paul F. Griner: I don’t wish to monopolize the

conversation, but I think that the question of how
often mammography might be done, other than for

patients at high risk, can probably be examined with

some precision by looking at known data pertaining
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to cell kinetics in carcinoma. I think the data are

available to be able to do this. It takes about five

years to progress from the first mitotic cell to a

palpable mass. It probably will be possible to predict

at what point in time, as the technology improves, one

can identify a lesion based on what you expect to

be its size. If through Xeroradiography one knows that

in a given patient the breast tissue looks perfectly nor-

mal, with not even a suspicion of a small, inapparent

or poorly apparent nodule, one might be able to say

that the routine perhaps ought to be repeated every

two years or every three years based on simple cell

kinetics.

Dr. William C. Felch: I would agree that it would

be nice if we could understand cell kinetics sufficiently

so that we could be sure that in an average case, when

a nodule gets to be 2 millimeters in size, then that

would be the ideal time to discover it in order to be

able to have some assurity that removing it would

benefit the patient. The difficulty with such assertions

is that they operate on averages and, as we know
clinically, the biological course of carcinoma of the

breast varies a great deal from patient to patient. There

are some people who seem to have a rapidly develop-

ing course; in them, the duration of time before detec-

tion is relatively short and the duration of time until

death after detection is also relatively short. Other

people have relatively benign forms of the disease; in

them there is a long period of time during which

detection can take place and a long period of time

between detection and death. In these two differing

kinetic schemes, with two differing biological natures

of tumors, it’s hard to make generalizations that will

apply to individual cases.

Dr. Woodcock: Now I would like to ask Dr. Spickard

to discuss the appropriate content of a routine, and 1

feel a little hesitant about using the term routine even

though it is part of the title, a routine medical examina-

tion on an adult.

Dr. Anderson Spickard: Dr. Woodcock, you asked

me to review what an examination consists of on those

adult patients whom we think would benefit by an

annual physical exam. Td like to take a minute to

review, in sequential form, what we actually do. Our

secretaries mail out a history questionnaire and the

patient is urged to bring the completed questionnaire

along with previous X-rays, laboratory data, and any

physicians’ summaries, to the clinic. This is part of

what we call Phase I. They come in at 8:00 A.M.
after a 12-hour fast and the nurse collects all the

initial data-base information, including teaching the

patient a breast self-examination and giving them an

alcoholism screening questionnaire. Since there are

6,000,000 people with alcoholism in the United States,

we believe it appropriate that internists take an interest

in that particular disease.

The data which the nurses collect include weight,

temperature, pulse, blood pressure, and a visual acuity

test with and without glasses. We have been impressed

at the number of people who are driving cars who
have very poor vision even with glasses. We are de-

lighted that a 20 foot visual acuity exam will determine

who these people are. We do not do Schoitz tonometry

for glaucoma since our ophthalmologists have said that

people not properly trained to perform this test may
produce corneal scars. At their recommendation, we
have only used the visual acuity exam to detect those

people who may have early glaucoma and refer them

for a more thorough exam by our ophthalmologists.

Since tuberculosis is rather prevalent in Tennessee

we place an IPPD skin test on annually. Laboratory

tests include a urinalysis, packed cell volume, white

count without a differential, VDRL, cholesterol, BUN,
and glucose. We would probably get the SMA 12,

but the Vanderbilt Clinic charges are determined by the

prices of Medicare reimbursement scales for in-patients

so we have to use selected tests to save the patients’

money. Our nurses do a triglyceride screening test on

a sample of blood by holding it up for visual examina-

tion and comparing it with known abnormal sera after

refrigeration. We do three hemoccult folders for occult

blood, a chest X-ray, an electrocardiogram, and a

sigmoidoscopy in a person age 40 and over. We have

reduced the numbers of tests ordered in the younger

aged individuals to retain the most productive battery

of tests. For example it is known that a lateral chest

film on a person of 30 years and under is of little

benefit. We do not do stress EKG’s or mammograms
as routine screening tests. Phase II is done a week

later when the physician reviews the questionnaire, per-

forms the physical and reviews the completed labora-

tory tests.

The cost of this examination is approximately $145.00

at the Vanderbilt rates. This includes the professional

fee. The follow-up cost, exclusive of the sigmoidoscopy

(done every three-to-six years) is approximately

$ 102 .00 .

I personally think there are five reasons for doing

general health maintenance exams. First, it is to collect

the data base. I think all of us agree we need base-

line data on our patients. I don’t see how we are able

to compare information if there are no initial data.

I would venture to say that everybody in this room,

including the panelists, would like to have an initial

data-base on their own health. Second, I think we do

it to detect disease, but the data suggest that we do

not find much disease. A patient that feels well is not

found to have serious disease. Except for the abnormal

eye exams and occasionally elevated blood sugar, we
have not found very much disease on these regular

examinations. Third, we do these examinations for

prevention of disease. Having a physical examination

and a history establishes which patients are at risk.

For example, if one has an alcoholic mother and

father, the chances of alcoholism in the children is

quite high. A family history of coronary artery disease

or of cancer is important. In those situations one

might want to do cardiac stress tests, a sigmoidoscopy

and mammograms more frequently. Fourth, I think

that the doctor-patient relationship is improved by the

act of reassurance from the doctor-patient contact during

these examinations. Fifth, there is a financial incentive

in the performance of periodic exams since the profit

on the lab tests and the professional time spent pro-

vide income to support the practice. This certainly

affects some of the things we are doing.
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Dr. Woodcock: Harry, do you really anticipate 80,000

cardiac catheterizations a day in the near future?

Dr. Harry L. Page: No, not in the near future. I felt

a little bit intimidated by Dr. Simmons, though I realize

he wasn’t really after me. I would hate to have been

a doctor on the committee. Dr. Mason Sones said we

ought to do 80,000 coronary arteriograms a day and

he arrived at that in the following manner. There are

200 million people in the United States, and he said

we ought to screen 10 percent of them a year. That

would be 20 million. With 250 working days a year,

that's 80,000 per day. If you break that down into

states, we ought to do 16,000 a day in Tennessee. And
we ought, therefore, to do 500 a day in Nashville.

The fact is that we’re doing about 20 a day in Nashville

and instead of screening 10 percent of the population,

if you will, we’re screening about .4 percent of the

population. The whole business is changing our con-

cepts about ischemic heart disease, and the definition

and significance of “angina pectoris” is changing. I

know the costs are horrendous. I represent a laboratory

where we can do 3,000 coronary arteriograms and a

thousand bypass procedures a year. The cost of the

diagnostic and surgical procedures is about the cost

of a moderately luxurious car. I can’t defend it except

to say we’re being swept up in it, and it seems to work.

Dr. Woodcock: What about the general primary care,

to use the current term, internists, the man who inter-

faces at the primary care level who is in practice of

internal medicine? On what group, if any, should I

do a routine electrocardiogram? And on what group,

if any, should I attempt to do a stress test?

Dr. Page: Well, I agree with Andy [Spickard] that

it’s useful to have a routine electrocardiogram for

later comparison. I’ve been impressed, as have most
people, by how little data are actually achieved from
“routine cardiograms” in the absence of symptoms. As
for stress electrocardiograms, I haven’t had one, and

I’m over 40, but I can say that perhaps everybody

over 40 should occasionally have a stress electrocardio-

gram. But in my own bias, once you get on the

treadmill and something happens that either I interpret

as abnormal or I don’t understand, my only rationaliza-

tion at that point is to go ahead and recommend
coronary arteriograms. So, you’d better stay away from
me, I guess. (Laughter)

Dr. Woodcock: This presupposes then the worth of

revascularization of the myocardium by the coronary

bypass. And it occurs to me that in doing routine

examinations we must keep some of the points in

mind that the panelists made and that is really why
we are doing it. Is it so we are going to find disease

that’s important in that we can control it, that we
can do something preventive about it and can prolong
life? If I come to your clinic and I have a stress test

and I have segment depressions and you do arteriog-

raphy on me and find some narrow places, and I

have never had angina: what would you tell me to do?

Dr. Page: That would be the most difficult question

that I would be faced with since it presupposes an
understanding of the prognostic importance of anatomic
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lessons and physiologic events which will require years

to unravel. That’s the reason 1 say that in my own
attempts to use abnormal treadmill electrocardiography,

the definition of the anatomy is very important. I see

no quarrel with the idea that to know anatomically

what is wrong with someone is superior to not know-

ing, although all the data aren’t in. If you had a very

tight main left coronary and I thought it were po-

tentially lethal. I’d recommend you have it bypassed.

On the other hand if it weren’t very significant I’d

wish we hadn’t done the treadmill and maybe tell you

it was normal.

Dr. Woodcock: Well, this, I think, is an example of

another aspect of the cost of the routine examination.

Sometimes you turn up things in an individual that

you cannot really remedy and the individual really

might have been better off not knowing. I don’t say

this necessarily about a narrow left anterior descending

artery, but unless we can do something about it, we
have another question that really may be an im-

ponderable but that we must keep in mind.

Dr. Spickard: We have had 3 tetanus cases at Vander-

bilt in the last two years. When we reviewed the

routine that internists use in reviewing immunization

histories particularly in regard to asking patients about

periodic tetanus boosters, less than 10 percent of the

histories that physicians take in our clinic include that

question. These are the kinds of things to me that

argue for emphasing regular periodic physicals. It does

not have the glamor of a stress EKG, but one patient

with tetanus in the Vanderbilt Intensive Care Unit

may use $10,000 or $15,000 of resources. One small

shot costing very little could have prevented it all.

Dr. Woodcock: Dr. Muirhead, I wonder if you would

tell us what you think is reasonable in terms of routine

admission laboratory studies at the time of hospitaliza-

tion and whether you would extend your remarks to

include the routine examination of the healthy adult

who wishes reassurance.

Dr. E. Eric Muirhead: I have very little experience

with routine laboratory testing of the well person and

would prefer to bypass this subject. In our institution

we deal primarily with patients that are admitted to

the hospital. In considering the potential value of screen-

ing tests on patients there is, of course, the vexing

problem of the improvement or disappearance of ab-

normalities through mechanisms that are not well un-

derstood. For instance, the decrease in the mortality

rate from tuberculosis began before the discovery of

the tubercle bacillus and certainly long before the

institution of effective chemotherapy, and the present

drop in the incidence of carcinoma of the stomach in

Japan is completely beyond understanding at this time.

Thus, a laboratory procedure that might be considered

helpful may simply be helped by unrelated developing

circumstances.

There is one question that I am continually asked

to answer, and to justify the answer relates to costs

of laboratory procedures in hospitals. I would like to

touch on this briefly. Our administrators tell us that

Baptist Memorial Hospital in Memphis is the largest

private hospital in the country, with about 65,000 dis-
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charges this year. Yet, with the hospitalization remain-

ing reasonably steady over a period of time, the number

of laboratory procedures that we are asked to perform

keeps mounting. In the last few years we have

changed our method of reporting laboratory procedures.

Using this method, in 1973 we performed 2,000,700

tests; in 1974 2,300,000; and in 1975 we project about

3,800,000 tests. To be sure, part of the increment

resulted from the increased number of beds but much
of it resulted from the fact that staff physicians, and

particularly the internists, are ordering more and more

tests. That is true of the 1974-1975 change. If matters

continue as they have, we can expect a 20 percent or

more annual increment in the laboratory load. Now I

do not have an answer to this question but I do know
that it creates a problem for us, and it does seem to

indicate that the internists are depending more and

more on the laboratory to help them with their patients.

Insofar as costs are concerned, at least in our institu-

tion, a couple of comments might be in order. If one

uses the unit direct cost as a means of identifying the

costs of laboratory procedures in this one institution,

that is, taking the total number of procedures and

dividing by the total direct cost, the unit direct cost in

1973 was $1.60; in 1974 $1.61; and in 1975 $1.60.

This could be interpreted as indicating that we are doing

more and more tests but that the costs are not

increasing. Taking into account the inflationary spiral,

the costs are actually decreasing. If we consider the

personnel costs per procedure, out of the $1.60 per-

sonnel costs were $1.25, $1.21 and $1.17, respectively.

Thus, the major cost, as usual, results from personnel

costs. However, personnel costs have remained rather

steady. This we can ascribe in part to automation and

in part to productivity.

I was pleased with Dr. Griner’s comments on the

serologic test for syphilis (STS) because we have

had some involvement in this area. We were asked by
the Public Health Service to perform the Automated
Reagin Test (ART) routinely on all admissions to our

hospital, and to follow the positive tests with the

Fluorescein Treponema Antibody Test (FTA). Our re-

sults indicate that about 20 percent of admissions have

a positive ART and roughly 75 percent of these are

FTA positive. If one used the Public Health definition

that FTA positive syphilis is significant, then this

figure appears quite substantial, and if I understood

the situation correctly, much in keeping with Dr.

Griner’s remarks. However, as I recall, you stated that

only 16 percent of the patients at Strong Memorial
Hospital were being tested. I raise the question of

why not make this 100 percent, thus raising a red

flag concerning people that may need attention in this

area.

One of our problems concerning cost has to do with

demands by outside agencies. This year alone we have

had six major inspections, and each inspection has

placed demands on the quality of laboratory activity,

particularly at the level of quality control, proficiency

testing and the like which, in a roundabout way,

brings on increased costs. I will give just one anec-

dotal example. In our microbiology section we have

one full-time medical technologist doing nothing but

quality control. We are talking about $12-15,000 annual

salary plus all the other ancillary items that go to sup-

port this person. This can be reproduced down the

line in the other sections of the laboratory. We are

continually under pressure to expand certain laboratory

procedures in the interest of improving laboratory

medicine. For instance, our microbiologists believe

that anaerobes should be identified not only as to

genus but also as to species and this adds $8-to-$10

per test. Again, multiplied across laboratories, the end

result is substantial.

Before leaving these general comments, I would like

to refer to a somewhat unrelated question, although

not entirely unrelated since it deals with quality con-

trol. We in the practice of laboratory medicine, es-

pecially within hospitals, are being asked more and

more to expand our quality control in terms of un-

known samples, standards, etc. For instance, we are

running standards all the time; almost every run for

every type of procedure has some type of standard for

comparison. This is demanded by law in the State of

Tennessee. However, this type of law does not apply

to a laboratory in the doctor’s office. We feel that at

least in some instances there is a marked disparity

in the quality of what goes on in within the hospital

and that which goes on in the laboratory of the doctor’s

office. We know this is a controversial matter but it is

our view that more attention should be given to this

matter in laboratories located other than within hos-

pitals.

Dr. Felch: Recently, the American Society of Internal

Medicine, when it testified before the Congressional

committee studying the Clinical Laboratory Improve-

ment Act, made the proposition that all laboratory test-

ing, including that in a doctor’s office, should be sub-

ject to proficiency testing. That’s an official policy stand

now of ASIM. As you know, there are states which

require proficiency testing in office laboratories and

there is talk that the national government may now
require it.

Audience: Where does the annual physical fit into

the practice of prospective medicine?

Dr. Felch: It seems to me that your question really

asks: is it helpful to add, on top of the basic package

of data, elements that you do on everybody, some

special data elements pertaining to risk factors. Thus

far we have no hard evidence that it makes any dif-

ference. I have a feeling that those people who have

a bad family history of coronary artery disease, even

when I persuade them successfully to exercise and

quit smoking and lose weight and eat margarine, still

do poorly. In my admittedly limited and not very well

documented experience, these people have a bad prog-

nosis no matter what you do. We need better data as

to whether or not our interventions really make any

difference. While it seems logical that eliminating risk

factors should help people, we simply don’t know at

present.

Dr. Gerald Plitman: I’d hate to leave this room today

with a cloudy conscience. If in the matter of the

general physical exam, the routine physical exam, we’re

dealing with a fact of oversell, then “who done the

overselling?” We, the public, or the government?
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Dr. Henry Simmons: One of the things that interest-

ed me about some of the comments here is the “reassur-

ance value,” and the comment was made that in one

institution where exams are done on all people who

come in they're pleased that the patients get reassured.

It seems to me that's a “Catch 22” thing. The profes-

sion can’t take credit for reassuring a public that they

frightened in the first place by saying you better get an

annual physical because it will make a difference. I

think anybody that adequately analyzed that would say,

“You guys take credit for reassuring the public? And
then you gave the message that you’d better get an

anmud physical? Come on!”

Now, who began the oversell? I think it happened

because we really thought at one time it made a dif-

ference. It was so logical. Murrey Strauss, with whom
I trained in Boston, said something that impressed me
more than anything I’ve ever heard anybody say in

medicine. It goes like this: “Hypothesis unchallenged

for a long enough time becomes accepted as truth;

when in addition it has served as a basis of practice by

generations of physicians, it assumes the aspect of

eternal verity. And yet it’s still hypothesis.”

But the very sad thing, maybe tragic, is that we

have a terribly tough job ahead of us in medicine.

We have maybe one of the toughest ethical problems

that we’ve ever faced. We are running out of re-

sources to do everything that our technology says can

be done. We are going to have to make some choices,

each one of us in our office. The gnawing question is,

“Well, why not do it? It’s there. Somebody else may
do it, and if something happens they’re going to

ask you why you didn’t.” That’s a destructive situation.

It’s called defensive medicine, and it’s related to mal-

practice. I’m saying that unless we sit down as a pro-

fession and start setting some standards for ourselves

that we can defend we’re on that treadmill and we’ll

never get off.

I see PSRO as the kind of a thing where we might

start making some sense. And let’s start modestly. What
is it that we know to do and that we can defend? I

think it is reassuring that 3 major panels in the past

two years have sat down and thoroughly assessed the

preventive medicine aspects of the annual physical

screening, and the HEW Task Force on Preventive

Medicine has just reported to the secretary out of the

Fogarty Center. The interesting thing is that the 3

independent panels have come to the same conclusion:

annual physical exams really cannot be defended any
longer. That doesn’t mean we shouldn’t do any. There
are high risk populations where it would make sense

to do something. And they’ve come up with a graded

standard where in infants, in the first year we intensively

do certain things; in adolescence we do certain things

maybe every five or six years; in middle-aged adults

we do certain things maybe every five years; at age 65

and above we do certain things more often, because
there’s some evidence that it makes a difference. Un-
less we have those standards to peg ourselves to, we’re

always going to have this fear, “I’d better do it. I’d

better do it.” The lab tests go up, and in the end
somebody’s going to step in and say, “Look, if you
guys can’t make any sense out of this system, and if

you want a 200 billion dollar health bill for the public,
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which we can’t afford, then we’ll set the standards.”

And I think that’s the message for us.

The other tough ethical question has to do with the

fact that all our lives we were trained to do everything

we could for anyone who came in. But who’s respon-

sible for the 90 percent of Americans who never come
into our offices? If we use all the resource on that 10

percent, 90 percent end up with more harm. That’s a

terribly difficult ethical dilemma. Our whole life it’s

been said, “You’ve got to do all you can for that

person that’s there.” But if we do, there will be a lot

of others for whom there will never be any resources.

Dr. WoodCCCk: 1 wcuid like to i;fferject something

about differences in what constitutes high quality med-
ical care. To the individual practitioner high quality

medical care means doing the best he is able for the

individual patient he is treating. But at the government

level, in Congress, high quality medical care has to

put that secondary. High quality medical care for the

group begins wLh accessibility and availability and

only after accessibility and availability are insured

can the quality of individual service be considered

much at the National level. This has been helpful to

me in understanding some of the terrific differences of

opinon from time to-time between people in HEW
and Congress and the people in this room.

Audience: One thing I’d hate to have anybody lose

sight of when they look at our profession. I think

you’d have to say in all honesty there isn’t a group of

professionals in the world that is as critical of itself as

we are. We never have to be embarrassed by the fact

that we’re here discussing an issue today that affects

us economically. And yet we’re willing to try to make

some sense out of it. We address so many issues in

our profession that others don’t, and it’s certainly to

our credit. I’ve seen those attacks by government on

our profession, and we can’t let them lose sight of

that.

Audience: I was sort of shocked by the mortality

statistics that I saw only in the newspaper last year,

namely that the average longevity had increased 7

months. Now 7 months doesn’t sound very long, con-

sidering most of us sort of figured we’d done about

all that we were going to be able to do to increase

longevity. That is a big figure actually. I would have

thought 2 weeks maybe.

Dr. SimmcnS: I'd like to speak to that. I think no-

body can tell you what it means, and certainly nobody

can explain why it happened. But those who are start-

ing the study on large epidemiologic population-base

samples are finding that disease, death morbidity, mortal-

ity, alcoholism, heart disease, and so on vary by the

economic climate, with a 2-to-3 year lag in some

instances. Where you can plot whether disease goes

up or disease goes down, it’s not what we did partic-

ularly in the medical care system, but we’re a body

that responds to a lot of stimuli. I think the important

question for society is, if we gain 7 months, was it

worth the 90 billion dollars, given the fact that there

are other things in life that are important, like an

education, nutrition, love religion, whatever, which if

we put into this system is not left over for them? I
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wouldn’t pretend to be wise enough to make that

judgment, but we had better participate in it.

Dr. Griner: I think the SMA 12, which is what we
use at Rochester, if applied to screen a healthy popula-

tion, is probably the biggest economic ripoff ever foisted

upon the physician consumer. There is a great need

for more effective dialogue between those involved in the

research and development of new medical technology

and those who will be applying that technology.

Dr. Muirhead: Perhaps the SMAC 20 is a bigger

ripoff but let me speak to this briefly. We have the

first generation of SMAC or the 20-channel instrument.

This instrument has its own downtime. As a conse-

quence we have not made the instrument available for

routine purposes. For this reason, we offer it as an

admission service but not necessarily as a routine

service. Were one to use the instrument as a routine

service then a second backup instrument would need

to be available somewhere. Under these conditions

costs increase. What we have been doing is backing

each other up in different hospitals.

Dr. Simmons: One thing that was brought to mind

when we were mentioning this new SMA 50 is that

soon there will be a hundred, and stuff like that. One
of the things that’s been recommended by some people,

including Hiatt in this article “Who Will Protect The
Medical Commons,” which I referred to earlier, is the

need for a mechanism in society and for our profession

that will keep out new technology until we know
where it belongs. And some people have said, (and

this will be a terrible word in this room), why isn’t

there an FDA for procedures? Now, try to hold con-

trol of your tempers for a minute, but I’m suggesting

that while I wouldn’t want an FDA for lab tests, new
surgery, new technology, and new diagnostic things,

something like that set up and run by the private

sector, probably by groups like these two represented

here today, probably is inevitable in the future. And
if we don’t do it, it’s likely that the government will

set up such a mechanism.

We have some examples right now. The EMI Scanner

is coming into this country en masse. England has 5

EMI Scanners for the whole country. We have 3 in

one city, and we have yet to determine what it’s useful

for and what we eliminate by having it useful. Not that

it’s not a useful machine; it is. It looks like a marvel-

ous advance. But if we just make it an incremental

input into the system, that’s another 3-to-5 billion dol-

lars in the nation’s health bill. Again we’re stuck with

new technology, with us chasing after it trying to

decide, “How am I going to be criticized for using it

or not using it?”

The last point I wanted to make is that as part of

that technology assessment we're going to have to recog-

nize the fact that just because a university group

determines something is effective doesn’t mean it works

that way in your and my practice. There was a touch-

ing letter in Lancet just about a month ago that said

—

and it was about coronary bypass—the university experi-

ence is this; now let me tell you what our experience

is out of the community. It’s different, radically differ-

ent, which makes the cost-benefit analysis much dif-

ferent than that of the experts who are working in a

rarified academic setting. So the judgment we’re going

to have to make as a profession is. where is this new
technology to be used? Who can keep using it? And
which of us should not use it? Again, tough judgments,

but ones we need to get involved in.

Dr. Griner: I was very pleased to hear you comment
on the need for prospective monitoring of the introduc-

tion of new tests. This is not a reflection on the

laboratory per se, but rather an indication of how
testing has evolved. For many years laboratories have

been faced with tremendous and inordinate demands

and have been frantically attempting to accommodate

to these demands through the introduction of new test

modalities. It’s time that the laboratories, in conjunction

with technologists who are developing new modalities,

turn this around and begin to take the lead in certain

important areas, such as education of young physicians,

medical students, and attending physicians, vis a vis the

important properties of laboratory tests, such as

specificity, sensitivity, reproduceability, and the influence

of drugs upon these test results. In your hospitals,

clinical pharmacy committees recommend for or against

the introduction of new drugs to the pharmacy. Prob-

ably very few if any of these hospitals have a clinical

laboratory committee which does the same thing in

terms of the requests for the introduction of new tests.

We’ve just organized such a committee at our hospital

and I think it’s a move in the right direction.

'i' V
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B. J. is a 43-year-old housewife with a heart murmur
first heard at the age of 21 during an uncomplicated

pregnancy. She did well until 1973 when she first

noticed episodic substernal chest pain. This worsened

during the summer of 1975, and she was hospitalized

in August, 1975 for further evaluation. On physical

examination she had a grade 4/ 6 systolic ejection mur-

mur at the aortic area which radiated to the neck,

and a grade 1/6 decrescendo blowing diastolic murmur
at the left sternal edge. An echocardiogram showed

calcific aortic stenosis with a normal mitral valve.

Cardiac catheterization showed a 150 mm Hg gradient

across the aortic valve, a normally functioning left

ventricle, and normal coronary arteries.

Because of the severity of the aortic stenosis and

her chest pain she had an aortic valve replacement

with a #21 Bjork-Shiley tilting disc prosthesis. Her

post-operative echocardiogram (Fig. 1) shows the aortic

prosthesis to open and close normally. She was dis-

charged two weeks after operation taking Coumadin

and digoxin.

She did well until December, 1975 when a cervical

smear was reported as abnormal, so her Coumadin was
stopped for three days for a cervical biopsy. Two
weeks later she developed severe dyspnea both on

exertion and at rest, orthopnea, paroxysmal nocturnal

dyspnea, and ankle swelling. She had chest pain radiat-

ing to both arms with minimal exertion, but denied

chills, fever, night sweats or hemoptysis. She was re-

hospitalized and on admission had a BP of 90/56,

pulse of 88/min, respiratory rate of 24/min. The
positive physical findings included a raised jugular

venous pressure and a slowly rising carotid pulse. The
chest had moist bi-basilar rales. There was a palpable

thrill in the aortic area and a grade 4/6 systolic ejection

murmur which radiated to the carotids. There was

also a grade 2/6 decrescendo diastolic blowing murmur
at the left sternal edge. There were no audible

valve clicks. A repeat echocardiogram (Fig. 2) was

done, which demonstrated no opening or closing of the

aortic disc. On the basis of her physical findings, i.e.,

a new systolic and diastolic murmur, absent valve clicks

and congestive heart failure, as well as no disc motion

on the echocardiogram, she was taken to the operating

room for aortic prosthesis replacement. The prosthetic

valve was enclosed in a reddish-tan thrombus and the

disc was fixed in a semi-opened position. The valve

was replaced with another Bjork-Shiley prosthesis and

she was discharged home on the 14th post operative day.

An t-

'< it W4U
^

Fig. 2

Fig, 1

DISCUSSION

The thrombosis of a prosthetic aortic valve

is an acute, severe, life threatening event that

From the Department of Cardiology, Saint Thomas
Hospital, Nashville, Tenn. 37205.

is associated with pulmonary edema, angina

pectoris, and precipitous cardiac arrest. Because

of the very acute nature of this illness prompt

diagnosis is essential. Echocardiography has be-

come a valuable non-invasive tool in the diag-

nosis of aortic prosthesis malfunction, and in

(Continued on page 198)
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Plasma Renin Assays in the

Evaluation of Hypertension

At least 9 percent of North Americans are

hypertensive and approximately 10 percent have

surgically correctable causes. There is contro-

versy about what constitutes proper evaluation

of hypertensive patients in order to ( I ) identify

the group with curable lesions, and (2) predict

how aggressive medical antihypertensive manage-

ment ought to be.

The plasma renin assay has been shown to

be a useful screening procedure for distinguish-

ing essential hypertension from some forms of

secondary hypertension. Clinical data alone often

will not make the distinction. However, unless

the conditions of testing are carefully controlled,

the assay results cannot be interpreted. Besides

meticulous attention to the type and amount of

anticoagulant, sample preservation and transport,

the clinical circumstances at the time of sampling

require careful standardization. This can be diffi-

cult as well as expensive.

The most important factors regulating renin

secretion are renal perfusion pressure, sodium

delivery to the macula densa, and adrenergic

activity. Other factors capable of modifying renin

production are catecholamine release, extracel-

lular fluid volume, ADH, ACTH, and serum

sodium and potassium concentrations. Attempts

to standardize the influence of these factors have

followed three major approaches.

The first method imposes strict dietary and

physical activity controls and requires hospitali-

zation. Severe sodium restriction is an integral

part of the protocol. Plasma renin activity

measured under these defined circumstances is

the standard method against which the other

approaches are compared. Four days of hos-

pitalization are required and the patient must

be closely supervised by skilled supporting staff.

The second method allows the patient to be

ambulatory but not rigidly sodium restricted.

A valid interpretation of plasma renin activity

can be made if it is related to the 24 hour urinary

From Clinical Laboratories of Nashville, 2525 Park

Plaza, Nashville, Tenn. 37203.
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sodium excretion. Nomograms have been de-

vised to facilitate interpretation and good correla-

tion is obtained with the standard method, al-

though high sodium excretion rates render the

test less discriminatory for hyporeninemic states.

The third approach, seems to be gaining in

popularity because it is inexpensive, has high

patient acceptance, is easily performed, and

correlates extremely well with the standard

method. A sodium depleted state is induced by

orally administering 60 mg of furosemide to an

ambulatory, non sodium-restricted outpatient.

Five hours later, a blood sample is drawn for

the renin assay. The furosemide should be ad-

ministered in the morning. Wallach, et al. have

shown that the test results fall into four easily

distinguishable groups:

( 1 ) Extreme hyporeninemia, which strongly

suggests primary hyperaldosteronism.

(2) Hyperreninemia, which strongly suggests

renovascular disease.

(3) Moderate hyporeninemia, which suggests

suppressed renin hypertension or low

renin essential hypertension.

(4) Normoreninemia, which classifies the pa-

tient as essential hypertension provided

that pheochromocytoma and coarctation

have been ruled out.

The first three groups all require hospitaliza-

tion for confirmation by the standard method.

Each group also requires other second level test-

ing procedures for absolute confirmation. These

include aldosterone levels, split renal vein renin

assays, arteriography, plasma cortisols, etc. The

majority of hypertensive patients can safely avoid

tedious and expensive evaluation procedures if

they are found to be normoreninemic following

furosemide stimulation.

Joseph J. Sannella, M.D.

Medical Director
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A 27-year-old white male alcoholic with a history of

chronic pancreatitis, presented with abdominal pain and

massive upper gastrointestinal bleeding. Physical exami-

nation showed massive splenomegaly. Pertinent labora-

tory values included a normal serum bilirubin and

prothrombin time.

The patient’s work up included an upper GI series

(Figure 1) and a selective splenic arteriogram (Figure

2A & 2B). Barium esophagogram and hepatic

arteriogram, not shown here, were normal.

Which of the following diagnostic possibilities is

most likely?

Lymphoma
Menetrier’s disease

Cirrhosis

Splenic vein thrombosis

Answers on page 198.

Fig. 2A

From the Department of Diagnostic Radiology, Uni-

versity of Tennessee Center for the Health Sciences,

Memphis, Tenn. 38163.

Fig. 1

Fig. 2B

^ ^ ^

Dollars Today

—

—Doctors Tomorrow
American Medical Association

Education and Research Foundation
535 North Dearborn Street, Chicago 10, Illinois
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ANSWER TO X-RAY OF THE MONTH:
Splenic Vein Thrombosis

X-Ray Findings:

Taking into account all available information, the

lirst three choices may be eliminated. The normal

serum bilirubin, prothrombin time, absence of esopha-

geal varices, and normal hepatic arteriogram exclude

the diagnosis of cirrhosis. Lymphoma and Menetrier’s

disease, although often responsible for enlarged gastric

folds, may be eliminated if one realizes that the

widened, tortuous gastric folds in the fundus and body

of the stomach (Figure 1) are opacified in the venous

phase of the splenic arteriogram (Figure 2B) and

represent submucosal gastric varices. In addition the

enlarged spleen shows no signs of intrinsic parenchymal

infiltration (Figure 2A). Finally, figure 2B shows the

gastric varices draining by collateral coronary and

gastroepiplotic veins to fill the portal vein, thus in-

dicating hepato-petal flow. This plus the absence of

splenic vein opacification confirms the presence of

splenic vein thrombosis. This occurred secondary to

chronic pancreatitis, which in turn led to the formation

of gastric varices with resultant massive upper gastro-

intestinal bleeding. The latter was confirmed at laparo-

tomy and emergency splenectomy was followed by

permanent cessation of bleeding.

Discussion

The most common presenting symptom of

splenic vein thrombosis is upper gastrointestinal

bleeding, for which splenectomy is usually cura-

tive. Although splenic vein thrombosis as a cause

of gastric varices with secondary hemorrhage is

uncommon, it is being diagnosed more commonly

with the increasing use of abdominal angiog-

raphy in evaluation of gastrointestinal bleeding.

Beeause of the numerous possible causes of

upper GI bleeding (peptic ulcer disease, hemor-

rhagic gastritis, Mallory-Weiss syndrome, and

varices due to cirrhosis with portal hypertension),

the diagnosis of gastric varices secondary to

splenic vein thrombosis depends on a high index

*

EKG—
(Continued from page 194)

this case was used in lieu of cardiac catheteri-

zation. The diagnostic feature of disc thrombosis

is the absence of opening of the poppet in the

aortie root. In Figure 1 the disc can be seen

as an echo dense structure in the central aorta

during systole. In Figure 2 there is only a central

echo dense line in the aortic root which represents

the thrombosed disc and the sewing ring of the

prosthesis, with no opening motion. When a pa-

tient with an aortic prosthesis presents with con-
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of suspicion with angiographic confirmation.

Numerous etiologies of splenic vein throm-

bosis with its attendant segmental splenic bed

hypertension have been described and include

pseudocysts, carcinoma of the panereas, blood

dyscrasias, primary or metastatic retroperitoneal

tumors, and chronic pancreatitis. In chronic

pancreatitis other splenic vein abnormalities may
be demonstrable including reversible or perma-

nent irregularity and stenosis, “non function,”

in which the vein is patent but cannot be

visualized due to compression and true venous

occlusion. Compression with obliteration is

characteristic of acute and acute relapsing

pancreatitis, whereas occlusion is seen mostly

with chronic pancreatitis. Whichever of the

above three findings are present, collaterals and

gastric varices may be seen to varying degrees.

Randall L. Scott, M.D.
Elliot H. Himmelfarb, M.D.
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gestive heart failure, a new systolic and diastolic

murmur, and no disc movement on echocardio-

gram, he should be moved to the operating room
without delay for aortic prosthesis replacement.

FINAL DIAGNOSIS: Thrombosed aortic valve

prosthesis.

Rand T. Frederiksen, M.D.
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The Hypertension of Cushing’s Syndrome

The finding of centripetal obesity, hirsutism,

diabetes, weakness and protein wasting in a

hypertensive patient suggests the presence of

excessive production of the adrenocortical hor-

mone cortisol. This constellation of symptoms

is called Cushing’s syndrome. Cortisol produc-

tion by the adrenal glands is normally stimulated

by adrenocorticotropic hormone (ACTH) pro-

duced by the pituitary gland. A negative feed-

back system exists between plasma levels of

cortisol and ACTH such that falling levels of

plasma cortisol result in the release of ACTH
from the pituitary causing a stimulation of cortisol

production by the adrenal. As the level of cortisol

rises the release of ACTH from the pituitary

is diminished. ACTH release, and hence plasma

cortisol levels, are highest in the early morning

hours (4 a.m.-lO a.m.) and lowest at night

(8 p.m.). This diurnal rhythm in cortisol se-

cretion is characteristic of the normal state but

is lost in patients with Cushing’s syndrome.

Cushing’s syndrome may be cause by primary

adrenal disease, such as a tumor (either adenoma

or carcinoma), or may be secondary to over-

production of ACTH by either the pituitary

gland (called Cushing’s disease) or the produc-

tion of ACTH-like polypeptides by nonendocrine

tumors such as carcinoma of the lung. In both

instances, it is the production of excessive

cortisol by the adrenal which results in Cushing’s

syndrome.

The diagnosis of Cushing’s syndrome once

suspected on clinical grounds may be confirmed

by demonstrating elevated urinary and serum

adrenal hormones and alterations in the normal

physiology of the adrenal-pituitary axis. The

administration of a synthetic cortisol-like hor-

mone, dexamethasone, 0.5 mg q 6 hr for 48

hours will suppress pituitary ACTH in normal

subjects and result in a decreased excretion of

urinary and plasma hormones. However, in pa-

tients with Cushing’s syndrome, there is no de-

crease in these measurements.

Another helpful test to differentiate the vari-

From the Hypertension Center, Vanderbilt University

Hospital, Nashville, Tenn. 37232.

ous types of Cushing’s syndrome is the ACTH
stimulation test which involves administration of

intravenous ACTH 40-50 units over 8 hours.

Normal subjects’ adrenals will double their ex-

cretion of urinary hormones while patients with

Cushing’s disease due to ACTH excess will at

least triple their levels of urinary hormone ex-

cretion and exhibit prolonged excess excretion

for 2-3 days following ACTH stimulation. Pa-

tients with adrenal carcinoma will be unresponsive

to ACTH stimulation and only half of the patients

with adrenal adenomas will respond to ACTH
administration.

Metopirone, an inhibitor of adrenal llf3-hy-

droxylation may also be used to help differentiate

patients with primary adrenal Cushing’s syn-

drome from those with ACTH overproduction.

Patients with pituitary ACTH excess respond to

metopirone by increasing their excretion of uri-

nary 17-OH corticosteroids while patients with

adrenal tumors (both adenoma and carcinoma)

have either no response or a slight fall in urinary

steroid excretion.

Although Cushing’s syndrome is only rarely

seen in a hypertensive population, about 3/4 of

patients with Cushing’s syndrome are hyperten-

sive. Although the excess production of adre-

nal mineralocort-icoids is present in patients

with Cushing’s syndrome, especially those with

adrenal carcinoma, peripheral renin activity is

rarely suppressed in patients with Cushing’s syn-

drome, Recently, it has been suggested that

excess production of cortisol causes a stimula-

tion of renin substrate by the liver. This per-

haps accounts for normal or high renin levels in

patients with adrenal overactivity. The vasode-

pressor response of certain patients with Cush-

ing’s syndrome to the angiotensin II antagonist,

Saralasin, strengthens the argument that the

renin system may be somehow involved in this

form of hypertension.

Treatment of pituitary ACTH excess states

can be accomplished either by heavy particle

(proton beam) irradiation or by trans-sphenoidal

hypophysectomy. Adrenal tumors should be ap-

proached surgically. In the presence of wide-

spread metastatic disease, patients with adreno-

cortical carcinoma may be benefited by palliative
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chemotherapy with OP’DDD (an insecticide

which destroys functioning adrenal tissue). Pa-

tients with nonpituitary ACTH excess (ectopic

ACTH syndrome ) may respond to palliative

therapy with surgery, radiation or chemotherapy.

John W. Hollifield, M.D.

Treatment of Thyrotoxicosis with

Sympatholytic Drugs

It has long been known that many of the signs

and symptoms induced by excessive activity of

the sympathetic nervous system simulate the

signs and symptoms of hyperthyroidism. In 1941

and later in 1956 sympathetic blockade with

spinal anesthesia was used in hyperthyroid indi-

viduals to reduce the adrenergic activity of the

sympathetic nervous system and thereby amelio-

rate the symptoms of hyperthyroidism. These

observations led to the use of reserpine in 1957

as therapy for hyperthyroidism. While the cen-

tral sedative action and reduction of the pulse

rate are desirable effects in the hyperthyroid

individual, reserpine may induce such undesirable

side effects as depression, weakness, flushing and

diarrhea. Guanethidine, another sympatholytic

has been helpful in reducing lid retraction but

occasionally produces significant postural hypo-

tension. Both reserpine and guanethidine inter-

fere with synthesis and release of catecholamines

at the nerve endings. Both have a slow onset

and long duration of action and this together

with a significant untoward effects of these drugs

resulted in their diminished use in hyperthy-

roidism.

Propanolol, a sympatholytic drug that works

by beta adrenergic blockade, has a short rapid

action and has been very effective in ameliorating

many of the symptoms of hyperthyroidism. Al-

though propanolol may induce acute heart failure

(presumably by reducing the force of myocardial

contraction and reducing the cardiac output),

may augment the severity of an asthmatic attack,

and may potentiate a hypoglycemic reaction, its

untoward effects generally have been fewer in

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital. Nashville, Tenn. 37203.

200

number than are seen with reserpine or guane-

thidine therapy. For all of these reasons it has

gradually supplanted the other sympatholytic

drugs in the treatment of thyrotoxicosis.

Since it was suggested by Pimstone that pro-

panolol alone might be effective in the manage-

ment of thyrotoxicosis, this hypothesis was re-

cently tested.^ Of twelve patients with uncompli-

cated diffuse toxic goiter treated with propanolol,

ten ultimately required or surgery to defin-

itively control the thyrotoxicosis. In this series

the cardiac function, as measured by systolic

time intervals, and the laboratory tests of thyroid

function (T3 RIA, T4, PBI, Uptake) generally

did not return all the way to normal despite some

clinical improvement while on propanolol. Sev-

eral other less definitive articles support the con-

tention that propanolol, though helpful as an ad-

junctive form of therapy in hyperthyroidism, is

not adequate as primary therapy in thyrotoxicosis.

Its use in the management of thyroid storm

with intravenous administration of 2.0 milligrams

has been markedly successful and its use during

pregnancy has also been successful. Average

doses range from 10 to 80 milligrams QID.

A comparison between the use of propanolol

and propylthiouracil for adjunctive therapy for

hyperthyroidism while waiting for to exert

its full effect would be of great interest. Because

of the rapid effect of propanolol (particularly if

given intravenously) and because of fewer drug

reactions, propanolol may well supplement or

supplant propylthiouracil as an adjunctive form

of therapy for thyrotoxicosis.
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Black Birds and Histoplasmosis

For the past several months, the presence of

large numbers of black birds in some areas of

Tennessee has generated discussion as to whether

or not the birds are a health hazard. Eventually,

in any discussion of the “black bird problem,”

the disease histoplasmosis is mentioned. Un-

fortunately, this disease, its frequency, cause and

effects, are often misunderstood.

History

Because it was discovered in the Panama
Canal Zone histoplasmosis was earlier called a

tropical disease. A young pathologist, Samuel

Taylor Darling, spotted some strange oval or-

ganisms in 1905 while performing an autopsy

on a person who had supposedly died of tuber-

culosis. He mistook them for protozoa and

called them Histoplasma Capsulatiim naming

the disease they cause, “histoplasmosis.”

For many years histoplasmosis was considered

a rare disease. It remained a mystery until 1934,

when Dr. Edna Tompkins of Vanderbilt dem-

onstrated a morphologically similar organism in

peripheral blood phagocytes obtained from an

infant dying of an unknown febrile illness. This

provided the first diagnosis of histoplasmosis in

a living patient.

In the mid-1930’s. Dr. R. S. Gass, then Di-

rector of Tuberculosis Control for the Tennessee

Department of Public Health, in the process

of reading thousands of x-rays for tuberculosis

realized that a high proportion of x-rays of

persons with negative tuberculin tests often

showed calcium deposits considered typical of

healed tuberculosis. This led Dr. Gass to ques-

tion whether some other organism or condition

could cause this phenomenon.

The 1937 Williamson County Tuberculosis

study was a logical place to pursue investigation

of the phenomenon. It bore out Dr. Gass’

earlier observations, revealing that calcified pul-

monary lesions were present in negative reactors

to tuberculin just as frequently as in positive

reactors. The work of Dr. Gass was published in

1938 in The American Review of Tuberculosis.

The next major breakthrough came after Dr.

Amos Christie came to Vanderbilt in 1943 as

Professor of Pediatrics. Noting the similarity to

coccidiomycosis, with which he had become fa-

miliar in California, Dr. Christie and his asso-

ciate, Dr. J. C. Peterson, skin-tested 180 people

with a series of antigens including an extract

called histoplasmin, which produced a high fre-

quency of positive reactions in patients with

pulmonary calcification and negative tuberculin

tests. This was the big lead from which the

epidemiology of histoplasmosis has been worked

out.

Cause and Spread

The parasitic fungus which causes histoplas-

mosis grows in the soil, particularly in soil which

has been enriched by chicken, bird or other fowl

droppings, hence the relationship of histoplas-

mosis to “the black bird problem.” Humans be-

come infected with histoplasmosis by inhaling

spores of the fungus released into the air,

usually after the soil near the roost site is

disturbed. Histoplasma capsiilatum grows best

under damp, humid conditions. Tennessee,

Kentucky, Missouri and Arkansas, and to a

lesser extent other surrounding States in the

Ohio-Mississippi Valley, have been known for

many years to have high levels of endemically

occurring infection.

The organism has been isolated from soil often

enough to prove that soil is the natural reservoir

of the fungus. The birds are not themselves

infected and in the strictest sense do not carry

the disease. There is no indication that histo-

plasmosis is transmitted directly from person

to person or from animal to man.

Health Hazard of Bird Roosts

Since publicity in recent months has suggested

a relationship between “the black bird problem”

and histoplasmosis, the Tennessee Department

of Public Health has repeatedly been requested

to provide information concerning the bird roosts

as possible health hazards. There has been ample

documentation in the medical literature over the

past several years of the occurrence of small

epidemics of histoplasmosis in other states, usual-

ly with lower endemic rates of infection as

manifest by lower skin sensitivity rates to Histo-
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plasma. These outbreaks occurred in individuals

exposed to the inhalation of Histoplasma spores,

usually in dust created by the disruption for one

reason or another of sites where there have been

large roosts of starlings, grackles, black birds

and other fowl.

Since it is known that bird excreta in some

way enhances the growth of naturally occurring

The Paramedical Professional

More than any branch of medicine, psychiatry

has made use of the paramedical professional.

The development of out-patient clinics for chil-

dren and adults in the early years of this century

and the growth of the community mental health

center system over the past twelve years dem-

onstrate how the well-trained paramedical pro-

fessional may serve as a valuable member of a

psychodiagnostic team.

The competent psychologist, social worker,

psychiatric nurse, and mental health chaplain are

performing important roles as psychotherapists

in evaluating patients in group, family, individual,

and couple therapies, as competent members of

treatment planning teams, and in many other

areas of clinical mental health care.

In the field of services for the mentally re-

tarded, the paramedical professional has been

even more useful. The mentally retarded indi-

vidual is not ill but is a person with deficient

mental and intellectual capacities, and he re-

quires training and habilitation. Approximately

three percent of the population of the United

States can be so classified. To consider training

enough physicians, pediatricians, and psychiatrists

to provide all of the required treatment, train-

ing, and habilitation services is not realistic. Para-

medical specialists can provide some of these

services just as efficiently and more economically.

Our physicians, who have worked closely with

paramedical professionals in our institutions and

community centers, are vocally affirmative about

their contributions. On the other hand, phy-

sicians who have not enjoyed such experiences

may view them with suspicion, apprehension, and

fear. To many it seems contrary to the prin-

ciples instilled in them during training and

throughout their professional lives.
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Histoplasma organisms in our Tennessee soil, it

would be reasonable to expect these roost sites

to lead to the presence of abundant numbers

of organisms.

The Department of Public Health feels there-

fore that the spores will pose an additional public

health problem if the soil in the roost areas is

ever disturbed.

It is important to remember that in having

the paramedical professional work in areas of

mental health and mental retardation service we

do not want to erode medical practice nor do

we wish non-medical professionals to assume

medical duties. Indeed, in most instances non-

medical professionals do not wish to be placed

in purely medical roles. I know of no instance

where a non-medical professional has sought to

prescribe medication, hold full medical responsi-

bility for a patient in a hospital, make medical

diagnoses, or perform any other function in

violation of the Medical Practice Act or which

would be considered medical practice. This obvi-

ously suggests that psychotherapy as we know it

today should not be considered exclusively medi-

cal practice. I realize that some psychiatrists con-

sider this debatable, but I am certain that through-

out the country the majority of professionals,

including psychiatrists, share this view.

I am aware that in many instances throughout

the country, and in Tennessee, community mental

health and mental retardation programs are not

adequately staffed with qualified medical per-

sonnel. In every instance, I can assure you that

the problem is one of lack of availability of

appropriate medical staff and, in some cases,

of economic restrictions. Our goal certainly is

to attain adequate medical staff, and we are

making progress.

I would hope that physicians in private prac-

tice in Tennessee, especially psychiatrists and

pediatricians, will be willing to provide, either

voluntarily or as a part-time or full-time staff

member, the kind and quality of medical super-

vision and expertise which these programs re-

quire. The physician and the program will gain

much from this kind of association.

Harold W. Jordan, M.D.
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J. Kelley Avery
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Dear Colleague,

How does it feel to be last! That is where you are as a member of the

Tennessee Medical Association in the extent to which you have been asked

to contribute financially to the needs of this Association. We are not only

last in the southeastern states, but we are now last in the nation. Your

Board of Trustees has worked diligently through a special committee to

establish certain long-range plans and goals which we believe will require at

this time in our history an increase in dues of about $30.00 per year. I

feel that this amount of money (less than $3.00 a month) will be pledged

willingly by the members of this Association because in the past two or three

years all of us have had the opportunity to see how desperately we need a

solid, well-funded Association to represent our interest. To be sure, all of

us do not agree with all of the actions of our representative Association.

I am sure that all of us do not agree with every action of our church, but

I certainly hope that none of us will deny himself the opportunity of

worship because he disagrees with something that his church is doing.

At the meeting of our Association next month, the House of Delegates

will be asked to approve this dues increase. The necessity for the increase

will be carefully documented before your House of Delegates. It appears

to me, and I am certain you share this feeling, that it is absolutely amazing

that at this point in our history, we do not need more than the $30.00

increase per year. Many, many states have had to increase their dues far

more than we are going to increase ours just to stay even in their services

to their association. What we are projecting is that this very modest dues

increase will not only allow us to stay even in our services to our member-

ship, but will allow us to make plans for important improvements in

services and communications with our membership.

If we are to continue the very active role we have assumed with the

Legislature of our state, the National Congress, various state agencies, our

efforts of continuing education, increasingly active peer review, and, certainly

not last, day-by-day surveillance and guidance over our latest venture, the

State Volunteer Mutual Insurance Company, we simply must have this

amount of dues increase. I know that you can be counted on to understand

this need, and I think you in advance for your affirmative vote of confidence

in your House of Delegates, your Board of Trustees, and your Executive

leadership.

Yours very sincerely.

PRESIDENT
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Opitate of the Masses

Rulers and others in power are always cast-

ing about for ways to make their position more

secure, so that the doctrine of the “divine right

of kings” adopted by the Holy Roman Empire

and its successors should have surprised no one.

It was not an original doctrine, the Roman
emperors always having considered themselves

divinely ordained, but Diocletian near the end

of the first century a.d. decreed that the emperor

was a god and must be worshipped as such.

The clergy in Tsarist Russia, as good tools of

the ruling class, used this doctrine to keep the

peasants in line, which inspired Lenin to make
his famous declaration that religion is the opiate

of the masses. Taken in context, it was. To
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quote a well-worn phrase, one man’s meat is

another man’s poison. Religion has fallen from

popular favor now, but just because it does not

function as the opiate it once was does not

mean no opiate exists.

A clever ruler always gives his people some-

thing pleasant (or perhaps diverting is a better

word) to occupy their minds so that they will

not fret themselves with the more pressing (and

important) issues. Rome, for instance, had all

sorts of problems. The city was overcrowded,

incomes were low, most of the wealth was in

the hands of a few, and the government was

exceedingly corrupt. So the emperors began to

put on lavish games in the colosseum and else-

where, and carnivals, which became progressively

more bawdy and immoral, Vv^ere going on most

of the time. As their proper spiritual descendents,

we watch modem gladiators fight in our own
colosseums over the “oblate spheroid.” And we
can do it without even leaving the comfort of

our own living rooms. There are differences, but

the similarities are more apparent.

The symposium in this issue of the Journal

refers to the periodic physical examination as

the “opiate of the masses.” The concept was

never developed by the panelists, so I am not

sure precisely what the program planners had in

mind, but I can see at least two directions this

line of reasoning could take.

The first is the more obvious, but probably

by far the less significant. The major questions

addressed by the panelists were: 1) what should

this examination include, and 2) is it worth the

cost and effort? We now have technical capa-

bilities which far surpass any practical use, and

many procedures are carried out just because

they are there. If every adult over 40 received a

complete annual physical examination, as some

have suggested, it would require almost all of the

time of all our doctors, and most of our gross

national product to pay for it. There would be

no time, money, or facilities to care for the sick.

It is simply not economically feasible to test

everybody for everything, and the panelists gen-

erally agreed that a lot of discrimination must

be exercised, with specific procedures done on

selected populations at risk.

In spite of all of our good words and inten-

tions, though, more examinations and testing

than necessary for adequate medical care and

preventive medicine are going to continue to be

done for two reasons. First, the public demands

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



it. After having had the concept pushed on

them for a number of years they have become

convinced they deserve it. More and more, large

companies are offering periodic physicals as a

fringe benefit. There is a lot of reassurance in

a negative examination, even though an oc-

casional person will drop dead on the side-

walk outside the doctor’s office. In this sense,

it is an opiate, and I think this is the sense in

which the symposium’s planners used it. Sec-

ondly, our national penchant for overkill is going

to be exerted as a part of defensive medical

practice by doctors running scared, and in this

sense it is an opiate for us. A lawyer who has

had a lot of malpractice experience recently

said in my hearing that if he were a doctor, he

would test every patient he saw for everything

he could think of every time he saw him, and

the hell with the cost. With that kind of impetus,

cost containment is going to be difficult.

But there is another more dangerous sense

in which this is the opiate of the masses, and

here the periodic examination is only a part of

the pill. The whole matter of health care has

been brought by certain of our national leaders,

notably Senators Kennedy and Nelson, to a stage

near national hysteria. The public has become

convinced that health care—total health care,

cradle to grave, everything included—is a right,

regardless of what they themselves do to their

bodies in between. It is becoming an opiate in

the same sense that the Roman carnival was

—

it keeps people’s minds off other things. Instead

of saving our people, it may go a long way

toward destroying us all. It has led, for example,

to the expectation that every illness will be

miraculously cured, and inevitable failures lead

in many instances to malpractice suits. Pre-

occupation with this situation has greatly diluted

the potential for medical care, as doctors have to

spend more and more of their time in sorting out

administrative tangles, and in the practice of

defensive medicine.

Some important points were brought out in

the symposium, and there is a great deal of food

for thought in the papers and subsequent panel

discussion. But the matter of whether or not

to do annual physicals, health screening profiles,

and so on is not likely to be solved on any

rational basis as long as the public mind is

deliberately diverted into irrational pathways by

a leadership motivated solely by political con-

siderations.

The public health, along with our school

children, can be considered a political casualty.

J.B.T.

A Cup of Cold Water

Whosoever shall give to drink unto one of

these little ones a cup of cold water only

in the name of a disciple . . . shall in no

wise lose his reward.

Matthew 10:42

On January 17 the following news item,

printed here in its entirety, appeared in a Nash-

ville newspaper: “Dr. Albert Schweitzer, phy-

sician-philosopher, died a little over 10 years

ago. This month the hospital which he founded

in 1913 in Lamberene, Gabon, will close because

of insufficient funds.”

I was about to opine that obituaries seldom tell

us much, but I realized that this was even briefer

than that, more an epitaph. Yet sometimes

words do fail. Physician-philosopher? How do

you describe in two words an intellectual giant

who had an established reputation as a theologian

before he went to medical school, who became

one of this century’s foremost interpreters of

the organ music of Bach and an acknowledged

master of the instrument, who at the age of 30

took up another career only to lose himself to

the world in what was then called the “dark

continent,” and who was controversial in every-

thing he did? How do you characterize him to a

generation coming up who does not know of

this great humanitarian who at the age of 90

still labored daily in the hospital he founded

over a half-century earlier?

And what about that hospital, where year

after year Schweitzer endured the hostile climate

of French Equatorial Africa without a break,

acting as physician, surgeon, pharmacist, builder,

maintenance man and fund-raiser? By the time

of Schweitzer’s death the hospital consisted of

75 buildings, most designed by him and some

actually built by his own hands, where between

1924 and 1965 125,000 new patients had been

treated, including 19,872 who had surgical pro-

cedures. Because sickness in Africa is a family

affair, with the whole family of the sick person

often in attendance, out of deference to the

patients, who felt more comfortable and seemed

to do better in a homelike environment, there

was no modem plumbing, and no electricity

except in the operating room. Schweitzer was

criticized for this lack of modern facilities by

many in Europe and Africa, both white and
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black, but he never wavered from what he

thought was right. After his death, under the

administration of his daughter, electricity, running

water, and modern plumbing were installed, and

hnally, in January, 1975, celebrating the 100th

anniversary of Albert Schweitzer’s birth, the

cornerstone was laid for a new six million dollar

hospital in Lambarene.

The entire issue of this Journal, let alone a

brief editorial, would be insufficient even to

begin to do justice to Albert Schweitzer and

his work, but further approbation is unnecessary.

Honor was piled on honor between the end of

World War II and the time of his death. He

became a world celebrity. The Goethe Award

brought him to America in 1949. He received

the Nobel Peace Prize in 1953, and was presented

the Order of Merit by Queen Elizabeth II of

England in 1955. He spent every penny he

earned on his hospital, particularly the new leper

colony he had been planning since the war.

It has been said by many that he threw his

life away, that his medicine was archaic, that

he himself was an anachronism. Others have

been critical of his interpretation of Bach’s music

and still others have disagreed with his theology.

About the last two subjects I cannot comment.

About the first I shall say only that it was his

cup of cold water. This editorial, though, is only

incidentally about Albert Schweitzer. More im-

portantly, it is about us.

The whole world is sick and hungry, either

physically or spiritually or both, and so it appalls

me that some of our collegues are seeing fit to

withhold their services—strike—for money,

putting their art on the level with the craft of

plumbers and automobile workers and garbage

collectors and bus drivers, and so on. I am not

suggesting that there is anything inferior about

people who engage in those trades. But I am
suggesting—no, I am categorically stating—that

there are those who have no right to strike, re-

gardless of their financial lot. Among them are

doctors, but along with us are nurses, hospital

workers of all kinds, firemen, law enforcement

officers, food handlers and teachers—in short,

all in the public service, all of whom voluntarily

entered into it. Even though it may be legal for

us to strike, it is still immoral and unconscion-

able. It should be illegal as well.

It is one thing to have your commode over-

flow, or not to be able to watch the Super Bowl.

It is quite another to have your house burn
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down around you and to have thieves and

robbers roam the streets unchecked. And it is

yet another to die just because some member

of one of the highest paid segments of society

in the world chose to sit this one out. I don’t

feel myself to be particularly sensitive in pre-

dicting that the public will not stand for it. What

bothers me is that the medical profession itself

will stand for it. If we do, it is my humble, and

perhaps lonely, opinion that we will deserve what

we get. At a time when we need and are seek-

ing public support, striking seems to me an odd

way to go about getting it.

Perhaps we cannot keep Schweitzer Hospital

open, or prevent death from starvation in

Bangladesh, Ethiopia or India (did you know,

though, that $12 will feed a family of four there

for a month?), or provide care in the ghettos,

even in Memphis or Nashville. We can, indi-

vidually and collectively, do only so much, but

however much that is, we need to do it cheer-

fully and without faltering.

So far, the strikes all seem far away, but they

are spreading. I just hope no cup of cold water

will be poured out on Tennessee ground.

J.B.T.

The Spectre at the Feast

The spectacle of young well trained athletes

competing internationally in the beauty of Al-

pine winter settings is grand indeed. One sees

generally an attitude of sportsmanship and cama-

raderie, and is enchanted by the grace of the

figure skaters, the daring skill of the downhill

skiers, and the endurance of the speed skaters

and cross country skiers. The miracle of color

TV has brought all this into our living rooms,

and as we sit back and watch we can easily

be lulled into the soothing comfort of feeling

that this is reality, that all men are brothers,

and that all our problems, national and inter-

national, could be as easily worked out. Perhaps

so.

In writing about World War II, novelist James

Jones, who had extensive combat service and

was wounded at Guadalcanal, said, “War is quite

a romantic subject, provided it is not staring you

in the face.” The Olympic Games are the climax

of years of intensive training and sacrifice on

the part of thousands of young athletes, many
of whom have quite literally given up their youth,

often being injured in the process, sometimes

permanently crippled, just for those few fleeting
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moments. For every one who wins a medal

there are dozens who do not, and hundreds who
in spite of equal devotion never make it to the

games at all.

There is, of course, disappointment in losing

but not everyone can win. The satisfaction for

the rest must be in having done his best. Rosi

Mittermaier, winner of the gold medal in the

women’s downhill ski race, experienced ten years

of defeat before her big moment. The winner

of the silver medal, when asked if she made any

mistakes, simply said, “No, I did my best. Rosi

was just better.”

In the best of all possible worlds, all our inter-

national problems could be as easily worked

out, if you can call that easy. But in the real

world, even in sports competition poor sports-

manship, greed, avarice, and jealousy abound,

and try as they will, and they obviously do, the

camera crews are not always successful in cov-

ering it up. Nationalism and team spirit, not

to mention individual competitiveness, are some-

times carried to extremes, and competitiveness

becomes combativeness, resulting in small scale

warfare. So we are presented a picture of human
nature at its idealized best, with occasional

glimpses of its pragmatic and utilitarian worst,

in color, with the words and impressions of those

who are there. We who are not there are in-

volved only to the extent we wish to be, and

so instead of the reality we have a parody of

life.

When questioned about some of his unilateral

conciliatory actions in the SALT Conferences,

Henry Kissinger is said to have replied that he

realized the situation was not ideal, but that the

American people lack the toughness of mind and

willingness to sacrifice necessary to face the

possible consequences of a tough foreign policy.

He based his opinion on the way in which we
at home folded during the Viet Nam War. Our
leaders have consistently sold out our friends

and those who have depended on us, most re-

cently South Africa in their bid to save Angola
from blatant Communist take-over. Daniel

Patrick Moynihan fell into disfavor as our

Ambassador to the United Nations for saying

some things which desperately needed saying.

In the most recent issue of Medical Economics

there is an article by a physician in Clarksdale,

Mississippi entitled “To Hell With All Those

Laws—Let’s Be Good Doctors!” Without be-

laboring the issues involved in the first part of

the title, I must say a loud “Amen!” to his thesis

that we are spending so much time in being

sure our tracks are covered that we are in

danger of forgetting we are doctors, and all that

title implies in terms of public service.

There is no question that we are caught in a

bind. But if we spend our time worrying about

our professionalism, we will surely lose it. To
maintain our leadership is going to require that

we be first of all good doctors, even though the

voices in Washington proclaim we are not. The

counter claim that we are will not suffice. Failure

to face the issues squarely, and to become in-

volved in the decision-making process, (and

striking is one way of not facing the issues)

is, as much as I dislike the term, a cop-out.

Those who are unwilling to face the issues,

like those who would abandon our friends at

the international level, though a minority, and

probably a small one, at that, are often loud

and articulate, while the majority of us tend

to suffer along in silence, going about our work

and being good doctors, or good whatever else.

But if our leaders never hear our voices, but

only the voices of that minority, can we then

blame them when they act as they do?

This may seem like a long way ’round from

Innsbruck. But winning, whether on the ice rink,

the ski slopes, or in our own arena in the fight

to maintain our professionalism, requires first

the decision that winning is worth the cost. If

we decide it is, pursuing it is going to take com-
mitment and toughness of mind, and it cannot

be attained in the TV-glow of uninvolvement.

The handwriting is on the wall.

J.B.T.

for Chaos

A week or so ago I was handed a copy of

The Freedom Writer, a mimeographed publica-

tion of four to six letter-sized pages issued peri-

odically by the Vanderbilt Chapter of Young
Americans for Freedom. The back page was given

over to an intriguing article, reprinted in our

Viewing Box, entitled for Chaos: National

Health Insurance.” It was intriguing not only

because of its content but also because of its

situation and the combination of the two. It is

gratifying to find there are students of such

persuasion around today.

Correspondence with the editor of The Free-

dom Writer revealed that the article was re-

printed from a pamphlet distributed by the
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United States Industrial Council. With permis-

sion from the Council for reprinting in the

Journal came the information that the pamphlet

is available from them in quantity at small cost,

that it is selling like hotcakes nationwide, and

that the Louisiana Medical Society has just

distributed it to its entire membership. I pass

it on to you, with the observation that it might

be worthwhile information for your patients as

an antidote for some of the noxious vapors being

wafted their way from Washington via the news

media.

J.B.T.

Author’s Query

I am preparing a bibliography of the history of

medicine in Tennessee. I am particularly interested

in unpublished materials on folk medical practices,

18th and 19th century medical care in the State, early

medical schools, memoirs of Tennessee physicians, and

public health and hygiene.

Would the readers of the Journal of the Tennessee

Medical Association having such items in their private

possession kindly give me an opportunity to view them?

James M, Smith

105 Thirty-third Avenue, South

Nashville, Tennessee 37212

note# on
hMofy

HIGHLIGHTS OF 200 YEARS OF
AMERICAN MEDICINE—NO. 1

American Medicine in 1776 was
Simple and Primitive

Medical care in the American colonies in 1776 was
a crude and primitive affair compared to today’s highly

developed health care system. In fact, for many Ameri-
cans, there just weren’t any doctors at all, and home
medicine was the only answer. Most of the nation

lived in remote rural areas. The crisis was over

—

the patient either survived or died—before the doctor

could arrive on horseback.

Prepared by the American Medical Association.
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If you did find a doctor, his knowledge and his

tools and medicines were scant indeed compared to

today’s sophisticated and scientific medicine. The
doctor likely had never attended medical school and

had no license to practice medicine. He didn’t know
what caused most diseases and he didn’t really know
how to treat them.

The doctor’s answer to disease in those days was
likely to be to open a vein in the wrist and draw
off a pint or two of blood ... or to dose with a

very strong emetic to induce vomiting, or with a strong

purgative to cleanse the bowels. Often the treatment

did more harm than good.

The doctor didn’t know about germs and how to

prevent infection. Pasteur and Lister were still far in

the future. He did know that inoculation against

smallpox gave protection, and the Continental Army
was well protected against this scourge. The doctor had

—sometimes—a few items to relieve pain—alcohol,

opium, laudanum.

There were about as many doctors for the popula-

tion two hundred years ago as there are today—one

to 600. At the time of the Revolution there were around

3,500 fairly legitimate medical practitioners in the

thirteen colonies. Less than four hundred of these

possessed medical degrees. Most had been trained

under the apprentice system. A very few were products

of European medical schools, or one of the two new
American schools.

In colonial times, the aspiring physician apprenticed

himself to an older doctor, served several years, and

received from his mentor a certificate certifying his

competence to practice medicine. Surgery consisted

largely of amputations of injured arms and legs. Many
of the patients died of infection and loss of blood.

The doctor had to get by without most of today’s

common medical tools—clinical thermometer, stetho-

scope, hypodermic syringe.

Colonial physicians used a variety of drugs when
they could get them, such as “Jesuit’s Bark,” (quinine)

for fevers, and they drew heavily on the native plants

and shrubs. Knowledge of therapeutic plants, gained

through generations of experimentation, was consider-

able, and could aid in relieving pain and in curing

some diseases.

Fevers, smallpox and dysentery caused much of the

illness. Life expectancy was short and the degenerative

diseases of advancing years were a minor health prob-

lem for most Americans in 1776. Dirt and poorly

cooked food and drink made dysentery a common
health problem in the Continental Army. Influenza

and pneumonia were common, thriving on poor venti-

lation, crowded conditions, dirt and poor diet.

Despite their handicaps, American doctors did the

best they could and their very presence was a great

help to many sick individuals. The doctor was a

prominent man in his community, and several were

among the signers of the Declaration of Independence:

Josiah Bartlett of New Hampshire; Lyman Hall of

Georgia; Benjamin Rush of Pennsylvania; Matthew
Thornton of New Hampshire; and Oliver Wolcott of

Connecticut. Others were members of the Continental

or United States Congresses.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



pfoofom/ cind new/ of
fneclkcil /ocidie/

BERRYHILL. G. H„ age 78. Died January 10, 1976.

Graduate of Vanderbilt Medical School. Member of

Consolidated Medical Assembly of West Termessee.

BOWMAN, THOMAS, age 77. Died January 9, 1976.

Graduate of University of Tennessee Medical School.

Member of Roane-Anderson County Medical Society.

DURHAM, C. LYLE, JR., age 36. Died January 26,

1976. Graduate of University of Tennessee Medical

School. Member of Consolidated Medical Assembly
of West Tennessee.

GIBBS, OWEN S., age 77. Died February 2, 1976.

Graduate of the University of Edinburgh.

HENSLEY, WILLIAM A., JR., age 54. Died January

17, 1976. Graduate of Vanderbilt University School

of Medicine. Member of Putnam County Medical

Society.

KARR, DAVID BERNARD. Died January 7, 1976.

Graduate of University of Tennessee and Jefferson

Medical College, Philadelphia. Member of Chatta-

nooga-Hamilton County Medical Society.

new fflcmbcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association:

KNOXVILLE ACADEMY OF MEDICINE
Gene V. Aaby, M.D., Knoxville

James C. Britt, M.D., Knoxville

Coy Freeman, M.D., Knoxville

John R. Gonzalez, M.D., Knoxville

Richard B. Karsh, M.D., Knoxville

Thomas P. Lynch, M.D., Knoxville

Robert L. Sain, M.D., Knoxville

John R. Semmer, M.D., Knoxville

Marvin H. Vickers, M.D., Knoxville

George Alex Williams, II, M.D., Knoxville

NORTHWEST TENNESSEE
ACADEMY OF MEDICINE
John Morris Stallings, M.D., Ripley

Charles F. Skripka, Jr., M.D., Union City

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY

George W. Booze, M.D., Kingsport

Claude R. Garfield, M.D., Bristol

Fred T. Kimbrell, M.D., Kingsport

William N. Williford, M.D., Bristol

Knoxville Academy of Medicine

The Knoxville Academy of Medicine met on February

10 at the KAM headquarters building. William A.

Sodeman, Jr., M.D., Vice Chairman, Department of

Medicine, University of South Florida give the fifth

annual Larry Southworth Memorial Lecture and spoke

on “You are What you Eat.”
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THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

HEW Funding

President Ford’s all-out attack against rising

government spending sustained a major blow

with the Congressional override of his veto of

a $45 billion health, welfare and labor bill.

The vetoed bill called for $1 billion more

than the Administration’s budget request and

required hiring of 8,000 more Health, Education,

Welfare Department employees. Almost $800

million of the increase involves health programs

which would receive a total of $3.9 billion for

the fiscal year that ends September 30.

Both houses of Congress exceeded the two-

thirds vote necessary to override a veto. The

tally was 310 to 113 in the House, 70 to 24

in the Senate,

The Administration defeat came despite a

last-minute administration offer to compromise

by more or less splitting the difference for a

$500 million increase.

Ford had said in his veto message the bill

was “a classic example of unchecked spending.”

But Democrats charged the money measure

would cut spending below last year’s level and

not meet inflation-caused increases.

The bill provides more funds for such pro-

grams as Community Mental Health Services,

Maternal and Child Health, medical research.

Alcoholism and Drug Abuse Facilities, Emer-

gency Medical Services, and education of health

professionals.

The Congressional vote was preceded by all-

out efforts on both sides to line up votes and

by vigorous lobbying from affected outside

groups.
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The HEW money bill is considered the hardest

to vote against in Congress because of the multi-

tude of popular programs funded. Asked how
the House was able to muster such a vote to

override including dissident Republicans, House

Majority Leader, Thomas O’Neill, Jr., (D-Mass.)

replied simply, “the coming election.”

House Majority Whip, Representative Robert

Michel, (R-Ill.) told the House in the debate

that it would be “setting the spending tone for

the session.”

* * Hs

President and AMA Discuss

Health Proposals

Officials of the American Medical Association

have met with President Ford and his top health

officers to discuss a wide range of health topics

including the Administration’s new health pro-

posals and federal regulation problems worrying

the physicians of the country.

The 45-minute meeting in the Cabinet Room
at the White House was described by participants

as friendly. “The President listened with interest

to what we had to say and his attitude seemed

to be sympathetic,” said AMA President, Max
H. Parrott, M.D.

Dr. Parrott said President Ford noted the

pressures he is facing to take positions that

might disturb some physicians. The Chief

Executive made a point of urging the AMA
and members of his Administration and White

House staff to confer often to resolve differences.

Among the subjects discussed were the Presi-

dent’s State of the Union and Budget Health

Proposals, government regulations affecting phy-

sicians, the Federal Trade Commission move to

allow physicians to advertise, costs of medical

care, and medical manpower.

Present for the AMA, in addition to Dr.

Parrott, were Raymond T. Holden, M.D., Chair-

man of the AMA Board of Trustees; Richard

E. Palmer, M.D., AMA President-Elect; James

H. Sammons, M.D., Executive Vice President of

the AMA; and Joe Miller, Deputy Assistant

Executive Vice President.

President Ford was told that his recommended
annual four percent limit on physician reimburse-

ment increases under Medicare poses real prob-

lems with the medical profession which must

adjust to higher costs of doing business yearly

as well as the ever-climbing costs of professional

liability insurance.

Ford indicated he understood the viewpoint

of the profession on the matter and proposed

that Administration officials and AMA represen-

tatives meet further on the issue.

The AMA delegation told Ford about the

AMA’s National Commission on the Cost of

Medical Care and invited the Presideait to ap-

point a representative of his Administration to

serve as a member.

There was considerable talk about the supply

of physicians, with President Ford evincing

special interest in the Foreign Medical Graduate

situation and the problems of Americans study-

ing medicine abroad. The AMA officials de-

scribed the increasing numbers of young phy-

sicians entering primary care, now 58 percent.

The AMA’s support of the National Health

Service Corps as a principal means of helping

physician-short areas was outlined. The volun-

tary incentives in this program were compared

with the “indentured service” aspects of health

manpower legislation before Congress that

would compel young physicians to serve or to

payback the government for federal aid received

by medical schools.

In reply to a question from Ford, the AMA
delegates noted the organization’s support of

federal medical scholarships.

The controversial Utilization Review Regula-

tions were talked about. HEW Secretary Mathews

was complimented by the delegation for his

reasonable approach and willingness to work

with the profession to reach agreement on these

rules.

President Ford was told that the AMA could

find no scientific basis for the disputed Maximum
Allowable Cost proposals for Medicare-Medic-

aid outpatient drugs. The MAC plan could

lead to interference in the practice of medicine

by restricting the physicians’ prescribing scope

and could hurt the quality of health care, the

AMA officers said.

The FTC suit to overturn the AMA ban on

physician advertising will be contested in court,

the AMA asserted. The AMA was founded in

part to do away with abuses of charlatans and

advertising of physicians’ services, the Chief

Executive heard.

The President sought support for his health

programs and expressed confidence the Adminis-

tration and the representatives of the medical

profession could work together to iron out dif-

ferences and reach accommodations.

* Hs *
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Congress Views “Unnecessary” Surgery

Mandatory second professional opinions have

been urged for elective or non-emergency surgery

under Medicare and Medicaid by a House Com-
merce Subcommittee.

The Subcommittee on Investigations and Over-

sight, which held hearings last fall on unnecessary

surgery, charged in a report that there were

an estimated 2.4 million unnecessary surgeries

performed in 1974 at a cost to the public of

almost $4 billion. The procedures led to an

estimated 700 deaths, the report said.

Contending that second consultations could

cut down “significantly” on unneeded surgery,

the Subcommittee, headed by Representative John

Moss (D-Calif.) said “such a program would

save the government millions of dollars.”

Arguments that second opinions would cost

money and not necessarily provide a solution

and expert assertions that it is difficult to de-

termine what constitutes unnecessary surgery

were brushed aside by the Subcommittee in its

strongly-worded report.

The report said the lawmakers were impressed

with evidence “that prepayment plans for con-

sumers and salaried surgeons help reduce surgery

in equivocal situations.”

“Evidence was compiled in the Subcommittee’s

investigation that the fee-for-service mechanism
of surgical payment encourages surgery in ques-

tionable situations,” the report said. “An in-

depth study of this should be undertaken” by

the HEW Department.

The Subcommittee recommended that HEW
immediately undertake a study to determine the

differences in health indices, costs and the

surgical procedure rates between salaried sur-

geons and fee-for-service surgeons.

* * *

HMO Program Endangered

Legislation to amend the Health Maintenance

Organization (HMO) program “would effec-

tively gut the HMO concept and subvert the

original intent of the program,” the AMA has

told the Senate.

Edgar T. Beddingfield, M.D., Vice-Chairman

of the AMA’s Couneil on Legislation, said the

House passed HMO amendments “remove im-

pK)itant comprehensive services and eliminate

characteristics which distinguish the HMO from

other prepaid group practices.”

The AMA witness testified on the final day

of hearings on changes in the HMO program.

The House bill eliminates many of the benefits

stipulated in the original HMO bill and makes

other changes designed to make it easier to set

up and operate such prepaid health systems.

Dr. Beddingfield said the House bill in effect

converts a demonstration health dehvery pro-

gram into a mechanism for the federal funding

of ordinary prepaid groups.

“If in fact the HMO is to be no different

from prepaid groups which have existed without

federal funding, then we submit there is no justi-

fieation for federal funding under the guise of

experimentation or otherwise.”

%

Utilization Review Regulations

Congress has buttressed the medical and hos-

pital professions’ case against the Utilization

Review Regulations originally promulgated by

HEW.
The lawmakers approved with no dissent a

provision making it clear that Congress never

intended to require 100 percent review of all

Medicare-Medicaid hospital admissions, a key

part of the controversial UR Regulations issued

by HEW.
The AMA has challenged successfully the UR

Regulations in court. The HEW Department is

slated soon to issue revised regulations after

court-ordered negotiations with the AMA.
One of the major arguments against the Regu-

lations was that HEW had reached beyond Con-

gress’ intent in carrying out the review program.

Congress’ vote on the amendment to the Medi-

care-Medicaid laws appeared to back up the

protests of the AMA and the American Hospital

Association.

Sen. Paul Fannin (R-Ariz.) told the Senate

that the original regulations calling for direct

review of each Medicare-Medicaid admission “is

beyond the scope of what we intended. . .
.”

Chairman Russell Long (D-La.) of the Senate

Finance Committee said “the idea of requiring

that everything in a claim be reviewed is not what

we had in mind when we passed the law. It is a

technical error that should be corrected, other-

wise, there would be needless cost and a great

deal of unnecessary paperwork.”

* Hs *

Emergency Services Funding Jeopardized

The Administration has opposed a specific

extension of the program of federal aid to states

and localities to demonstrate ways of improving

emergency medical services.
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Testifying before the Senate Health Subcom-

mittee, Theodore Cooper, M.D., Assistant Secre-

tary for Health, said such assistance could be

handled in the future under the Administration’s

proposed block grant plan to consolidate 16

existing categorical programs.

The so-called “Financial Assistance For Health

Care Act” will give states and localities “the

discretion to continue funding according to in-

dividual state priorities,” Dr. Cooper testified.

Legislation before the Senate to extend the

program at costs ranging from $270 million to

$416 million are “far in excess” of what is re-

quired to demonstrate effective systems for emer-

gency medical services, said Dr. Cooper.

He told the Subcommittee, headed by Senator

Edward Kennedy (D-Mass), that the HEW De-

partment already has ample research authority

to carry out improvements in emergency services.

Americans’ Health Improving

Americans’ health continues to improve. Lower

infant death rates and longer life expectancy are

shown in a State of the Union’s Health Report

for 1975 submitted to Congress and President

Ford by the H.E.W. Department.

Rates of infant deaths in the U.S. declined from

29.2 per 1,000 live births in 1950 to an esti-

mated 16.5 in 1974. Over the same period, life

expectancy at birth increased by nearly four

years. The death rate for heart disease is de-

creasing.

“The report shows considerable achievement

as well as need for improvement,” Theodore

Cooper, M.D., Assistant Secretary for Health,

said. “As a people we are receiving more medical

care now than 10 years ago. We have made con-

siderable progress in lowering the income barrier

to care. Most of us describe our health as good

or excellent.”

“Conversely, we may well have a higher

prevalence of chronic diseases,” Dr. Cooper said.

“People are living to the older ages where they

develop conditions such as arthritis and diabetes,

and we can better manage these conditions med-
ically. Many areas of the country appear to lack

adequate supplies of health manpower, and costs

remain a burden for many.”

The report. Health, United States, 1975, in-

cludes data on health care costs and financing,

health resources and utilization, and health status.

The death rate for heart disease among persons

aged 55-64 dropped almost 15 percent over the
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past six years. In the same age group, the death

rate from cancer rose almost four per cent.

Among younger people, accidents and homicide

are major causes of death.

“The data suggest that much improvement in

health status could come from individual action,”

Dr. Cooper said. “Most death and disability from

accidents are preventable, so are health condi-

tions which are aggravated by excessive use of

alcohol and tobacco and by lack of exercise

and proper diet. They are preventable primarily

by changes in individual behavior. Medical care

alone can do relatively little.”

fficclicol new/
in lenne//ee

ETSU Learning Resources Center Opens

East Tennessee State University’s College of

Medicine had the formal opening of its Library

and Learning Resources Center on Jan. 20. The

first department of the College of Medicine to

be established, the Learning Center began with

a staff of three in March, 1975. As of Dec. 31,

1975, the Center had 6,808 items in its collec-

tion. This included 1,295 books, 420 journal

subscriptions, 4,589 journal volumes and con-

tinuations and 267 government documents. Plans

call for the growth of the Center to 40,000

volumes in the next four years.

For the time being, the Center will use the

first floor of Sherrod Library, which contains

5,711 square feet of floor space, 4,200 running

feet of shelving for books and journals and 80

seats and four carrels for patrons. When the

College of Medicine locates on the grounds of

the Mountain Home Veterans Administration

Center, the Library and Learning Center will

also move to the VA facility.

The new Library and Learning Resources Cen-

ter will serve the faculty, staff and students of

the College of Medicine as well as the faculty

of other colleges. Beyond the University, it will

serve the physicians in the eight-county area of

Upper East Tennessee and the staffs of health

agencies and institutions. With somewhat limited

resources, it will also serve dentists, veterinarians,

pharmacists, lawyers, nurses and allied health

personnel.
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Texan Named to Direct Central State

Dr. Exter F. Bell Jr. has been appointed

superintendent of Central State Psychiatric Hospi-

tal according to Department of Mental Health

announcement. He assumed his duties in

February.

Dr. Bell, a native of Houston, has served as

medical director of Belhaven Hospital there since

he founded the institution in 1963. He holds an

M.D. degree from the University of Tennessee

School of Medicine in Memphis.

Dr. John F. Griffith Named to U.T. Post

Dr. John F. Griffith of Durham, N.C. has

been named chairman of the Department of

Pediatrics at the University of Tennessee Center

for the Health Sciences and medical director of

Le Bonheur Children’s Hospital. On July 1 he

will succeed Dr. James G. Hughes, who will con-

tinue to work at both facilities but in non-

supervisory positions.

Dr. Griffith is currently Associate Professor of

Pediatrics and Medicine and chief of the Division

of Pediatric Neurology at Duke University School

of Medicine at Durham, N.C. Dr. Hughes, who
joined the Department of Pediatrics at the close

of World War 11, was named department chair-

man in 1960. He was the first person to hold

the joint appointment as a chairman at UTCHS
and medical director at Le Bonheur, a job he

assumed in October, 1972.

Dr. Griffith, a native of Saskatchewan, Canada,

completed his residency in neurology at the

Massachusetts General Hospital at Harvard

Medical School. He earned his B.A. and M.D.

degrees at the University of Saskatchewan at

Saskatoon.

pCf/OfMlI ACUI/

DR. JOHN A. BURKE of Chattanooga has been

named president of the Team Evaluation Center board

of directors at the 11th annual breakfast meeting

of the center.

Among those attending the installation banquet of the

Chattanooga and Hamilton County Medical Society

were DRS. : JOHN BOXELL, secretary-treasurer;

JESSE ADAMS, president-elect; C. W. KIMSEY, out-

going president; DON RUSSELL, incoming president,

and JOHN BURKE, toastmaster.

DR. JOHN CHAPMAN, dean of the Vanderbilt Uni-

versity School of Medicine, has been elected chairman

of the board of directors of the Health Education

Media Association.

DR. JAMES COX of Knoxville has been elected presi-

dent of the Medical Staff of Park West Hospital for

this year. DR. JAMES WATERS of Knoxville has

been elected vice-president and DR. DAVID G. STAN-
LEY of Oak Ridge has been elected secretary-treasurer.

DR. THOMAS W. CURREY of Chattanooga has

been inducted as a Fellow of the American Academy
of Orthopaedic Surgeons at the group’s annual meeting

in New Orleans. DR. JOSEPH C. DeFIORE, JR. and

DR. WILLIAM E. FOSTER, both of Knoxville, have

also been inducted as Fellows.

DR. GALE GARDNER of Memphis has been named
associate chairman of the Better Hearing Institute

Advisory Board, headquartered in Washington, D.C.

DR. ALVIN J. INGRAM, Campbell Clinic Staff

Member and Chairman and Clinical Professor of the

Department of Orthopaedic Surgery, College of Medi-

cine, University of Tennessee Center for the Health

Sciences, has recently been elected President of the

Pediatric Orthopaedic Society, Vice President of the

American Board of Orthopaedic Surgery and Chairman

of the Residency Review Committee for Orthopaedic

Surgery.

Methodist Hospital’s medical staff installed DR. HOLT
B. MADDUX of Memphis as medical staff president

and DR. GEORGE A. COORS also of Memphis as

chief of staff during the group’s annual meeting.

DRS. RALPH F. MORTON and PETER WADEWITZ
have been named to the Indian Path Hospital board

of trustees for 1976.

DR. H. COWAN MOSS of Johnson City has joined

the staff of East Tennessee State University’s College

of Medicine. He is the assistant director of the family

practice residency program in Kingsport.

DR. TOM E. NESBITT, Nashville, speaker of AMA
House of Delegates, and DR. E. WILLIAM ROSEN-
BERG, Memphis, Associate Dean, University of Ten-

nessee College of Medicine, will participate in Alpha

Epsilon Delta’s 21st National Convention at the Uni-

versity of Alabama, to celebrate the 50th Anniversary

of its founding.

DR. EARL F. RICH of Shelbyville has been elected

to the board of the Multi-County Mental Health Center.

DR. H. WILLIAM SCOTT, professor and chairman of

the Department of Surgery at Vanderbilt University

Medical Center received an honorary fellowship from

the Royal Australian College of Surgeons in Sydney,

Australia.

DR. ALEX B. SHIPLEY of Knoxville has been ap-

pointed to an eight-year term to the board of trustees

of Eastern State Psychiatric Hospital by Gov. Ray
Blanton.

DR. CHARLES W. WHITE of Lexington has been

installed as president of the Consolidated Medical

Assembly of West Tennessee.

DR. PAUL F. WHITE has been elected president of
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the Medical and Dental Staff at Holston Valley Com-

munity Hospital for 1976.

DR. JOHN M. WILSON of Johnson City has been

named to the board of directors of the Hamilton

National Bank of Johnson City at the annual stock-

holders meeting.

anneuncemefil/

Mar. 19-25

Mar. 20-23

Mar. 23-27

Mar. 26-27

Mar. 27-31

Mar. 29-

Apr. 2

Apr. 4-9

Apr. 5-8

Apr. 11-16

Apr. 14-17

Apr. 23-25

Apr. 25-26

Apr. 26-29

Apr. 26-30

Apr. 29-

May 2

Apr. 30-

May 1

May 1-2

May 9-12

May 10-13

CALENDAR OF MEETINGS

NATIONAL

1976

American Society of Clinical Pathologists

and College of American Pathologists,

Fairmont Hotel, Dallas.

American Association of Pathologists and

Bacteriologists, Boston Sheraton Hotel,

Boston.

International Academy of Pathology,

Sheraton Boston Hotel, Boston.

Symposium on Home Care of the Dying

Patient and the Family, sponsored by

Foundation of Thanatology, New York.

American Society of Abdominal Surgeons,

Pick Congress Hotel, Chicago.

American College of Radiology, Wash-
ington Hilton, Washington, DC.

American College of Allergists, Las

Vegas Hilton, Las Vegas.

American College of Physicians, Civic

Center, Philadelphia.

American Association of Immunologists,

Royal Hotel, Anaheim.

Society of Neurological Surgeons, Win-

ston-Salem.

American Association for Thoracic

Surgery, Century Plaza Hotel, Los

Angeles.

American Otological Society, The Break-

ers, Palm Beach.

American College of Surgeons, Boston.

American Pediatric Society, Chase Park

Plaza, St. Louis.

American Society of Internal Medicine,

Peachtree Center Plaza, Atlanta.

American College of Clinical Pharma-
cology, Holiday Inn, Philadelphia.

American Trauma Society, Chicago.

American Association of Plastic Surgeons,

New Hilton Hotel, Atlanta.

American College of Obstetricians and

Gynecologists, Dallas.

May 10-14 American Psychiatric Association, Atlantic

City.

May 14-17 American Ophthalmological Society, Mau-
na Kea Beach Hotel, Kamuela, Hawaii.

May 16-19 American Thoracic Society, Braniff Place

Hotel, New Orleans.

May 16-20 American Urological Association, Las

Vegas Hilton, Las Vegas.

May 25-29 American Gynecological Society, The

Homestead, Hot Springs, Virginia.

May 26-28 American Society for Gastrointestinal

Endoscopy, Fontainebleu, Miami Beach.

May 27-29 American Cancer Society, National Con-

ference on Radiation Oncology, San

Francisco Hilton and Tower, San Fran-

cisco.

The Tennessee Medical Association announces the

employment of MR. SANFORD T. RAINWATER. He
will serve as a Legislative Assistant and Staff Counsel

on Medical-Legal Affairs.

Rainwater, 28, is a native of Dandridge, Tennessee

where he has been in general law practice the past

two years. He received his B.S. degree in Economics

from the University of Tennessee in 1970 and in

1973 earned his J.D. degree from Memphis' State

University School of Law. He previously served as

legal consultant to the U.S. House of Representatives

Committee on Foreign Affairs.

He is a member of Jefferson County Bar Association,

Tennessee Bar Association and the Phi Alpha Delta

legal fraternity. v
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The continuing medical education accredita-

tion program of TMA has full approval by

AMA’s Council on Medical Education. If the

continuing medical education program of your

hospital or medical society is accredited by

TMA’s committee, you may receive for your

attendance at its functions Category 1 credit for

the AMA Physician’s Recognition Award. If

you wish information as to how your hospital

or society may receive accreditation, write:

Director of Continuing Medical Education, Ten-

nessee Medical Association, 112 Louise Avenue,

Nashville, Tennessee 37203.

IMPORTANT NOTICE

Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education of

Vanderbilt University. The practicing physician, with

the guidance of the participating department chairman

can plan an individualized program of one-to-four

weeks to meet recognized needs and interests. The

experience will include contact with patients, discussion

with clinical and academic faculty, conferences, ward

rounds, learning individual procedures, observing new
surgical techniques, and access to excellent library

resources. Experience in more than one discipline

may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III, M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.

Oncology Robert Oldham, M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology John S. Zelenik, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Evert James Jr., Sc.M., M.D.
Surgery

General H. William Scott. Jr., M.D.
Neurological William F, Meacham, M.D,
Ophthalmology James H. Elliott. M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.
Cancer Chemotherapy . Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, TN 37212 Tel. 615/322-2716

Vanderbilt University School of Medicine
Continuing Medical Education Schedule

Mar. 27 UPDATE IN ANESTHESIOLOGY, De-
partment of Anesthesiology and Division

of Continuing Education, Vanderbilt

School of Medicine.

Apr. 2 POSTGRADUATE COURSE IN AL-
LERGY, Division and Immunology and

Division of Continuing Education, Van-

derbilt School of Medicine.

Apr. 21-23 PHYSIOLOGIC BASIS OF CLINICAL
ENDOCRINOLOGY, American College

of Physicians; Department of Medicine,

Division of Endocrinology and Division

of Continuing Education, Vanderbilt

School of Medicine; Diabetes—Endocri-

nology Center at Vanderbilt Medical

Center.

Apr. ORAL SURGERY, Division of Oral

Surgery and Division of Continuing Ed-

cation, Vanderbilt School of Medicine.
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Apr, 30-

May 1

May 26-27

Sept.

Oct. 11-16

HUMAN GENETICS, Department of

Obstetrics & Gynecology and Division

of Continuing Education, Vanderbilt

School of Medicine.

ANNUAL SEMINAR IN PSYCHIATRY,
Tennessee Dept, of Mental Health, Cen-

tral State Psychiatric Hospital; Vander-

bilt School of Medicine and Meharry

Medical College Depts. of Psychiatry &

Divs. of Continuing Education; Tennes-

see Academy of Family Physicians.

ANNUAL PEDIATRICS SYMPOSIUM,
Department of Pediatrics and Division

of Continuing Education, Vanderbilt

School of Medicine.

FAMILY PRACTICE INTENSIVE RE-

VIEW, Division of Continuing Education,

Vanderbilt School of Medicine; Tennes-

see Academy of Family Physicians.

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

University of Tennessee Clinical

Education Center-Chattanooga

1976 Program Schedule

April 22-23

May 13-14

June 3-4

Spring 1976

Spring 1976

Allergies

Pulmonary Functions

Infectious Disease

Diagnostic Radiology for the F.P. and

E.R. Physician (One week in Gatlin-

burg)

Tax and Estate Planning for Physicians

(2-3 days in Callaway Gardens or Hil-

ton Head Island)

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street, Chattanooga, Tennessee 37403.

American College of Physicians

Postgraduate Courses

Mar. 24-26 CHALLENGES OF DRUG THERAPY,
1976, Umversity of Virginia School of

Medicine, Charlottesville, VA.

Mar. 24-27 HEMATOLOGY AND ONCOLOGY,
1976, Mississippi School of Medicine,

Jackson, MS.

Mar. 25-27 CLINICAL RECOGNITION AND MAN-
AGEMENT OF HEART DISEASE,
University of Arizona School of Medi-

cine, Tucson, AZ.

Apr. 12-14 FRONTIERS OF MEDICAL SCIENCE:
THE CLINICIAN AS TRANSLATOR,
University of Kentucky College of Medi-
cine, Lexington, KY.

Apr. 12-14

Apr. 21-23

Apr. 21-23

Apr. 26-28

Apr. 26-30

May 6-8

May 10-12

May 12-15

May 17-19

RECENT ADVANCES IN NEPHROL-
OGY, University of Texas Medical

Branch, Galveston, TX.

ENDOCRINOLOGY: CLINICAL AND
SCIENTIFIC ASPECTS, Vanderbilt Uni-

versity School of Medicine, Nashville,

TN.

CURRENT CONCEPTS OF CLINICAL
INFECTIOUS DISEASES, University of

Virginia School of Medicine, Charlottes-

ville, VA.
AUSCULTATION IN ITS CLINICAL
SETTING, University of Pennsylvania

School of Medicine, Philadelphia, PA.

ADVANCES IN INTERNAL MEDI-
CINE, University of California, San

Francisco, Department of Medicine,

Fairmont Hotel, San Francisco, CA.

GASTROENTEROLOGY, University of

Arkansas Medical Center, Little Rock,

AR.

PRACTICAL INTERNAL MEDICINE-
ADVANCES AND REVIEW, University

of Maryland School of Medicine and

the Baltimore VA Hospital, Baltimore,

MD.

MOVING POINTS IN RHEUMATOL-
OGY AND CLINCAL IMMUNOLOGY,
University of Pittsburgh School of Medi-

cine, Hotel William Penn, Pittsburgh, PA.

IMPORTANT TOPICS IN INTERNAL
MEDICINE, University of Missouri-Co-

lumbia, Columbia, MO.

Nephrology Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “Re-

cent Advances in Nephrology” on April 12-14, 1976,

in Galveston, Texas. The course will be held in con-

junction with the University of Texas Medical Branch.

The course is designed to cover current status of

commonly encountered disorders of the kidney as

well as related diseases. It will provide a compre-

hensive and integrated review for internists and nephrol-

ogists, emphasizing advances in pathogenesis, diag-

nosis, and management. The role of the kidney in

hypertension will be studied.

Scientific Advances

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled

“Frontiers of Medical Science: The Clinician as

Translator” on April 12-14, 1976, in Lexington, Ken-

tucky. The course will be held in conjunction with

the University of Kentucky College of Medicine.

The course is planned to relate recent scientific

advances in physiology, biochemistry, and pathology to

practical applications in clinical rheumatology, hema-

tology and immunology, gastroenterology and endocri-

nology. Lectures and workshops will describe how these

concepts can benefit patients in present practice.
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Endocrinology Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “En-

docrinology: Clinical and Scientific Aspects” on April

21-23, 1976, in Nashville, Tenn. The course will be

held in conjunction with the Vanderbilt University

School of Medicine.

The course is planned to provide the clinician with

a thorough updating in the field of clinical endocri-

nology, including the topics of diabetes, thyroid ab-

normalities, gastrointestinal hormones, and special prob-

lems in pediatric endocrinology.

Infectious Diseases Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled

“Current Concepts of Clinical Infectious Diseases”

on April 21-23, 1976, in Charlottesville, Va. The

course will be held in conjunction with the Uni-

versity of Virginia School of Medicine.

The course will be devoted to the management of

common infectious problems and to an appraisal of

advances in the field of infectious disease and im-

munology. Discussions will include the selection and

use of antibiotics, the role of normal flora in disease,

venereal disease and relevant parasitic infections.

Information: Registrar, Postgraduate Courses, ACP,
4200 Pine Street, Philadelphia, PA 19104.

See August, 1975 issue for complete 1975-76 listing of

Regional meetings and Postgraduate courses.

University of Maryland, School of Medicine

Baltimore, Maryland

1976 Program Schedule

Mar. 25-27

Apr. 3-4

Apr. 22-23

May 6-7

Cancer Seminar—No. 2

Family Medicine Intensive Learning Week-

end—No. 2

Blood Diseases and Transfusion

Symposium of Acute Pulmonary Condi-

tions and Trauma

May 8 Drugs and the Anesthesiologist

June 13-19 Family Practice Review Program

For further information and brochures, contact: Pro-

gram of Continuing Education, University of Maryland

School of Medicine, 29 South Greene Street, Baltimore,

Maryland 21201.

Emory University School of Medicine

Continuing Medical Education

Atlanta, Georgia

1976 Program Schedule

Apr. Physical Medicine & Rehabilitation, “Phy-

sical Impairment and Disability Evalua-

tion,” Atlanta, to be announced.

Apr. 1-3 Surgery, “General Surgical Approach to

Vascular Disease,” Omni International,

Atlanta.

Apr. 1-3

Apr. 5-7

Apr. 8-10

Apr. 8-10

Apr. 8-10

Apr. 19-22

May 8-10

May 10-14

May 20-22

Sept, to be

announced

Sept. 1,

1975-

Sept. 1,

1976

Anesthesiology, “Pharmacology for the

Anesthesiologist,” Center for Disease

Control Auditorium, Atlanta.

Pediatrics, “Neonatology for the Pedi-

atrician,” Grady Memorial Hospital,

Atlanta.

Obstetrics & Gynecology, “Gynecology

Oncology & Instruction in Colposcopy,”

Crawford W. Long Memorial Hospital,

Atlanta.

Orthopedic Surgery, “Techniques in Or-

thopedic Surgery,” Grady Memorial Hos-

pital, Atlanta.

Gastroenterology, “Three Days of Gastro-

enterology” (sponsored by the American

College of Gastroenterology), Royal

Coach Motor Hotel, Atlanta.

Cardiovascular, “The Treatment of Heart

Disease,” Royal Coach Motor Hotel,

Atlanta.

Plastic Surgery, “Plastic & Reconstructive

4th Annual Hand Symposium,” Atlanta,

to be announced.

Cardiovascular Disease, “Frontiers in

Cardiology,” Royal Coach Motor Hotel,

Atlanta.

Obstetrics & Gynecology, “Clinical Topics

in Gynecology and Obstetrics,” Grady

Memorial Hospital, Atlanta.

Chest Disease, “Tri-State Consecutive

Case Conference,” Ponte Vedra, Florida.

Postgraduate Courses on Videocassettes

available for rental, purchase or mem-
bership. (Catalogue by request).

Accreditations: These courses are all approved by the

AMA in Category I toward the AMA’s Physician’s

Recognition Award and by the AAFP when appropriate.

For further information write to:

Associate Dean for

Continuing Medical Education

69 Butler St.

Atlanta, GA 30303

Tel: (404) 659-1676

Bowman Gray School of Medicine

Division of Continuing Education

Winston-Salem, North Carolina

Apr. 20-23 Acoustics & Instrumentation, Laboratory

Administration

Apr. 26-30 Doppler—Breast

May 3-7 Neurosonology

May 10-14 Urinary Tract, Abdomen

May 17-21 Abdomen

May 24-28 Obstetrics & Gynecology
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May 31-

June 4

June 6-11

June 14-18

June 21-25

Radiation Therapy, Ophthalmology

Adult Cardiology

Adult Cardiology

Pediatric Cardiology

Contact: Application forms and further information

may be obtained by writing to:

Division of Continuing Education

Bowman Gray School of Medicine

300 South Hawthorne Road
Winston-Salem, NC 27103

New York University

POSTGRADUATE MEDICAL SCHOOL
NEW YORK, NEW YORK

Apr. 21-23 “Electrocardiography.” This continuing

medical education offering meets the cri-

terion for 17 hours of credit in Category

I of the Physician’s Recognition Award

of the American Medical Association.

Tuition: $185.

Apr. 23

Apr. 26-

May 7

May 10-15

May 29-30

May 31-

June 4

“Tropical Medicine and Parasitology

Medicine in the U.S.” This course meets

the criterion for seven hours of credit in

Category I. Tuition: $75.

“A Review of Rehabilitation Medicine.”

This course meets the criterion for 70

hours of credit in Category I. Tuition:

$350.

“Immunological Defenses and Infectious

Diseases.” This course meets the cri-

terion for 35 hours of credit in Cate-

gory I. Tuition: $335.

Two-day course in nuclear radiology.

Waldorf Astoria Hotel in New York City.

This course is approved for 12 hours

credit in Category I. Tuition: $125.

Five-day course in general diagnostic

radiology. Waldorf Astoria Hotel in New
York City. This course is approved for

30 hours credit in Category I. Tuition:

$275.

The University of Tennessee

College of Medicine

CONTINUING MEDICAL EDUCATION
(all courses held at UT College of Medicine unless

otherwise indicated)

Apr. 19-20 Diagnosis and Management of Diabetes

Mellitus.

Apr. 22-23 Annual Leigh Buring Conference.

May 20-21 Behavior Therapy In a Family Practice.

May 24-28 Intensive Review of the Science of

Anesthesia

For further information:

Division of Continuing Education

UTCHS
800 Madison Avenue
Memphis, Tennessee 38163

University of Kentucky Medical Center

Lexington, Kentucky

April 23-24, 1976

Management of Diabetic Complications

Registration Fee: $75.00 (two days)

$40.00 (one day)

April 28-30, 1976

Gastrointestinal Radiology Symposium
Registration Fee: $300.00

Contact: Frank R. Lemon, M.D.
Continuing Education

College of Medicine

University of Kentucky

Lexington, Kentucky 40506

American College of Chest Physicians

Continuing Education

OBSTRUCTIVE LUNG DISEASE

May 13-15, 1976

Texas Children’s Hospital, Houston, Texas

For further information:

Office of the Associate Dean
NYU Post-Graduate Medical School

550 First Avenue

New York 10016

(212) 679-3200, ext. 4037

University of California

San Francisco

Postgraduate course in “Psychosocial Care of the

Dying Patient: Doctor-Patient Relationship in Terminal
Illness,” to be held April 29-May 1.

For information write:

Charles A. Garfield, Ph.D.

Program Chairman
University of California

San Francisco 94143

Tuition fees are: ACCP members, $125

Non-members, $150

Residents, $75

“CLINICAL DIAGNOSIS AND THERAPY OF
LUNG DISEASE”

April 21-23, 1976

Cleveland Clinic, Cleveland, Ohio

Tuition fees are: ACCP members, $100

Non-members, $125

Residents, $75

For further information:

Dale E. Brady, M.S.

Director of Education

American College of Chest Physicians

911 Busse Highway
Park Ridge, Illinois 60068
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University of Tennessee Center for

Health Sciences Health Care

Prspectives

UTCHS has purchased a television series titled

“Health Care Perspectives” which is currently being

aired statewide. The purpose of the series is to pro-

vide viewers with firsthand information on current

issues and trends in health care, and to acquaint them

with the wealth of expertise at UTCHS.

Following is a broadcast schedule:

Knoxville —WSJK-TV (PBS), Channel 2; 5:00-

5:30 p.m., first Sunday each month.

Lexington —WLJT-TV (PBS), Channel 11; 6:30-

7:30 p.m., first Wednesday each

month.

Memphis —WHBQ-TV (ABC) Channel 13; 12:00-

12:30 p.m., second Sunday each month.

Nashville —WTVF-TV (CBS), Channel 5, 12:00-

12:30 p.m., third Saturday each month.

Chattanooga—WTCI-TV, Channel 45; time and day

will be announced in the spring, tele-

cast commencing in the summer.

University of Kentucky Medical Center

DEPARTMENT OF OUTPATIENT PSYCHIATRY
Lexington, Kentucky

MINI-RESIDENCES (One, two and three weeks)

for Medical and Surgical Practitioners in “Office Man-

agement of Emotional Problems.” Tuition $350.00/

week.

Eor further information:

Maxie C. Maultsby, Jr., M.D.
Office of Continuing Education

University of Kentucky Medical Center

800 Rose Street

Lexington, Kentucky 40506

Nashville League for the Hard of

Hearing, Inc.

The Nashville League for the Hard of Hearing has

received a grant through the Tennessee Division of

Vocational Rehabilitation to supply qualified interpre-

ters for the deaf.

The need for an interpreter is especially crucial in

a physician’s office or in the hospital, where misunder-

standings could endanger the patient’s health or could,

conceivably, be fatal. A deaf person may indicate

that he understands your spoken or written communi-

cation even when he does not. English is a deaf

person’s second language.

It is important that all information passing between

doctor and patient be correctly understood, and a deaf

patient who relies on sign language should, therefore,

always be accompanied by an interpreter when he

comes in for medical treatment.

Physicians may arrange for an interpreter for deaf

patients by calling 383-2268 or 383-8902 from 8:00

a.m. to 4:00 p.m. Monday through Eriday. After

4:00 and on weekends, call 269-4093 or 269-6251.

The Interpreter/ Referral Service of the Nashville

League for the Hard of Hearing serves Middle Ten-

nessee and will pay interpreters’ fees.

Maricopa County General Hospital

Phoenix, Arizona

An interspecialty postgraduate seminar regarding the

spine will be presented April 12-14. Guest faculty

include noted orthopedic surgeons and radiologists.

The course is approved for 15 hours of Category I

credit by the American Medical Association. Tuition:

$110.00.

Eor further information:

Austin R. Sandrock, M.D.
Department of Radiology

Maricopa County General Hospital

2601 E. Roosevelt

Phoenix, Arizona 85008

American College of Emergency Physicians

1976 INDY ‘500’ SYMPOSIUM
May 12-15

Postgraduate course in emergency medicine and

emergency medical services presented by American

College of Emergency Physicians/Emergency Depart-

ment Nurses Association Indiana Chapters.

Fees: EDNA Members $40.00

ACEP Members 60.00

EDNA Non-Members 50.00

ACEP Non-Members 80.00

Eor information write:

Martin Graber, M.D.
3910 Dundee Drive

Indianapolis, Indiana 46227

American Heart Association-Louisiana, Inc.

The American Heart Association-Louisiana, Inc. has

scheduled Tri-State Scientific Sessions for Physicians

on May 20-22.

Contact: John Paul

Program and Public Information Director

P. O. Box 19122

New Orleans, Louisiana 70179

American Cancer Society-National Cancer
Institute

NATIONAL CONFERENCE ON CANCER
RESEARCH AND CLINICAL

IN\ESTIGATION

September 20-22

The Chase-Park Plaza Hotel

St. Louis, Missouri

For further information:

Sidney L. Arje, M.D.
American Cancer Society

777 Third Avenue
New York, New York 10017
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American Board of Family Practice

CERTIFICATION EXAMINATION

The American Board of Family Practice announces

the next certification examination will be given October

30-31. The two-day written examination will be held

in seven cities geographically distributed throughout the

U.S.

For more information write:

Nicholas J. Pisacano, M.D.
Executive Director & Secretary

American Board of Family Practice, Inc.

University of Kentucky Medical Center

Lexington, Kentucky 40506

Third Annual

Aspen Mushroom Conference

HOTEL JEROME

ASPEN, COLORADO

August 8-13, 1976

The Third Annual Aspen Mushroom Conference is

designed for physicians, amateur mycologists and

scientists interested in the identification and toxic

properties of mushrooms. The Conference is spon-

sored by the Colorado Mountain College, Glenwood

Springs and the Beth Israel Hospital, Denver, Colorado.

An outstanding group of Colorado and visiting

mycologists and physicians will serve as a faculty for

the Conference.

The program will be structured for the beginner as

well as the advanced student by offering independent

teaching sessions for each group. Didactic sessions

and refresher courses on mushroom identification will

be held in the early mornings and later afternoons

at the novice and advanced student levels. Courses

on advances in the diagnosis and treatment of mush-

room poisoning and on hallucinogenic mushrooms in-

cluding taxonomic, chemical and psychological aspects

will be offered to physicians and others interested in

these subjects.

Adequate time will be allowed to participate in

leisure mountain activities including the renowned

Aspen Music Festival.

For further information contact:

Aspen Mushroom Conference

1818 Gaylord Street

Denver, Colorado 80206

(303) 320-5333

Course in Laryngology and
Bronchoesophagology

April 5 through 10, 1976

The Department of Otolaryngology, Abraham

Lincoln School of Medicine, University of Illinois

and the Eye and Ear Infirmary of the University

of Illinois Hospital, will conduct a continuing edu-

cation course in Laryngology and Bronchoesophagology
April 5 through 10, 1976. The course is limited to

twenty physicians and will be under the direction of

Paul H. Holinger, M.D. It will be held largely at

the Eye and Ear Infirmary, 1855 West Taylor Street,

Chicago, and will include visits to a number of other

Chicago hospitals. Instruction will be provided by
means of animal demonstrations and practice in bron-

choscopy and esophagoscopy, diagnostic and surgical

clinics, as well as didactic lectures.

Interested physicians will please write directly to

the Department of Otolaryngology, Eye and Ear In-

firmary, 1855 West Taylor Street, Chicago, Illinois

60612.

Mountain Medicine Symposium

Keystone, Colorado Banff, Canada

March 29-April 1, 1976 April 7-April 10, 1976

The Yosemite Institute in cooperation with Keystone

Center for Continuing Education and the Arctic Insti-

tute of North America announces two four-day symposia

on mountain medicine. Each four-day program will

include: 1) Survival: Physical and Psychological Con-

siderations; 2) Environmental Issues; 3) Minor In-

juries; 4) Major Trauma; 5) Field Management of

Medical Problems; and 6) Altitude Illness.

Sessions will be led by recognized authorities in

the field. Each will consist of a general meeting to

provide background, followed by several smaller dis-

cussion groups on specific sub-topics where more de-

tail will be provided. Satellite programs will be avail-

able involving slide shows, motion pictures, and dem-

onstrations related to climbing, rescue, environmental

issues, and the like.

The symposia have been designed to interest a wide

variety of persons: mountain walkers, rock climbers,

serious expedition members, trip leaders, rescue per-

sonnel, research workers, health professionals, etc. The

intent is to present practical knowledge based on the

latest information available.

Eor further details, note the date and location of

symposia above and write:

Mountain Medicine

Arctic Institute of North America

1020 Pine Avenue, West

Montreal, Quebec H3A1A2
or

Mountain Medicine

Keystone Center for Continuing Education

Box 38

Keystone, Colorado 80435
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for Chaos
National Health Insurance

There is a wry joke among doctors concerning

the operation that was successful in every detail

except one: the patient died. Advocates of a

national health insurance system for this country,

should they ever succeed in getting it, may well

find that they have accomplished a similar result:

a system of socialized medicine that is an

ideological triumph—but a clinical disaster.

Certainly, the experience of other nations that

have gone the national health care route suggests

that such would be the likely outcome. Take

Britain, for example. In 1948, the British govern-

ment established a National Health Service very

similar to the Health Security Program currently

proposed by Sen. Edward Kennedy. The result

was an epidemic of soaring costs, bureaucratic

mismanagement, and a sharp decline in the

overall quality of medical services.

Latest reports indicate that the collapse of the

NHS may be imminent. With the system on the

verge of bankruptcy, with British doctors emigrat-

ing in record numbers, with antiquated facilities

proving increasingly inadequate, there has been

no letup in the demand for medical care. More

than 700,000 Britons are now on waiting lists for

hospital treatment, and delays of up to six months

are common—some patients have been waiting

as long as four years.

A survey of the health care services of the

Scandinavian countries reveals similar problems.

Waiting lists and “assembly line” treatment are

the rule there, as in Britain, along with the stag-

gering costs involved. In Sweden alone, medical

costs have increased by 900% since the govern-

ment replaced voluntary health insurance with a

state program in 1960, and a crushing tax burden

has been imposed to foot the bill.

The reason why national health care schemes

invariably backfire is not difficult to understand.

Once the politicians have sold the voters on the

idea of “free” medical care (which, of course, is

not “free” at all, but paid for through higher

taxes) the rest is simply a matter of human
nature. Having been informed that they have a

“right” to treatment, people rush to exercise that

“right” for even the most minor ailments.

As the demand for medical services increases,

prices go up and quality goes down as doctors

and health facilities must be shared by more and

more patients. Inevitably, government steps in

to insure that services are being provided on an

“equitable” basis, which not only means the

rationing of health care in general, but usually

leads to official guidelines on the treatment of

specific illnesses as well. In the end, the doctor

is reduced from a healer to a government pill

pusher.

Nevertheless, proponents of national health in-

surance in this country remain undeterred by

both argument and experience. They insist that

such a program is essential to meet the health

care “crisis” in this country, though what they

mean by that is less than clear. By any standard,

health care in the United States is steadily im-

proving. Statistics reveal not only less disease,

less infant mortality, and greater longevity, but

greater availability of treatment as well.

A Presidential commission of several years ago

reported that 98% of all Americans live within

15 or 20 miles of a major health center. Further-

more, statistics also reveal that, as of 1970, 164

million Americans under 65—89% of the total

population—are already protected by some form

of medical coverage. Those over 65 are covered

by Medicare.

Given the facts, it is difficult to see why we
should create still another expensive, bureaucrat-

ridden federal program. By way of opposition,

at least one doctor has taken to polling his

patients to see if they are satisfied with their

present treatment, and sending the results to his

elected representatives in Washington. If his

colleagues nationwide were to follow suit, we
would stand a much better chance of defeating

the national health insurance proposal, and lay-

ing to rest, once and for all, the myth that there

is a health care crisis in this country.

—H. C. Gordon

Reprinted by permission of the U.S. Industrial Coun-
cil, 918 Stahlman Bldg., Nashville, Tenn. 37201.

Pamphlets available in quantity from USIC at $2.00

per 100 or $15.00 per thousand. (See comment on

Editorial Page.)
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PHYSICIAN PARTICIPATION IN

MEDICAID PROGRAM

Manual Supplement

Physicians frequently have serious questions about

the Medicaid-Title XIX Program. Recently a manual

of instructions was prepared by the Tennessee Depart-

ment of Public Health for the information and guidance

of participating physicians. The information in this

manual should help clear up the majority of problems

encountered by providing physicians.

Specific questions which this manual does not clarify

can be referred to the following people:

Dan H. Johnson

East Tennessee Regional Medicaid Administrator

2918 Magnolia Avenue

Knoxville, Tennessee 37914

Telephone—546-8844

James N. Calway

Middle Tennessee Regional Medicaid Administrator

Middle Tennessee Chest Disease Hospital

Ben Allen Road
Nashville, Tennessee 37216

Telephone—741 -7368

Robert R. Bane

West Tennessee Regional Medicaid Administrator

Suite 1107, State Office Building

170 North Main
Memphis, Tennessee 38103

Telephone—5 34-6206

Frank Jones, Jr., Program Director

Ray Hall, Assistant Director

Dr. H. C. Haynie, Medical Director

Mary Downing, Social Worker
Herb Bates, Pharmaceutical Consultant

Middle Tennessee Chest Disease Hospital

Ben Allen Road
Nashville, Tennessee 37216

Telephone—741-7221

Licensed physicians and other providers of services

have been invited by the Tennessee Department of

Public Health to participate in the Medicaid program.

Once the intent to become a provider is signified, the

physician is assigned a provider number by the Fiscal

Agent. This number should be on all correspondence

and must be on all invoices submitted to the Fiscal

Agent for reimbursement. Adequate records must be

maintained to support service claims. Any questions

on reimbursement should be directed to:

Fiscal Intermediary Services

Blue Cross-Blue Shield of In-Patient Hospitalization;

Tennessee Out-Patient Visits; Skilled

From the Tennessee Department of Public Health.

Blue Cross Building

Chattanooga, Tennessee

37402

Telephone—756-2510

Equitable Life Assurance

Society

Medicaid Administration

P. O. Box 1465

Nashville, Tennessee 37202

Telephone—244-5600

Medicaid payments to physicians are based on the

usual, customary, and prevailing charge concept. “Usual

and customary charges” refers to the amount which the

individual physician charges in the majority of cases

for a specific medical procedure or service. “Prevailing

charges” refers to those charges which fall within the

range of charges most frequently and most widely

used in the medical service area for a particular medical

procedure or service. Prevailing charges are derived

from the overall pattern existing within a medical

service area in 1973.

Reimbursement for physician services will be based

upon the customary charge of the physician, provided

his individual fees are equal to or below the prevailing

charges of those physicians who demonstrate equal

qualifications at the seventy-fifth percentile. Physicians

whose fees are higher than the seventy-fifth percentile

should expect to be reimbursed at a lower rate. No
adjustment will be made which would increase a

physician’s charge to the seventy-fifth percentile.

Payment will be made in accordance with the follow-

ing examples:

a. Provider’s charge is $125.00 for a particular surgical

procedure.

Provider’s customary charge $125.00

Prevailing charge at the 75th percentile 100.00

Excess of the 75th percentile $25.00

Prevailing charge at the 75th percentile $100.00

100% of the prevailing charge X 100%

Medicaid reimbursement $100.00

b. Provider’s charge is $90.00 for a particular surgical

procedure.

Prevailing charge at the 75th percentile $100.00

Provider’s customary charge 90.00

100% of the customary charge X 100%

Medicaid reimbursement $ 90.00

c. Provider’s charge is $10.00 for a particular laboratory

procedure.

Provider’s customary charge $ 10.00

Prevailing charge at the 75th percentile 8.00

Excess of the 75th percentile $ 2.00

Prevailing charge at the 75th percentile $ 8.00

100% of prevailing charge X100%

Medicaid reimbursement $ 8.00

Nursing Facilities; Home
Health Care; Drugs;

Screening Diagnosis; and

Treatment; Family Planning

Services

Physician Services;

Independent Lab and X-ray
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Medicaid assistance goes to people who are receiving

a Supplementary Security Income check, either Old Age
Assistance, Aid to the Disabled or Aid to the Blind.

Families who receive a monthly check through Aid to

Families with Dependent Children are also automatically

eligible for Medicaid.

Since April, 1974, people who are unable to pay for

all or part of their medical expenses have had a

potential source of help in the Medically Needy Pro-

gram. This program was designed to help people who
have enough income to meet their daily needs but who
cannot pay all of their medical expenses. These people

cannot qualify for Supplementary Security Income or

Aid to Families with Dependent Children because their

income is too high. Since the program began, approxi-

mately 15,000 people in Tennessee have qualified for

Medicaid under the Medically Needy Program. Of

these, the majority have been residents of nursing

homes.

Although the Medically Needy Program is admin-

istered by the Department of Public Health, the De-

partment of Human Services determines eligibility.

Eligibility for Aid to Families with Dependent Children

is also determined by the Department of Human
Services. The Social Security Administration determines

eligibility for the Supplemental Security Income pro-

grams (OAA, AD, and AB).

Recipient eligibility cards need to be checked at each

visit to assure that each individual seeking service is

listed by name and eligibility number on a card with

current date. Providers rendering services to an in-

dividual without a valid card do so on their own
responsibility.

Providers living out of the state but with eligible

patients in Tennessee must be enrolled in both the

Tennessee Medicaid program and the program in their

own state. Reimbursement will be paid on the Tennes-

see scale.

Medicaid is frequently confused with Medicare.

Medicare is a federal insurance program for people 65

or older and for some people with disabilities. Insured

people pay monthly premiums into a trust fund which,

with matching federal money, pays medical bills.

Medicaid on the other hand, is an assistance pro-

gram. Federal, State and Local taxes pay the medical

bills of people eligible for the program. Covered

services vary between the two programs. Physicians

who are participating in the Medicaid program should

be familiar with the services for which they will

receive reimbursement.

The Medicaid program is constantly being revised.

Through personal letters, professional publications, and

the news media, the Tennessee Department of Public

Health and the fiscal agents are making an effort to keep

those involved informed of the changes as they are

developed.

SS

C^Lownina .^c^uare ^apartments

NASHVILLE, TENNESSEE

Two and Three Bedroom Luxury Apartments

Beginning at $360

Resident Manager

(615) 385-3141

Located at: Managed By:

4141 Woodlawn at Harding Road Ghertner & Co.

Across from new St. Thomas Hospital

A private community of leased residences molded after

the grace and charm of colonial Williamsburg.

(615) 255-8531
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Th« Fii^ American to soil

into the oceans of space

was a Mavy man.

5 May 1961.
3...2...1...“wehavealiftoff!’

|

And America had its first man in space,;

Commander Alan B. Shepard, Jr., USN.
|

In 1 962, the first three Americans to orbit the;

earth were also naval aviators: Lt. Colonel J.H.,

Glenn, USMC; Lt. Commander M.S. Carpenter,
'

USN; and Commander W. M. Schirra, USN.
:

When these men joined the Navy, they saw

the world all right. From outer space!
|

And they are but a few of the many Navy mem
we are proud to salute as the United States cele-:

brates its Bicentennial; Navy men who helped

shape our country’s growth into a world power.
,

If you’d like to know how you can help carry;

on this fine tradition, we’d like you to know all|

about the careers and opportunities that awail

you in the United States Navy. Just send us the.

coupon below, see your Navy recruiter, or call!

toll free 800-841-8000 On Georgia, 800-342-5855).

If you make it into the Navy, you might jusii

make it into the history books too.

Build your future on o proud trodition

I P030
I

I Capt. H.C. Atwood, Jr, U.S. Navy
I NAW OPPORTUNITY INFORMATION CENTER
I

P.O.Box 2000

j

Pelham Manor, N.Y. 10803

I YES. I’d like to build my future on a proud tradition! Please tell me more

I
about the opportunities awaiting me in today's Navy. CGJ

Name
. First Middle Lost

Address

dttatP Zip
City_-—

UciltJ ui Dinn
1

—
;

month/doy/year area code/number

i
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Public

I speak as a friend of the medical profession

—in my own mind, if not in your collective

thoughts.

Within recent weeks two members of my im-

mediate family have had serious encounters with

health problems and I can give strong, personal

testimony to the tremendous skill, thoughtful

understanding and unflinching integrity of the

doctors who cared for them. I also was witness

to the efi&ciency, honesty and compassion that

characterized the staffs of the two hospitals where

they were patients. No American who is exposed

to that sort of treatment and care, and who can

afford it, can ever doubt that the profession of

medicine in this country is unmatched anywhere

else in the world.

But those trying and ultimately satisfying ex-

periences aside, I want to direct your attention

to a sentiment loose in the land that deeply

concerns me. It seems to me that many Ameri-

cans, gravely affected by inflation, believe that

health care costs—like energy and food costs

—

represent a “ripoff” of the citizen-consumer.

My impression about this is reinforced as I

read public opinion polls from professional pulse-

takers who are finding that more than half of

the citizenry now worry that they can’t afford to

get sick in America.

A Roper poll, taken some seven or eight

months back and published in the AMA News,

showed that 46% of the American pubhc fa-

vored a federally funded national plan for health

insurance.

Roper found that 40% preferred private ar-

rangements. Two years earlier, a similar poll had

* Publisher, The Nashville Tennessean. Presented

before the Tennessee Pediatric Society, Sept. 26, 1975.

Policy and Medicine
JOHN SEIGENTHALER*

demonstrated a clear preference for private plans:

50% to 38%.
More recently, a poll by the Caddell agency

indicated that 57% favored National Health In-

surance, administered by the government, and I

understand that a soon-to-be released NBC poll

shows the figure to be even higher—more than

60%.

Perhaps a more significant poll conducted by

CBS among members of the U. S. Senate and

House indicated that 5 1% of the members of the

94th Congress now favor a National Health In-

surance plan funded by social security monies.

That also represents a dramatic change; in the

92nd Congress barely 20% thought such social

security health care funding made sense.

I state all these polling results not to com-

ment on the relative merits of how to fund

various health care insurance proposals, but to

try to document what I perceive the national

mood to be.

Polls can be in error. But they do have

value. And when every scientific, demographic

survey validates every other one, it would be

foolish to spend time pointing out how Dr.

Gallup forecast a Dewey win over Truman in

1948.

The reason for this obvious shifting in public

attitude relates directly to cold, hard facts of

health care costs. I know I need not recite

them to you, but they make the point.

Since the end of controls in April, 1974

through August, 1975, hospital daily service

charges increased 59% faster than all other

items on the consumer price index. Physician

fees were 28% higher than the overall consumer

price index in the same period.

The CPI was up 12.8%; hospital services up

20.3% and physician fees up 16.4%.
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Consider the same sort of comparison over

the last 10 years when medical costs have been

up 81%, compared with a 68% increase in the

Labor Department’s consumer price index . . .

To make the point even sharper, Blue Cross-

Blue Shield rate increases over the last year have

been in the neighborhood of 30%, while the

cost of living has increased something like 13%.

1 place no pejorative shroud over the medical

facts behind those figures.

The case for legitimacy of such increases may
be argued by those of you who know the whys

and wherefores of the high costs.

I address myself here to the attitude of a

public that suddenly is frightened by the high

cost of everything; a public that is coming to

feel that cost-control policies be enforced gov-

ernmentally upon all elements of an economy in

which run-away prices afflict those of moderate

—and even above middle income—as well as

those considered “the poor.”

I am well aware that advocates of private

health care plans boast of the fact that 160

million Americans have health insurance cov-

erage. But that coverage differs from plan to

plan and person to person. The February, 1975

Social Security bulletin documented the follow-

ing;

42 million Americans have no hospital

insurance.

43.1 million Americans have no surgical

insurance.

43.3 million Americans have no in-hospital

medical expense insurance.

44 million Americans have no x-ray and

laboratory examination insurance out-

side hospitals.

67 million Americans have no insurance

against the cost of precription drugs.

70 million Americans have no insurance

for visiting nurse services.

73 million Americans have no insurance

for private duty nursing.

123 million Americans have no insurance

against dental expenses.

127 million Americans have no insurance

for nursing home care.

The American Health System last year cost

$1 billion plus, $97 billion of which went for

health care and supplies and the rest for research

and construction. . . .

248

That figure of more than $100 billion is reality.

The money was spent. But its reality only creates

doubts and questions in the minds of many of

those who pay, and all of those who cannot pay.

These doubts and questions can be expected

to grow in the months ahead, as health care costs,

in a period of infiation, continue to spiral.

Public opinion in America always has been

mercurial. It is hazardous to predict how the

American people are going to feel six months

from now about anything—except spending more
money for anything.

Consistently, they react against higher costs.

Since it is relatively certain that medical costs

will go up again in the months ahead, I feel

reasonably safe in speculating how the citizen-

consumers of this nation will react to the need

to finance their payments to support this vital

$100 billion industry.

First of all, they will comprehend, with in-

creasing frustration, that they cannot continue

to finance the high cost of health care in the

present manner.

Next, they will consider whether health care

—

like education, highways, the dog pound, garbage

collection and a variety of other services

—

shouldn’t be financed out of their tax funds.

Next, they will begin to question whether

health care shouldn’t be, after all, a citizen birth-

right. Education has become so. Why not the

same sort of governmental concern for the phy-

ical well-being of the people?

They then will weigh the question of whether

the nation can afford a tax-paid program of

National Health Insurance.

They will consider, of course, whether they

want to take on the business of paying for health

insurance, through taxes, for the havenots in

society. They soon will realize that through

taxes, and in other ways, the medical bills of

society’s havenots are already being paid.

Then, as the cost of medical care continues to

outstrip other costs in the economy more and

more Americans will conclude that to protect

themselves, they and their families, they will have

to further protect others—including the have-

nots—in society.

There was a time, a couple of years ago,

when it might have been possible to enact

limited legislation providing federally financed

insurance coverage only for so-called catastrophic

illness. Today, for many tax-paying middle in-

come Americans, any illness can be catastrophic.
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As health care consumers begin to demand

answers to questions about paying for health

care, they will become more and more dis-

enchanted with the present system of privately

financed insurance. They will discover the high

salaries of executives who administer private

health care plans. They will wonder at the Blue

Cross-Blue Shield—a so-called non-profit pro-

gram—which has 144 plans whose executives

are paid equal to or above federal bureaucratic

executive salaries. Those salaries range upward

to more than $100,000-a-year in some states.

And consumers will demand to know why gov-

ernment administration would be more expensive.

They will question the close relationship be-

tween the Blue Cross-Blue Shield programs and

the banks and financial institutions which handle

the insurance funds—including $15 billion in

present federal health care money (mostly Medi-

care), now administered by Blue-Cross-Blue

Shield. They will wonder whether somebody

doesn’t profit other than the insured party from

that relationship in which bank board members
serve both the insurance funetion and the bank-

ing function—in a sense supervising both the

collection of premiums and the placement of

surplus funds.

In another direction, I am certain that the

public will soon become better informed about

such terms as peer-review, pre-admission testing,

elective surgery; more and more there will be

insistence on “consumer protection” in health

care—which often means government interven-

tion—and perhaps even “citizen participation”

on health care review panels.

I may be overestimating the degree of public

reaction to high medical costs. It could be that

the people will feel themselves rendered helpless

by the system and simply turn the whole thing

over to the government. It need not happen.

As they look at reasons the system costs so

much, consumers are going to demand answers,

too, to questions of malpractice suits. More
and more patients are going to realize that

these suits in and of themselves represent con-

sumer “ripoff” in that the lawyers benefit far

more than anybody else from this strange,

sudden influx of litigation.

If the physician and the hospital, are required

to pay more for malpractice insurance, those

costs surely will be reflected in even higher medi-

cal costs. As unpleasant as these suits are to

doctors, the profession that soon will lose public

respect from them will be the bar-lawyers who
have seen a prime souree of income (automobile

accident suits) threatened by no-fault insurance

legislation and have moved quickly into a new
field of ambulance chasing.

But I digress from my point: More and more

the health consumers will become familiar with

and supportive of the need to accept non-es-

sential medical services from paramedical per-

sonnel.

They are going to demand more and more

medical schools and more and more medical

personnel. They are going to insist that their

government make a major commitment—an all

encompassing commitment—to health care in

the same way the government supported a major

commitment to war, to the exploration of space,

to the needs of minorities and, in a very real

sense, in the same way the government committed

to support for health care for the elderly.

Now, the question for doctors in response to

all of this, is not whether they are going to like

it, but rather whether they are to deal intelligently

with these developments.

The prospect of government intervention in

medicine has always been foreboding.

The recent recognition by so many doctors

that government could help ease their pain in

the area of malpractice suits may help the

medical profession better appreciate the position

of the many health care consumers who find

themselves in a similar financial bind over health

care costs.

To begin to prepare for a response to the

public mood, doctors must seek to understand

the true nature of the national crisis in health

care. Physicians must comprehend that for mil-

lions of Americans who pay taxes and vote

—

and therefore help make public policy on health

care—it is a true crisis, not an editorialist’s cliche.

An intelligent reaction to the crisis will no

longer include as an adequate strategy, the wolf

cry: “socialized medicine.” A public that wants

help, needs help and will demand help won’t

hsten this time.

I remember well in the early 1960’s when Dr.

Edward Annis, I am sure in complete good faith,

warned on behalf of the AMA that Medicare

would serve as a device to “plant the seeds of

socialized medicine” in the land.
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It didn’t.

Medicare did create red tape. But what, might

I ask, confronts doctors and patients when they

deal with private health plans?

The day of medical care without forms in

triplicate has gone the way of bleeding patients

to cure them. Private and public bureaucracies

demand documentation. That means red tape.

Red tape is one thing. It is not socialized medi-

cine. We are not going to have socialized medi-

cine in this country so long as we respond with

honesty and insight to the challenge.

The one constant in our social order in this

century has been dramatic change. The system

of health care in America has changed. The

movement toward specialization says so. The

phenomenal break-throughs in medical tech-

nology say so. The near-miraculous cures the

profession of medicine has wrought through re-

search says so. The new ethical questions of

when life ends say so. The doctor-patient rela-

tionship says so. The increase in medical mal-

practice suits says so. The advances in teaching

techniques say so.

And the system will change again, perhaps

radically, in the years ahead.

My plea tonight, I hope as a friend of medi-

cine, is that those in your profession develop a

new, positive, progressive, consumer-oriented

understanding of that change—of the change yet

to come—and be a meaningful part of it.

Dramatic public policy changes occur when
conditions in society make exaggerated demands

because of inaction or neglect. There is about

to be a dramatic public policy change relating

to health care.

John Dewey once said, “It is only in times of

crisis that we begin to think.” The crisis is here.

The American people are beginning to dem-

onstrate that they can think.

I hope, in the best interest of this nation that

your profession, which has demonstrated such

a great capacity for compassion and action, will

be a positive part of that thought process so

that national health care can improve and ex-

pand, free from the influence of foreign sys-

tems. In the most aflluent society in the history

of the world, adequate health care must become

more than a luxury for some of the people; it

must be a birthright of every citizen.

* * H:

Too Much Sunlight Harmful to Skin

Man needs sunlight to survive. It is the ultimate source of food and energy. But

the harmful effects of the sun have only recently gained widespread attention. More and

more the average citizen is aware that sun causes skin damage, sometimes severe damage.

In a report in the June 30 issue of the Journal of the American Medical Association,

Dermatologist Lewis H. Kaminester, M.D., of North Palm Beach, Fla., says:

“Before you join the deeply sun-tanned, bikini-clad teenager for a long day at the

beach, remember her mother whom you just saw in the office—the young lady with the

weather-beaten and aging face.”

The intensity, duration of exposure, and wavelength of light are all important in

determining skin changes from sun, says Dr. Kaminester. The sun is warmest and most
intense between 10:00 a.m. and 2 p.m. Many an uninformed patient has been burned

during prolonged exposure on a cloudy day. Others have been burned from sunlight

reflected from city pavement, sand, or snow.

The skin specialist describes a number of unpleasant and potentially dangerous con-

ditions that can result from overexposure to sun, including premature aging, and points out

that the most important factor in prevention is to avoid excessive exposure. There also are

sunscreens which may help reduce damage.

Sunscreens may be divided into physical and chemical blockers. The physical blockers

deflect and scatter light. The chemical sunscreens absorb light. For most effective results

the sunscreen should be reapplied after excessive sweating or swimming.
But the safest approach is to stay out of the midday sun as much as possible. If work

or recreation takes you outdoors, wear a hat and long-sleeved shirt to ward off the

damaging rays.
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What Ever Happened To
A Lawyer Talks About Medical Malpractice

A good bit of my professional life has been

and is dedicated to the defense of medical mal-

practice claims. It is something I like to do.

Defending you is a challenging and personally

satisfying part of my work. In short, I kind of

like you people and would like to be put in the

category of “friend”—not “foe”! This is impor-

tant, because what I have to say wiU be accept-

able to you only if you keep it firmly in your

mind that I really am on your side.

Like the preacher who listed his sermon topic

a little too soon—and then got the “word” to

talk about something more important—I, too,

have “gotten the word” as to my topic for this

talk.

From one direction I heard an angry (but

simple) demand to “tell those damn doctors a

thing or two!” It’s a sad (and bad) sign of

the times that these two words, “damn” and

“doctor” are being used together as an expres-

sion of a whole variety of frustrations, jealousies,

and other emotions. From another direction

came the “word” to talk about the “villainous”

attorneys and the ungrateful patients who ma-

liciously prosecute claims of malpractice. I seem

to be getting some strong vibrations along the

line right now. And, from yet another direction,

the “word” came to admonish you doctors to

“fess up” to your weaknesses, your mistakes,

your malpractice.

It’s been tough trying to sort out all these

“words” coming from so many directions but,

—

from yet another direction (this from some-

where inside of me) came the “word” to take

advantage of this captive audience to begin some

straight talk about the root-causes of this prob-

lem—this crisis—we call “medical malpractice.”

Hence the title: What ever happened to: “The

Conspiracy,” $5.00 House Calls, Family Doctors,

and Other Defenses to Claims of Malpractice?

Now, this choice of a topic is not made out of

Presented before The 23rd Tennessee Valley Medical

Assembly, October 20, 1975, Chattanooga.

Mr. Moore who, is a practicing attorney in Chatta-

nooga, has spent much of his time in the past 17 years

defending our colleagues in malpractice suits.

E. BLAKE MOORE, LL.B.

patriotic deference to the nostalgia of the Bi-

centennial Year (although it may have been 200

years since a doctor made a house call) but it

is an effort to demonstrate some of the common
sense simple things that go so far to make
you good doctors and good people—and, there-

fore, believe it or not, “immune” from claims

of malpractice.

So, what are some of these simple things?

Let’s start with the most obvious—^your rela-

tionship (or lack of one) with your patients.

Isn’t it strange that it is the very same person

who first comes to you in complete confidence,

fully prepared to refer to you fondly as “my
doctor”—is the one that sues you? Quite ob-

viously, somewhere along the line, something

went wrong to cause such a wonderful start on

such mutually beneficial relationship to end up

fraught with suspicion, frustration and anger.

It’s right here, in the midst of your relation-

ship with your patient, that most of the mal-

practice cases get going. You can blame any-

one or anything you want—the law, lawyers,

courts, juries, insurance companies, the changing

times, whatever. But if you don’t examine your-

self, your patient, and how the two of you, are

doing in your plain old human relationship you

will be putting the blame in the wrong place.

Moreover, you will be ignoring a major cause

of malpractice htigation and you will be contrib-

uting to making the situation worse.

As you look at yourself and your patients,

do you see how you are isolating yourself from

your patient? Do you have one of those offices

where the patients are herded into a corral, often

called a “Waiting Room?”—or out in the hall?

Is your office built so that a great wall separates

all “your people” from “them?” (Oh, yes, I

know you cut a hole through which one can talk

and hand money). Those walls are terrible mis-

takes.

Have you got a “front line” of women whose

only goal in life is to protect you from your

patient? Do you take time to find out if these

“Front Line Ladies” are as nice to your pa-

tients as they are to you? Do you realize how
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WHAT EVER HAPPENED/Moore

much harm is done by the women who “man”

the wall? Do your patients wait for hours—even

30 minutes—to have a few precious moments of

your time? Are you oblivious to the value of

your patient’s time?

Do you enjoy your work and your patients?

—or, is your practice more like a production

line and quotas to make? What caused you to

become a doctor in the first place? What impels

you in your practice? Is it a genuine interest

in serving mankind or is it the profit potential?

Do you consistently place financial considerations

above the physical or emotional needs of your

patients? Have you “had to” develop a good

many hard-headed business practices as part of

your handling of your patients? Has your ideal-

ism been replaced by “practical business con-

siderations?”

Are you “job-oriented?” That is, do you at-

tempt to serve your patient by a cold purely

scientific approach wherein the patient is merely

another case, a detached problem, to be solved

and disposed of? Do you have the attitude

that you should refuse to be led around by the

nose by your patients? And, the companion

attitude, that you must train your patients to

adhere to your schedules and patterns of life,

indeed even to timing their illnesses?

Do you or “your people” at “the wall” indulge

in untruthful representations that you are “in

surgery” or “had an emergency” when the truth

is you are lingering over a cup of coffee, or some

other personal matter? Are you willing to listen

to your patients about non-medical factors which

may bear upon the patient’s illness?

Do you get out in the world—the non-doctor

world—or do you go to doctor meetings, doctor

luncheons, doctor social events, doctors’ homes,

and, when you play golf, is it in the “doctor

dog fight?” Do people get to know you in places

and circumstances far removed from your doc-

tor’s office, like school work, church work. Boy

Scouts, Clubs, Social gatherings where there may
not be any other doctors, etc.?

O.K., enough is enough! But, hopefully, the

point is made—that you are making a lot of

mistakes in your relationships with your patients

and other members of the outside world. It is a

situation that needs attention. For instance, it

doesn’t take much imagination to visualize what

is happening when these relational mistakes are
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being made thousands of times a day in almost

every doctor’s office.

We are seeing the practice of medicine more
and more as an impersonal, scientific, sterile,

unpleasant business. More and more a doctor’s

office is like a computer into which we are fed,

rather than a place of warmth and tender loving

care. As I see it (and. I’m not alone) solve

some of these relational problems, and you will

see a real minimizing of malpractice claims.

While we’re talking straight, and before the

tar and feathers are ready. I’d like to say some-

thing about “The Conspiracy.” (You know, “the

conspiracy of silence” that alleges that no doc-

tor will testify against another doctor simply

because he’s a doctor.) First, I don’t believe

there is such a thing, because, in my experience.

I’ve seen all too many doctors ready to testify

against their colleagues. Second, of course it is

wrong to “conspire” against anyone in the way
that “the conspiracy” makes it sound.

Third, there may be a lot of good considera-

tions that went into a doctor’s decision not to

testify. It often meant a recognition that very

few medical problems are either black or white.

It recognizes that a lot of what you do is a

matter of judgment. It recognizes that someone

else’s way of practicing medicine may be as

good as yours. It recognizes your own capacity

to be wrong. It recognizes an interdependence

and an interrelationship between all doctors that

make up the profession. It recognizes that the

practice of medicine is something you’re in to-

gether. It recognizes the general practitioner

and the specialist as partners in a mutual en-

deavor. So, to the extent that “The Conspiracy”

made you think and act along these lines, I wish

it would make a come-back.

Along this line, we ought to mention how
your relationships with each other have deteri-

orated, resulting in too much criticism and “loose

talk.” How often are the seeds of suspicion sown

by the raised eyebrow, evasive answer, or sar-

castic or critical remarks by the doctor who next

sees the patient? How many times have petty

personality conflicts given rise to unwarranted

criticism? How often does a jurisdictional dis-

pute between two warring specialty groups give

the patient cause to wonder if he was mistreated?

What you do to each other is awful! One is re-

minded of 2 or 3 old expressions:

1. “Loose lips sink ships”—and doctors
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2. “With friends like these who needs

enemies?”

3. “Button your lip”

So, if it’ll help
—

“Bring back the conspiracy!”

One other thing should be discussed—while

we’re at it. That is, the antagonism that too

often exists between your profession and mine.

You very often see attorneys as the real enemy

—

not the patient. You don’t like to be involved

with attorneys or lawsuits of any kind. You even

get legislation passed to enable you to stay in

your office and have the court room come to

you. (The right to give a deposition.) You
resent the ways of attorneys and have a sort of

fear of whatever it is that goes on in the court

room.

Your tendency toward isolation may be one

reason for this antagonism, but there may be a

“better” reason: this antagonism may really come

from the different (really opposite) ways that

we in the two professions go about solving prob-

lems. Our training and practice have a basic dif-

ference. Lawyers are trained in a curriculum

that is essentially a continuing Socratic dialogue,

whereas doctors are instructed in a method that

is largely doctrinal and authoritative. The law-

yer’s meat is controversy and he functions in a

system called “the adversary system”—a system

wherein each side takes its best shot before an

impartial tribunal that decides what is “right.”

The doctor, on the other hand, is conditioned

to objective scientific inquiry. To a doctor,

notorious contest is disruptive and has no place

in the search for solutions. The lawyer typically

sees a challenge in open dispute, whereas the

doctor may see it only as an unnecessary insult.

We attorneys live in controversy and are con-

stantly aware of the other persons’ point of view

and possible criticism. We spend a lot of time

as the “Devil’s Advocate”—not a reference to

your disgruntled patient and his attorney.

You doctors are not prepared for and, gen-

erally speaking, don’t like criticism of how you
practice medicine. You have a status that, his-

torically, has been only a “little less than God.”

Your financial status has been the envy of al-

most every one. You give orders all day long

and seldom, if ever, take any. People con-

stantly tell you how wonderful you are. You
are the protector of our health and well-being.

You save lives and make us well. Most of the

public still treats you with a certain reverence.

So, it’s not at all surprising that you would have

a problem with criticism, deprecation or attack.

Very little, if anything, has prepared you for it.

We in the two professions, then, have two

essentially different professional life-styles—two

approaches to problem solving. Neither is wrong.

Both are time-tested. Both are working rather

well. What neither profession has had, in sur-

plus, is a good understanding of the other.

So, in summation, my plea is:

1. Take a hard look at yourself as a doctor

and your relationship with each patient.

Could you do a lot better?

2. Take a hard look at yourselves, not as

individual superstars, but as a group of

professional people with no real reason

to exist, except to work together—to

bring as much good health and happi-

ness to your patients as is possible.

3. Take a good open-minded look at the

legal profession and the system within

which it works and at your relation to it.

At the same time. I’ll try to get the lawyers to

stop referring to you as those “damn doctors.”
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Diagnostic Patterns in Disability

in Tennessee and the Nation

This short statistical analysis of data compiled

by the Office of Research and Statistics, Social

Security Administration, shows the extent and

nature of Tennessee’s participation in the social

security disability insurance program. It com-

pares some of the State’s data with national

averages, and includes a comparison of worker

disability allowances by diagnostic groups for

Tennessee and the U.S. overall.

Under the provisions of the social security

disability program, the nation’s largest disability

plan, a worker under age 65 can receive monthly

benefits if he or she becomes unable to work

due to a mental or physical impairment that has

lasted—or is expected to last—at least 12 months

or is expected to result in death.

Almost 80 million workers can count on

monthly cash benefits in the event of such severe

and extended disability. In addition, the de-

pendents of these workers are also eligible for

monthly benefits. Nearly 2.4 million workers

and 1.8 million dependents are now receiving

disability benefits at the rate of more than $7.5

billion a year.

Currently, 59,800 disabled workers in Tennes-

see are receiving $12,400,000 a month in bene-

JAMES C. GARDNER, M.D., from the Tennessee State Agency

fits. In addition, 12,200 wives or husbands of

disabled workers and 35,200 children of disabled

workers in Tennessee are receiving benefits at a

monthly rate of $750,000 and $2,000,000, re-

spectively.

The latest year for which tabulated data are

available showing disabled worker diagnostie pat-

terns by State is 1972. Disabled workers in Ten-

nessee who began receiving benefits in that year

constituted 10,892 of the 455,398 new bene-

ficiaries nationwide.

Table 1 compares the frequency of diagnostic

groups in Tennessee with the U. S. overall. It

shows that diseases of the circulatory system

comprised the largest diagnostic group in the

country in 1972. Diseases of the musculoskeletal

system and mental disorders, including psycho-

neurotic and personality disorders, were the sec-

ond and third largest diagnostic groups, respec-

tively. All states do not, however, follow this

pattern.

Within these overall diagnostic groups, the

most prevalent primary diagnosis in both Ten-

nessee and the nation in 1972 was chronic

ischemic heart disease. Tennessee recorded

Continued on page 262

Table 1.—Social Security Worker Disability Allowances 1972—Diagnostic Groups

Diagnostic Group U.S. Tennessee

Diseases of the circulatory system 146,684 32.2 3,551 32.6

Diseases of the musculoskeletal system 75,923 16.7 1,821 16.7

Mental, psychoneurotic, and personality disorders 45,253 9.9 1,160 10.7

Neoplasms 43,667 9.6 935 8.6

Accidents, poisonings, and violence 31,728 7.0 794 7.3

Diseases of the respiratory system 33,038 7.3 875 8.0

Diseases of the nervous system and sense organs 28,216 6.2 587 5.4

Endocrine system, metabolic, and nutritional diseases 17,352 3.8 375 3.4

Diseases of the digestive system 13,369 2.9 323 3.0

Infective and parasitic diseases 8,627 1.9 195 1.8

Other 11,541 2.5 276 2.5

Total 455,398 100.01 10,892 100.01

1 Figures may not total the 100% due to rounding.

254 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



fflcclkcil 9NUICI fOUIKl/

The Differentiation of

Osmotic Diarrhea from Shigellosis*

CHARLES E. KOSSMANN, M.D., Editor

DR. FRANK MESSINEO: A 45-year-old black male

was admitted on 20 Eeb. 75 with the following prob-

lems: diarrhea, dehydration, and mild confusion, all

of acute onset, and chronic ethanol abuse despite a

biopsy-proven (1968) minimal periportal cirrhosis.

He had consumed about 2 pints of alcoholic beverage

per day for the two weeks before the onset of the

acute symptoms. Four days before admission, he

developed cramping abdominal pain associated with

chills and fever, but the latter was never documented.

On the second day of his illness loose, watery stools

began—6 to 8 per day for the next three days. The

need to defecate awakened him at night. Several stools

were described as grossly bloody. There was no tenes-

mus, nausea or vomiting but intake of food and water-

declined sharply.

On the day of admission mild confusion began which

prompted his associates to bring him to the hospital.

They denied any exposure of the patient to individuals

with a similar illness in the preceding few weeks.

There was no history of ingestion of unusual food or

fluid that may have been contaminated by bacteria or

chemicals. Stools just before the onset of this illness

were described as normal.

The physical examination revealed a temperature of

99° F, a pulse rate of 90 beats per minute, and a blood

pressure of 80/60 mm Hg without postural change.

He was a thin, chronically ill-appearing, dehydrated,

tremulous black male who was mildly lethargic with

slurred speech but oriented to time and place. There

was no icterus but tissue turgor was diminished. The
principal findings were in the abdomen which was

soft. Bowel sounds were normal in character but

slightly increased in frequency and intensity. The
tender, smooth liver edge was palpable 5 cm below

the right costal margin, and had a transverse span

of 11 cm on percussion. Both lower abdominal quad-

rants were tender to palpation but no masses were

felt. The rectal examination revealed an empty vault

without masses.

The hematocrit was 37%. The white blood cells

numbered 2900 per mm^ with 2 band forms and 60

segmented forms of polymorphonuclear leucocytes, 36

lymphocytes, and 3 monocytes in every 100 cells. The
platelets were normal in number and morphology; the

red blood cells were normal in morphology. The blood

glucose was 159 mg/dl: the potassium was 2.7 and
the bicarb 27 mEq/1. The initial prothrombin time

was 20 sec with a control of 12 sec but after two
doses of vitamin K, the prothrombin time reverted to

normal. The stool was mucoid; there was no blood

* Memphis V.A. Hospital Case No. 2922. Presented

March 12, 1975.

and only an occasional white blood cell. The stool

was negative for parasites and free of fat.

The initial hepatic enzymes were mildly elevated;

5 days later they were within normal limits. The
serum protein electrophoresis showed a broad gamma
band. Sigmoidoscopy to 17 cms on the second hospital

day was negative. The initial two of six stool cultures

grew out Shigella flexneri.

On the basis of these findings the assessment was
diarrhea and dehydration secondary to Shigellosis, and
mild acute alcoholic hepatic disease.

The patient was hydrated and given supplementary
potassium, vitamin K and thiamin. The leukopenia
reverted to normal and he was discharged asymptomatic
with a white blood cell count of 5,000 on the 5th

hospital day.

DR. MICHAEL LEVINSON: Despite the

clinical assessment of Shigellosis, this was prob-

ably a case of diarrhea caused by the osmotic

effect of alcohol. My remarks will be directed

toward supporting the belief that the Shigella

cultured from the stool probably was an innocent

bystander in the causation of this man’s diarrhea.

Important in reaching this conclusion were the

absence of white blood cells in the stool and the

hypokalemia.

The subject of diarrhea was discussed at a

Grand Rounds in 1968 when I was an intern.

On reviewing that meeting, I found that the

subject of diarrhea was approached only from the

viewpoint of etiology. The discussant talked about

200 different causes of the diarrhea and at the

end of the exercise it was difficult to remember

as many as twenty. With a simple physiologic

and biochemical approach, it is possible to cate-

gorize diarrhea into a few major groups. Having

done this, determining the specific cause becomes

an easier task.

A considerable amount of work has been done

on the pathogenesis of diarrhea as a result of the

epidemic of cholera that is presently worldwide.

The mechanisms of diarrhea are becoming clearer

and I hope I will be able to give you some

Table 1. Electrolyte Concentrations

Of Intestinal Contents

ION ILEUM COLON

Na + 127 mM 25- 49 mM
ci- 67 mM 15 mM
K + 6 mM 80-132 mM
HCO- - 30 mM

3
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physiologic and pathophysiologic mechanisms by

means of which you can come to a therapeutically

useful conclusion after you work up a patient

with diarrhea.

If we define diarrhea as the major clinical mani-

festation of abnormal water and electrolyte metab-

olism and if we look first at the normal metab-

olism of water and electrolytes in the intestine,

then we will be in a better position to discuss the

pathophysiology of diarrhea. Table 1 shows the

concentrations of electrolytes as the intestinal

contents leave the ileum, go to the colon and

finally appear in the stool. The data, formerly

obtained only through an ileostomy, were acquired

by means of a newer technique using constant

perfusion catheters. The fluid leaving the small

intestine has a sodium content almost identical

with that of plasma. Stated differently, the small

intestine, especially the terminal ileum, cannot

maintain a steep concentration gradient between

its lumen and the blood. Water and electrolytes

are free to flow in both directions. The net 127

millimoles (mM) of sodium present in 100 ml

of luminal fluid represent the difference between

ileal secretion and absorption. The colon, on

the other hand, can maintain a gradient of solutes

ascribable to the small spaces that appear be-

tween its epithelial cells. Only a small amount

of sodium appears in the stool. This mechanism

is responsive to aldosterone; the colon can con-

serve sodium more adequately when aldosterone

is being secreted. Normally, the colon will se-

crete potassium.

With these points in mind, we can now ap-

proach the pathophysiology of diarrheas based

on three major mechanisms. The first is “secre-

tory” diarrhea, the second is “osmotic diarrhea”

and the third is “mixed diarrhea,” where both of

the preceding processes are involved.

Secretory Diarrhea

Secretory diarrhea is really an enhancement of

the normal secretory processes that occur in the

intestine. Under normal conditions most of the

secreted sodium is reabsorbed but if the small

intestine is stimulated excessively, as with cholera

enterotoxin, large amounts of sodium and water

will enter the small intestine with production of

a watery stool. The principal electrolyte that is

secreted by the small intestine (the locus of action

of cholera enterotoxin) is sodium. Therefore,

intestinal fluid in the secretory diarrhea will al-

ways have a concentration of sodium greater than
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of potassium (Table 2). The major clinical mani-

festations and physiologic effects are ascribable

to dehydration and loss of sodium. Bicarbonate

is also secreted to neutralize any acids that have

been formed in the colon. The pH of the stool

will be near 7.0.

Table 2. Types of Diarrhea

SECRETORY OSMOTIC

STOOL Na > K K > Na
pH ^ 7 pH ~ 5

EFFECTS Dehydration Dehydration

Na depletion K depletion

Secretory diarrheas can further be divided into

two major categories—exogenous and endoge-

nous. An example of the exogenous category is

infectious diarrhea; endogenous categories include

those resulting from abnormal metabolism of bile

salts and fatty acids both of which can stimulate

the small intestine and the colon to secrete sodium

and water.

Osmotic Diarrhea

The second major pathophysiologic category

of diarrhea is the “osmotic diarrhea.” Usually in

this type the metabolism of water and electrolytes

is normal. However, there is malabsorbtion of

the usual deitary carbohydrate, protein and fat.

The normal diet contains about 300 grams of

carbohydrate. Two-thirds of this is starch, one-

third sucrose and lactose. Since 90 percent of

the pancreas must be destroyed before amylase

secretion is decreased, usually most of these oligo-

saccharides and polysaccharides are broken down

to dextrins of decreasing complexity and the di-

saccharide, maltose. These are large polar mole-

cules that are virtually not absorbed if they are

not hydrolyzed to monosaccharides. This will

place a large osmotic load on the gastrointestinal

tract. In these osmotic diarrheas, then, and in

particular those involving carbohydrates, there are

osmotically active solutes, the oligosaccharides

and the disaccharides, that carmot be absorbed

either because of an isolated enzyme deficiency

or loss of absorptive capacity of the intestinal cell.

The highly osmotic solute is trapped within the

small intestinal lumen. Since both osmotic and

ionic neutrality must be achieved and since the

intestinal lumen is freely permeable to water and

electrolytes, the large amount of solute wiU re-

tain water in the intestinal lumen. The osmolality

of the intestinal secretions will approach 280

mOsm, the value found in plasma. It is assumed
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that this is sodium free since the small intestine

is permeable to sodium and cannot maintain

either a high osmotic or sodium gradient. Sodium

in a concentration of 140 mM in the plasma will

enter the small intestine, resulting in further in-

testinal secretion. In this way osmolar and ionic

neutrality between the small intestinal lumen and

the plasma is achieved.

As this fluid enters the normal color which

absorbs sodium and secretes potassium, a higher

concentration of the latter than of the former

is found in the stool, as electrolyte composition

characteristic of osmotic diarrhea (Table 2). The
major systemic effect is dehydration. Further,

potassium depletion occurs because potassium is

exchanged for the sodium as well as being se-

creted by the colon. The sugars that are fer-

mented in the colon to lactic acid and other

acids are not adequately buffered and the stool

pH will be approximately 5.

Mixed Diarrheas

By studying the electrolytes and pH of the

stool most cases of diarrhea can be placed in a

secretory or omotic category. Overlap occurs in

the “mixed” syndromes. These are usually seen

in the hypermotility states, e.g., hyperthyroidism.

Abnormalities of absorption of both carbohydrate

and fat cause an osmotic diarrhea, but motility

of the small intestine and colon is so rapid that

the normal secretory products cannot be ab-

sorbed with resulting characteristics of both se-

cretory and osmotic diarrhea.

If the case presented really did have Shigella

diarrhea, he would be in the secretory category.

In the stool the pH would be 7, and sodium

would be greater than potassium.

Subcategories

A practical problem is how to separate the

infectious exogenous categories of secretory or

mixed diarrheas from endogenous categories

caused by the bile salts and fatty acids. This

becomes relatively simple if there is an under-

standing of how viruses and bacteria cause diar-

rhea. Remarks to be made are based mainly

on the work done in cholera. “Toxigenic diar-

rheas,” of which cholera is the major one, are

also caused with great frequency by toxigenic E.

coli. These organisms are ingested with food or

water and proliferate in the small intestine. There

is usually minimal fever unless dehydration is

extreme. A watery diarrhea will result and the

stool, stained with methylene blue, will reveal

few or no white cells. The patient will have

few white cells for the reasons that the diarrhea

produced is caused by enterotoxin which fixes

itself to the intestinal cell wall, stimulates adenyl

cyclase and cyclic adenosine monophosphate

(AMP) production which in turn stimulates the

normal secretory apparatus and leads to secretory

diarrhea. A significant finding with this type of

diarrhea is absence of white blood cells in the

feces because the mucosa is not invaded.

A major subcategory of the infectious diar-

rheas is the invasive or Shigella diarrheas. In

these there are many systemic manifestations

because the intestinal barrier is broken. Recently

it has been shown that Shigella, which is at pres-

ent causing dysentery throughout Mexico and

Central and South America, will elaborate an

enterotoxin probably responsible for the early

diarrhea in Shilgella infection. However, as

the organisms pass through the small intestine,

they will invade the mucosa of the terminal ileum

and the colon causing a characteristic prolifera-

tion of polymorphonuclear leucocytes which can

be identified in the feces by means of methylene

blue stain.

Finally, we get to Salmonella typhosa which

causes an intermediate form of infectious diar-

rhea. Salmonella will invade the small intestine

but will not pass the lamina propria. It charac-

tertistically elicits a monocular response and the

stools will contain monocytes. The history, the

physical examination, a gram stain and determi-

nation of the electrolyte composition of the stool

will allow the physician to make an accurate

assessment of the patient with diarrhea caused

by this organism.

Practical Clinical Considerations

From this basic information, are there any

clinical pearls to help in the treatment of the

patients with diarrhea? Considering the toxigenic

diarrhea first, the normal intestinal mucosa is not

invaded. The small bowel biopsy is normal.

Normal absorption can take place but secretion

is accelerated by the enterotoxins. The need is

to enhance the normal absorption mechanism;

this can be done by giving solutions containing

glucose and electrolytes orally. In underdevel-

oped countries where intravenous sets are not

readily available this is and has been a simple

way of taking care of cholera. Patients are

placed on oral glucose and electrolyte solution

Continued on page 292

APRIL, 1976 257



Bone Mineral Content

Osteoporosis is an extremely common disorder

affecting approximately 25 percent of all white

females in the United States by age 602 Once

bone demineralization (osteoporosis) occurs, re-

gardless of the cause, the volume of bone be-

comes reduced and the risk of fracture increases.

By the time the bone mass has diminished to the

point where fracture becomes a significant risk,

30 to 60 percent of the mineral content has left

the bone and such roentgenographic changes as

cortical thinning, “codfish” vertebrae, Schmorl’s

nodes, and compression fracture may be seen.^

At this stage, therapeutic efforts to restore bone

mass have been very disappointing. However, if

bone demineralization is appreciated early in the

course of osteoporosis, the process often may be

arrested by such measures as physical therapy,

mineral supplement, fluorides and gonadal hor-

mones.^

States of bone mineral depletion besides meno-

pausal osteoporosis include renal osteodystrophy,

chronic corticosteroid therapy, dilantin therapy,

Graves’ disease, malabsorption syndromes, met-

astatic carcinoma with and without therapy,

surgical hypoparathyroidism, chronic arthritis,

spinal cord injuries, and vitamin deficiencies. For

a variety of reasons patients with these conditions

may also need a measurement of their bone min-

eral content.

Since roentgenographic techniques are a rel-

atively insensitive way to appreciate changes in

bone mineral content, and since it is necessary

to recognize osteoporosis early in its development

in order to offer any hope of effective therapy,

a nuclear medicine technique has been devel-

oped which is alleged to be able to detect very

small changes in bone mineral content.® The
method involves measuring the absorption of pho-

tons by bone. A monoenergetic source of low

energy photons or Am-^^) is collimated and

directed at a small area of a given bone. The
greater the mineral content of bone, the greater

its density, and the greater will be the absorption

of these directed photons by the bone. Of course.

From the Department of Nuclear Medicine and
Ultrasound, Park View Hospital, Nashville, Tenn.
37203.
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if bone diameter is very large or very small, one

must apply a correction factor in order to derive

an accurate measure of mineral content per unit

volume.

The problems inherent in this approach in-

clude decisions about:

1) which bone to select (if a long bone,

then which side)

2) which area of that bone (i.e. cortical or

diaphyseal regions vs. trabecular or

metaphyseal region).

3) how to measure the diameter or volume

of that bone if it is not perfectly clylin-

drical at the specific site.

4) standardization of the method

5) which isotope to use

6) degree of correlation between measure-

ments made at the specific bone site

selected and general skeletal changes.

At the present time the method of Cameron,®

using to measure bone mineral content at a

diaphyseal area of the non-dominant radius, is

the best established method and appears to be

the only one for which a commercially available

instrument exists. While a number of publications

have attested to the acceptable correlation be-

tween general skeletal changes and changes de-

tected at this site by this method, several au-

thors^^^ feel that the radial diaphyseal photon

absorption does not correlate well with skeletal

mass changes. Since many authors feel that

trabecular bone shows demineralization much
earlier than cortical bone, efforts to measure

photon absorption at the calcaneus (the largest

area of trabecular bone readily accessible to this

general technique) are being developed.® The

major disadvantage of measurement at the cal-

caneus is that it is difficult to measure its thick-

ness accurately by conventional radiographic

methods. A simple ultrasound technique for

measurement of thickness of the calcaneus may
solve this problem.'^

New developments in this area include the use

of Am^^^ instead of This higher energy

photon source would be desirable since absorp-

tion measurements might then be made with con-

Continued on page 262
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DIAZOXIDE

Diazoxide (Hyperstat®, Schering) is a recently

released antihypertensive agent available for in-

patient therapy of hypertensive emergencies. Ex-

tensive clinical experience has been obtained with

this drug and most authorities feel it is the drug

of choice for most hypertensive crises, although

there are exceptions (see below).

Clinical Pharmacology

The drug is an non-diuretic thiazide which

must be given intravenously. It is dissolved in a

vehicle at alkaline pH, thus extravasation outside

the vein is very painful, and occasionally there is

a pain locally at the site of injection. When given

intravenously there is a fall in blood pressure

within 1-2 minutes which rises and plateaus

within 5-10 minutes. The hypotensive response

lasts for 1-24 hours.

The drug acts directly on the arteriolar smooth

muscle to cause vasodilation. This effect is in-

dependent of the adrenergic receptors and will

cause a decrease in both supine and standing

pressures. There is relatively little effect on the

veins so that venous pooling and postural hypo-

tension is not usually a problem.

The normal physiological response to vasodi-

lation and consequent decrease in peripheral

vascular resistance is a baroreceptor-mediated re-

flex increase in sympathetic tone. This results

in a tachycardia, increased force of myocardial

contraction, and an increased cardiac output, and

it may precipitate chest pain in patients with

pre-existing angina pectoris. The increased force

of contraction may be deleterious in patients with

dissecting aneurysms of the aorta. These reflex

events may be blunted by ganglionic blocking

drugs, such as methyldopa and guanethidine and

beta-adrenergic blockers such as propranolol.

Diazoxide will also cause a transient decrease

in glomerular filtration rate and sodium reten-

tion, which is usually of no consequence for the

short-term use of the drug. It will also decrease

gastrointestinal motility and bowel sounds.

Insulin secretion by the pancreas' is decreased

From the Hypertension Center, Vanderbilt Hospital,

Nashville, Tenn. 37232.

by a diazoxide and blood sugar may rise. The

change is usually small but rarely the rise can

be dramatic, requiring insulin therapy.

Indications

The indications are hypertensive emergencies.

Caution is advised in patients with angina or

florid congestive heart failure because of the

possibility of increasing cardiac work due to the

reflex increase in sympathetic tone. Patients

with angina or pulmonary edema who require

emergency treatment of hypertension should be

treated initially with a ganglionic blocker (pen-

tolinium, trimethaphan) or a sympathetic in-

hibiting drug added as an adjunct if required.

Diazoxide is contraindicated in patients with

dissecting aneurysms of the aorta.

Diazoxide is effective in pregnancy (e.g. for

eclampsia) or in children, but such use is not

approved by the FDA since toxicity in these situ-

ations is unknown.

Mode of Administration

Diazoxide is given intravenously as a bolus

over 30 seconds to one minute. The dose rec-

ommended in the package insert is 300 mg (or

5 mg/kg). At Vanderbilt we have had occasional

excessive responses to this dose and have rec-

ommended that smaller starting doses be used.

We routinely use 75 mg as an initial bolus

followed in 5 minutes by 150 mg if necessary.

If there is no response to these doses, a third

dose of 300 mg can be given. If the pressure

has responded partially, the preceding dose is

repeated. The therapeutic response lasts a vari-

able period of time and the drug can be repeated

in effective dosage when hypertension recurs.

As in all therapies of the hypertensive emergen-

cy, oral antihypertensive therapy with standard

drugs should be begun along with diazoxide to

allow for smooth transition from the acute to

chronic management of the patient.

Alan S. Nils, M.D.

References

1. Hamby, WM, Jankowski, GJ, Pouget, JM, Dunea,

G, Gantt, CL; Intravenous Use of Diazoxide in the

Continued on page 262
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A 72-year-old woman was seen in the Emergency

Room with marked shortness of breath and “tight”

discomfort in the siibsternal area. She stated that

she had previously had a “heart attack.” She had

been taking digoxin 0.25 mg. daily and Lasix 40 mg.

orally daily with potassium chloride supplementation;

however, her daughter stated that over the preceding

week to 10 days she had been somewhat confused

and was not certain whether she continued to take

her medication.

On physical examination she was noted to be an

obese diaphoretic white woman who was notably

tachypneic. She was sitting at 45° and stated she did

not wish to lie down because of shortness of breath.

Temperature was 101°F rectally. Bilateral rales were

present to mid chest level. The following electro-

cardiogram was obtained. (Fig. 1)

Leads V4-6 are not shown. The rate is ir-

regularly irregular and no atrial activity is noted.

The QRS is widened to 120 milliseconds and the

QRS forces are leftward and posterior. The rate

is varying from approximately 180 to 100 per

minute. The first two complexes in lead II and
the third complex in AVR and AVL are distorted

by an artifact. The ORS widening with R wave
in I and Q in Vi is characteristic of left bundle
branch block.

Over the next 24 hours the patient was treated

with one mgm. of digoxin intravenously. She

became afebrile. Her pulmonary edema was
markedly improved and the rales noted on
admission were considerably diminished. A
rhythm strip is shown. (Fig. 2)

Examination of the rhythm strip explains the

artifact noted in the admission tracing. At this

slower heart rate a pacemaker spike is noted to

initiate the first three QRS complexes. The fourth

beat is a fusion beat, transitional in morphology

between the paced beats and the following non-

paced beats. The fifth, sixth and seventh beats

contain the pacemaker spike artifact within the

QRS complex. These beats occur at a shorter

From the Department of Cardiology, Saint Thomas
Hospital, Nashville, Tenn. 37205.
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(and irregular) interval and it is obvious that

the QRS complex initiates the pacemaker arti-

fact. In the eighth beat, which occurs with an

interval of 400 milliseconds, no pacemaker arti-

fact is noted within the QRS. The lack of pace-

maker artifact in this 8th complex and in most

of the complexes of Figure 1 is explained by the

rapid ventricular rate. The pacemaker spike

artifact does not appear at QRS intervals less

than 420 milliseconds.

Synchronous pulse generators are programmed

in this way so that a strong external electrical

field cannot “capture” the pacemaker resulting

in pacing at a ventricular rate in excess of 150-

160 per minute. The first three beats in the

rhythm strip are paced because the patient’s own

ventricular rate has been slowed allowing the

pacemaker to express itself at its preset rate of

70 per minute.

R wave stimulated demand pacemakers have

been used infrequently in the last few years.

However, they are still seen occasionally and

it should be remembered that they can cause dis-

tortion of the QRS complex.

Further history revealed that this lady had an

Omni-Ectocor pacemaker implanted five months

previously at another hospital.

W. Barton Campbell, M.D.

Co-Director
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Metrication—For Better or Worse?

In 1870, the United States co-signed the Meter

Convention with 16 other nations. As a result,

the General Conference on Weights and Measures

has periodically met to develop a system for stan-

dardizing units. In 1971, a httle over a hundred

years after the original agreement, a System of

International Units (SI units) was presented and

accepted by the International Organization for

Standardization. The National Bureau of Stan-

dards has published guidelines for its usage.

If you have had occasion to read the British

Medical Journal or Lancet recently or some of

the more recent medical textbooks authored and

published in this country, you have been struck

by the changes in the units used to report labora-

tory tests. It is most difficult to grasp the sig-

nificance of such test results as a serum sodium

of 139 mmol/1, a bilirubin of 104 ^amol/l or a

serum amylase of 1.86 /xkat/1. Without knowl-

edge of these units in relation to normal values,

American physicians are denied a thorough

understanding of European medical literature.

The lack of knowledge of the SI units in the

United States has become intolerable. There are

disadvantages in proceeding with their adoption

but these now appear to be outweighed by the

disadvantages of not proceeding. In accordance

with the agreement, European and Asian coun-

tries and Australia have galloped ahead with im-

plementation. The United States is the only

major industrial nation which has taken no

action. The 92nd, 93rd and 94th Congress have

all tabled action relative to conversion to the

metric system. The overall result of our in-

action will be a kind of scientific isolationism

which will become worse as time passes.

The SI units are metric and purport to express

measurements in an unambiguous manner. It

provides base units for seven dimensionally

independent physical quantities as follows;

1. Length—meter

2. Mass—kilogram

3. Time—second

4. Electric current—ampere

5. Thermodynamic temperature—degree Kelvin

From Clinical Laboratories of Nashville, 2525 Park

Plaza, Nashville, Tenn. 37203.

6. Luminous intensity—candela

7. Amount of substance—mole

From these seven basic measurements, a num-

ber of derived measurements are obtained as

follows

:

1. Area—square meter

2. Clearance—liter/second

3. Concentration

Mass—kilogram/liter

Substance—mole/ liter

4. Density—kilogram/liter

5. Electrical Potential—volts

6. Energy—Joule

7. Force—Newton
8. Frequency—Hertz

9. Pressure—Pascal

10. Temperature—degree Celsius

11. Volume—cubic meter or liter

There is stiU one area of measurement which

has not been agreed upon and that is enzyme

activity. Of all the measurements in clinical

chemistry, enzyme analysis needs standardization

more than any other. A quick review of enzyme

units demonstrates the point best. To name only

a few, we have Shinowara-Jones-Reinhardt units,

King-Armstrong units, Wacker units, Karmen

units, Bessey-Lowry units, Wroblewski units,

Sibley-Lehninger units, Somogyi units, Cherry-

Crandall units, Goldbarg-Rutenberg units, as well

as International units and a whole host of manu-

facturer’s units. Enzymology is in chaos. The

proposed correction for this is the “katal.”

A katal is the amount of enzyme which will

catalyze a reaction rate of one mole per second.

The reaction conditions are eliminated from the

definition.

Conversion to SI units drastically changes

some numbers we all have become accustomed

to using. Others are not changed at all but the

unit expression is different. The following are

examples of the new expressions which undoubt-

edly we will all use in the future:

TEST

Serum Sodium

Serum
Potassium

Serum Calcium

Serum Glucose

PRESENT
UNITS

136-142 mEq/1

3.8—5.0 mEq/1

9.0—10.6mg/dl

70-1 10 mg/dl

SI UNIT

136-142 mmol/1

3.8—5.0 mmol/1

2.25—2.65 mmol/1

3.85—6.05 mmol/1
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TEST PRESENT
UNITS

SI UNIT

Serum
Triglycerides 10-190 mg/dl 1.1—20.7 mmol/1

Serum LDH 70-207 I.U./l 1.19—3.46 Mkat/1

Serum Amylase 60-160 Somogyi

units 1.86—4.96 ^kat/1

Plasma Cortisol 5-25Mg/dl 138-690 nmol/1

Serum
Creatinine 0.6— 1 .2 mg/ dl 53-106 ^tmol/1

Arterial POo 90— 100 mm Hg 12.6—13.3 kPa

Platelet Count 150,000—

400,000 /m1

0.15-0.40 X 1012/1

DIAGNOSTIC PATTERNS/Gardner

Continued from page 254

2,194 cases that year. The nation’s second most

common primary diagnosis, osteoarthritis, ac-

counted for 445 cases in the State. Following

these, in order of decreasing national prevalence,

was displacement of intervertebral disc, with

Tennessee reporting 474 cases, followed by

schizophrenia with 332 cases. There were 448

cases of emphysema in Tennessee; 218 cases

of diabetes mellitus, and rheumatoid arthritis and

Bone Mineral . . .

Continued from page 258

ventional scintillation cameras instead of using

instrumentation designed for a single narrow ap-

plication.® Other new developments include

measurement of transit time of ultrasound

through either cortical or trabecular bone.® The

DIAZOXIDE . . .

Continued from page 259

Treatment of Severe Hypertension. Circulation, 37:169,

1968.

2.

Johnson, BF: Diazoxide and Renal Function in

262

Hematocrit 40-54% 0.40—0.54

Hemoglobin 13.5— 2.09—2.79 mmol/1
1 8.0 gm/dl

WBC 4,500—

11,000/m1 4.5—11.0x109/1

For better or worse, metrication is imminent.

It is bound to be painful but we can tell our-

selves what we often tell screaming children

while injecting penicillin, “This will make you

better.”

Joseph J. Sannella, M.D.
Medical Director

^ *

allied conditions accounted for 335 cases in

Tennessee that year. Acute cerebrovascular

disease, listed eighth among the most prevalent

primary diagnoses in 1972, recorded 240 cases

statewide; malignant neoplasm of trachea and

lung 245 cases; and other respiratory diseases

ranked tenth with 262 cases.

Additional information about the social se-

curity disability program in Tennessee can be

obtained through the Disability Determination

Section, Professional Relations, 4721 Trousdale

Drive, Nashville, Tennessee 37220.

* *

rationale in this case is that transit would be

rapid in dense bone (approximately 3500 m/
sec.) and slow in osteoporotic bone (approxi-

mately 3200 m/sec.). This method sounds in-

triguing but needs to be tested.

Robert L. Bell, M.D.

Note: References will be supplied upon request.

Man. Clin Pharm Tlier. 12:815, 1971.

3. Thirlwell, MP, Zsoter, TT: The Effect of Diaz-

oxide on Veins. Amer Heart J. 83:512, 1972.

4. Updike, SJ, Harrington, AR: Acute diabetic Keto-

acidosis—A Complication of Intravenous Diazoxide

Treatment for Refractory Hypertension. New Engl

J Med. 280:768, 1969.
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Caveat Attorney!

Justin Dorgeloh, M.D.

A television station recently enlivened an other-

wise lackluster newscast with the interesting pic-

ture of Mr. Marvin E. Lewis, president of the

American Trial Lawyer’s Association, being

asked what he thought of no-fault automobile

insurance—roughly equivalent to asking a Mid-

western farmer whether he likes tornadoes.

After the ensuing blistering denunciation of no-

fault insurance the TV camera shifted to a repre-

sentative of the insurance industry, whose glow-

ing praise of the no-fault bit included the

revelation that it annoys insurance people to

see fully one-third of the dollars they shell out

go to the victim’s attorney. Back on camera,

lawyer Lewis was asked if he might just possibly

be biased by monetary considerations. He re-

sponded with a spirited defense of the profit mo-
tive in general, then inexplicably rambled into an

engaging non-sequitur in which he claimed that

doctors out-profit lawyers.

Let us forget about no-fault insurance and

consider the pensive attorney wistfully comparing

doctors’ fees to his own. Would he like to bill

as doctors do? Does he yearn to give up the

bothersome contingency fee (according to the

insurance man’s patently conservative estimate,

one-third of $50,000, $2,000,000, or whatever)

for the joys of fee schedules patterned on RVS,
Medicare and Medicaid? Let’s see what might

happen if lawyers were to start practicing as

doctors do, and vice versa.

Scene 1. Office of the legal firm of Apple-

thwaite, Higginbottom, Framingham and Jones.

The decor is simple, austerity measures having

become necessary since giving up the contingency

fee. Wall-to-wall carpeting has been forsaken for

braided scatter rugs, furniture consists of a few

serviceable items picked up at a Whitefront sale,

and the priceless Picasso formerly on the far wall

has been replaced by a tolerable reproduction

of Rosa Bonheur’s The Horse Fair.

Applethwaife is busily comparing fees listed

in RVS-A (Relative Value Studies for Attorneys)

First printed on the Oakland (Calif.) Medical

Bulletin, 1970.

with those listed in Legacare (fees footed by

Uncle Sam in behalf of litigants over 38 years of

age). Higginbottom is in the act of hanging up

the telephone.

Higginbottom (briskly): Applethwaite, it looks

like we’ve got ourselves a rape case. What is the

fee for defending rape?

Applethwaite (leafiing through both fee sched-

ules): Let me see . . . fifteen RVC-A units

—

about $175. If the client is a Legacare case, $95.

Wait a minute. Only if the accused denies the

charge.

Higginbottom: What if he admits it?

Applethwaite (reading): Twenty-five percent

of the standard RVS-A fee or $35, whichever is

less. Legacare allows $50 or $40, whichever is

less.

Higginbottom (incensed): Hell, it isn’t worth

the paper work. I’ll just refer the case. What

does RVS-A allow for referrals?

Applethwaite (shocked): Higginbottom! Re-

ferral fees are now unethical—ever since we

switched to billing like doctors. Medical men call

it “fee splitting.”

Higginbottom (contritely): I forget . . . (now

reminiscing) ; Those referral fees were great,

weren’t they?

Applethwaite (staring out the window): What

I miss is the contingency fee.

(enter Jones, hopping mad)

Jones: Know what? The Bar Association has

just set up a committee they call Peer Review.

Supposed to improve lawyers by nosing into

court records to see how well they handle their

cases! Smith, Fennimore and Dumbkof have a

man on the committee, and so do Semmelweiss,

Frump and Hartnup. Those knotheads actually

called a meeting and criticized the way I defended

the Harrington case!

Higginbottom: Who’s Harrington?

Jones: You remember. The only man ever

sent to Quentin for a misdemeanor.

Applethwaite (apprehensively): Did the com-

mittee take any action?

Jones (heatedly): In the first place, they ad-

vised me to triple my malpractice insurance. Then

they handed me a list of about fifty workshops
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and refresher courses. To top it off, they sent

me on to the Utilization Committee!

Higginbottoni: Utilization Committee? What

the devil is a Utilization Committee?

Jones: A bunch of busybody lawyers telling

us other lawyers not to tie up the courts too

long. They think they have it all figured out.

Two court days for hit-and-run, 6 for embezzle-

ment, 3 for breaking and entering, 8 for murder.

In Harrington’s case they said it should have

been only fifteen minutes.

Applethwaife (trying to remember): What had

Harrington done?

Jones: Ran through a red light and smack

into a prowl car . . . (changing the subject):

By the way, our office is going to get a routine

inspection next week. By something they call

the Legal Joint Commission. If we fail we go

on probation.

Higginbottom (thoughtfully): You know, I

don’t want to seem reactionary, but I liked the

way we operated before. . . .

(Curtain)

Scene 2. The private office of Dr. Winston

Arrowsmith. The good doctor is seated at a

massive mahogany desk, behind him a wall-to-

wall bookcase stocked with handsomely bound

volumes. Brocaded office walls are tastefully

adorned with Van Gogh and Chagall originals,

and atop a five-foot pedestal is a bust of Hip-

pocrates carved by none other than Praxiteles.

The door opens. Enter Miss Phipps with a

new patient.

Miss P.: Dr. Arrowsmith, this is Mr. Farley

Comstock—the patient Dr. Ratskeller just phoned

you about. Mr. Comstock says his tummy hurts.

Arrowsmith (cordially): Howdy, Comstock.

PRACTICE FOR SALE

Internal Medicine—Miami, Florida.

Center of all South Dade hospitals.

Gross 3 plus per year. Fully equipped

office for rent. One or two doctors.

Associate temporarily prior to pur-

chase. Reply to Box W-10, c/o The
Tennessee Medical Association, 112
Louise Avenue, Nashville, Tennessee
37203.

According to Dr. Ratskeller you have a hot ap-

pendix and I’m just the man to take it out!

(aside to Miss Phipps: Be sure to send Dr. Rats-

keller his referral fee!)

(Exit Miss Phipps)

Comstock: I have never had surgery before.

Doctor. By the way . . . (looking around) . . .

what will this cost me?

Arrowsmith (cautiously): It all depends.

Comstock: Depends on what?

Arrowsmith: In the first place, on whether

the operation is successful. If it isn’t, it won’t

cost you a dime. We doctors now work on a

contingency fee basis. Protects the patient.

Comstock (alarmed): How much if the opera-

tion is successful?

Arrowsmith: Depends on your future earnings

—made possible, of course, by a successful ap-

pendectomy. Just pay me one-third of all you

make from here on in.

Comstock (shaken): Isn’t that a bit irregular?

Arrowsmith (bristling): I see you don’t under-

stand the contingency fee! Why, the legal pro-

fession has used it for years. Say you got hit by

a car and could never work again. The jury

might award you just enough to live on the rest

of your life, and then your lawyer would take

one-third, maybe one-half of it.

Comstock: Oh.

(Enter Miss Phipps)

Arrowsmith: Miss Phipps, call Charon Hos-

pital surgery and tell them I want to operate on

Mr. Comstock tootsweet. (he turns to his patient,

and winks) We both want this operation to be

successful, don’t we, Comstock?

(Final Curtain)

RADIOLOGISTS—X-RAY DEPARTMENTS

A Monumental Goof by the Government has placed
a SANCHEZ-PEREZ SERIOGRAPH, Model IlOA in our
plant (and we are a Silk-Screen Printing House!).
Our technician reports that this machine is in

excellent operating condition. It looks nearly new
to US; and runs smooth as slik. The DeLuxe Model,
with automatic Elevating feature, Remote Outlet,
X-Ray Line, Variable exposure speeds of from 1/2 to
2 secs, 12 Serial Exposures, will take all 12 shots in

succession or one at a time. Nineteen 11x14 inch
Film Casettes, with 10 “Hi-Speed,” and 9 “Par-Speed”
Screens, all by DuPont.

Litton Medical Systems tells us that this unit sells

new at around $6,000, plus $100 a piece for the
Casettes. All we want is our money back: $2,000.00,

Uncrated, F.O.B. Bristol, Tenn.

Call 615-764-4542. Ask for Roy Mueller. CROWN DE-
CAL & DISPLAY, Bristol, Tennessee 37620.
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New Asthma Drug Proves

Effective, Safe for Children

A new drug product on the American scene has

proved safe and effective in controlling asthma in

children, says a research report in the Feb. 16 issue

of the Journal of the American Medical Association.

The drug—metaproterenol sulfate—has the advan-

tage of administration orally in a simple syrup mix-

ture. It is available under trade names of Alupent

and Metaprel.

Until recently the only orally administered asthma

product available in the United States has been ephe-

drine sulfate, which had serious disadvantages, says

Milan L. Brandon, M.D., of the Allergy Medical Group
of San Diego.

Dr. Brandon tested metaproterenol on a group of

boys and girls age 6 to 13 years. Half of the group

received the new drug; the other half were given a

harmless placebo, or inert substance. None knew which

substance he was receiving. The treatment of the 50

children was continued for three months.

The children taking the drug showed a distinct im-

provement in breathing when compared to those on
the placebo. Side effects were minimal, he says.

Children on ephedrine therapy in the past often re-

quired sedatives or tranquilizers along with the ephe-

drine, Dr. Brandon reports. These additional drugs

were not needed by the children taking metaproterenol.

“This new beta-adrenergic stimulant, available as a

syrup, seems well suited for long-term individualized

therapy of childhood asthma,” he concludes.

AMA Release

“Abbreviated Injury Scale, 1975 Revision,” a joint

publication of the AMA, American Assn, for Auto-

motive Medicine, and the Society of Automotive Engi-

neers, is the result of a seven-year project to develop

a medically acceptable system for rating the severity

of injuries in automotive crash investigation. Copies

are available for $3 each from Health and Safety

Associates, Inc., P. O. Box 222, Morton Grove, 111.

60053.

Six audio cassette tapes on practice management dis-

cuss billing and handling third-party insurance claims;

compensation and fringe benefits for aides; personnel

administration; point of service collections; small group

practice; and personal finances, insurance and invest-

ments. The series may be purchased for $7 per tape,

or $37 for the set of six, from Dept, of Practice

Management, AMA Headquarters.

A new AMA booklet, Planning Guide for Physicians’

Medical Facilities, is designed to answer questions

typically asked by physicians considering constructing

a medical office building. The guide is an expanded

and updated version of an earlier publication. Choice

of property, professional planning assistance, choice

of materials, layout, and office condominium consider-

ations are discussed. The cost of the booklet—OP-439

—

is $2 each for 1-10 copies; $1.80 for 11-49; and $1.60

for 50 or more. Write Order Dept., AMA Headquarters.

American Cancer Society

Statement on Funding

In its February, 1976 issue. Money Magazine re-

views three books on charitable giving, one of which

leaves the reader with the totally erroneous conclusion

that the American Cancer Society has amassed enor-

mous surpluses for the years 1973 and 1974. The impli-

cation being conveyed is that ACS no longer desper-

ately needs the contributor’s dollar.

As we have repeatedly pointed out to the National

Information Bureau (the source of the author’s sta-

tistics) and others, there is no justification for com-

paring Society expenditures with Society income for

the same fiscal year. It has been our long-standing

policy to spend in a given year, funds which have

been received in the previous year. In this way we
budget only funds we have on hand—not funds we
anticipate raising. When our Crusade is more suc-

cessful than it was the previous year, we do have

extra money at the end of the year—^which then goes

into the next budget. It does not build up.

This prudent practice of budgeting funds based on

a previous year’s known income has enabled us to

conduct the Society’s affairs in a manner based on
sound managerial principles which assure planning;

in turn, this provides for continuity of program activity

and support for on-going research projects.

CLINICAL CENTER STUDIES

Clinical Center Study of

Patients With Gynecomastia

The cooperation of physicians is requested in the

referral of patients with gynecomastia for a study

being conducted by the Reproduction Research Branch,

National Intsitute of Child Health and Human Develop-

ment at the Clinical Center, National Institutes of

Health, Bethesda, Maryland.

Patients will receive a complete endocrine evalua-

tion. Reduction mammoplasty will be offered.

Upon completion of the study, patients will be re-

turned to the care of the referring physicians who will

receive a summary of the findings.

Physicians interested in having their patients con-

sidered for admission may write or telephone:

Dr. D. Lynn Lori.\ux

or

Dr. Julio Pita, Jr.

National Institute of Child Health and

Human Development

Clinical Center, Room lOB-02

National Institutes of Health

Bethesda, Maryland 20014

Telephone: (301) 496-5800

496-6994
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Low-Birth Weight Infants Requiring

Continued Hospitalization In An
Intensive Care Nursery

The cooperation of physicians is requested in the

referral of newborns of less than 2,500 grams (5 lb

8 oz) birth weight who require continued environ-

mental (incubator) and nutritional support but who
are free of acute cardiorespiratory disease for studies

being conducted by the National Institute of Child

Health and Human Development at the Intensive Care

Nursery of the Clinical Center, National Institutes of

Health, Bethesda, Maryland,

A broad program for the care and study of the

low-birth weight infant is being initiated in a newly

constructed nursery which incorporates the latest in

design and facilities for providing full range of ad-

vanced neonatal care. Infant growth and development

and selected aspects of nutrition and metabolic adapta-

tion are of greatest concern. Although the nursery is

staffed and equipped to handle any eventuality which

may present during an infant’s hospitalization, the pro-

gram is oriented primarily to babies who require chronic

support and diagnostic studies rather than intensive res-

piratory care.

Both prematures appropriate in size for gestational

age (AGA) and newborns who are small for gestational

age (SGA) as a result of intrauterine growth retar-

dation are prime candidates for admission. In addition,

neonates of any gestational age with unexplained meta-

bolic acidosis (probable inborn errors of metabolism),

suspected endocrinopathies, hypoglycemia, and hypo-

calcemia are eligible.

All newborns will be transported to the Clinical

Center in an NIH ambulance with a staff pediatrician

in attendance. There is no charge for transferring in-

fants or for medical and hospital services.

Physicians interested in further details or in having

their patients considered for admission may write or

telephone:

Philip M. Farrell, M.D.
National Institute of Child Health and
Human Development

Clinical Center, Room 13N-260
Bethesda, Maryland 20014
Telephone: (301) 496-5581

Emergency Poison Antidote Kit Available

Rockford Safety Equipment company announces the

availability of an effective first aid kit for accidental

poisoning. Designed by a practicing emergency room
physician, and indispensable to any place with small

children or where poisoning could occur, this self-

contained kit consists of the two most time-tested

and effective poison antidotes.

The PK-10 Antidote Kit contains syrup of Ipecac,

activated charcoal powder, a current antidote chart,

a list of steps to take to prevent accidental poisoning

and instructions on what to do when poisoning occurs.

The kit is provided in a durable plastic box and in-

cludes a dispensing spoon.

The PK-10 antidote kit provides effective first aid

so poisons cannot work unchecked after being swal-
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lowed. The two antidotes in the kit are easily adminis-

tered as early treatment. Practically anyone can be

ready to respond with possible crucial, early first aid

in an accidental poisoning. The complete kit sells for

just $3.50 and each antidote can be purchased sepa-

rately.

For descriptive literature about the PK-10 Poison

Antidote Kit, ask for Catalog No. EPA-76.
For further information:

Mr. H. L. Mitchell
P. O. Box 5166

4620 Hydraulic Road
Rockford, IL 61125

Hallwag Maps and Atlases

AMERICAN MAP COMPANY, INC. proudly an-

nounces that it is now the sole distributor in North

America of the famous HALLWAG maps. This line

of touring maps not only includes individual maps

of each country in Europe, but also features eleven

(11) “Special” maps covering the most frequented

regions of Europe.

Current and cartographically accurate, each map
also highlights such valuable information as Customs

requirements, insurance papers necessary, speed limits,

auto assistance and, even, where and when pets are

allowed.

In addition to the Road and Travel Maps, the HALL-
WAG line includes three (3) excellent road atlases:

EUROPA TOURING ATLAS—A Complete

motorist guide to Europe,

EUROPA AUTO ATLAS—Highlighting the

principal and subsidiary road systems.

AUTROPA ATLAS—Featuring main roads and

motorways.

All three atlases contain detailed plans of the most

frequented cities.

All maps are $3.95, Atlases to $16.70. Available

at your local map dealer or bookstore, or direct from

AMERICAN MAP COMPANY, INC., 1926 Broad-

way, New York, New York 10023.

Travel Map Brochure available upon request from

American Map Co., Inc.

* * Hs
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J. Kelley Avery

pfc/idenlV
p<i^

Dear Colleague,

There is no way that Joann and I could express our sincere appreciation

for the many kindnesses that have been ours in the past year. This has

truly been a fantastic experience for both of us.

To have served as President of the Tennessee Medical Association, is an

opportunity that I will cherish for the rest of my life. Since the earliest

days I can remember, I expressed the desire to be a doctor. No other

occupation or profession ever seriously entered my plans. I have always

been thankful for the opportunity to serve my patients in the practice

of my profession, and now I am equally thankful to have had the

opportunity to spend this past year in service to my profession in my home

state.

It remains to be seen what has been accomplished by our efforts in the

past year. The only sure prediction one could make is that without our

continued efforts in the future, nothing that has been done in the past will

be of any lasting benefit to our profession and our patients.

As this year draws to a close, the wisdom of our Constitution which

allows a President to serve only one year is certainly apparent to me.

The leadership of this Association must always come from the ranks of

physicians who actively practice medicine in Tennessee. I am excited about

the leadership that will be given to this Association by Gordon Peerman.

I look forward to his year of Presidency of the Tennessee Medical Association

not only because it will be a respite as far as I am concerned, but because

it wiU give me an opportunity to follow leadership in which I have

tremendous confidence. I can only hope for Gordon that your kindnesses

and cooperation will continue throughout this year as you have expressed

them in the past year. Thank you very much and God bless you and your

family and this Association of ours is our prayer.

Very affectionately,

Kelley and Joann



The New President

C. GORDON PEERMAN, JR., M.D.

Nashville
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C, Gordon Peerman, Jr,, M,D,

88th President—Tennessee Medical Association

T Tffls CRUCIAL TIME in our 146-year history, the Tennessee Medical Association is fortunate

to have an incoming President who is not only experienced and qualified, but one who meets the

challenges head-on and who is determined to keep the practice of medicine the most respected pro-

fession in this nation. The office of President of TMA seems to become more demanding each

year. The President, on request, travels from Memphis to Bristol visiting with the some 4,100

members of the Association. More often, he is beseiged by the general public, the news media,

the State Legislature and other professional organizations regarding the attitudes and policies of

physicians across the state on an untold number of medically-related issues. Our new President

is highly capable of handling these situations in a manner that will reflect credit on his Associ-

ation.

Born in Jacksonville, Florida on January 9, 1926, Dr. Peerman received his BS Degree from

Tulane University in 1946, and graduated from Vanderbilt University School of Medicine in 1949.

He then took an internship at Vanderbilt in obstetrics and gynecology, followed by a residency in

surgery at Thayer Veterans Hospital. He completed his residency training at Vanderbilt in OB-
GYN in 1955 and was certified by the American Board of OB-GYN in 1958.

Dr. Peerman has maintained an active practice in obstetrics and gynecology in Nashville since

1955 and has in recent years limited his practice to gynecology. From 1966 to 1969, he was Chief

of OB-GYN at St. Thomas Hospital and acting Chief of OB-GYN at Vanderbilt Hospital from

1974 until 1975. He is a chnical professor of OB-GYN at Vanderbilt. While devoting most of

his time to his clinical profession, he has been a steadying influence in organized medicine in Ten-

nessee. He served the Nashville Academy of Medicine as a member of its Board of Directors

from 1967 to 1973; elected President of the Academy in 1972 and named Board Chairman in

1973.

A proven leader in medical affairs. Dr. Peerman has been active in leadership roles in TMA.
He served on the TMA Board of Trustees from 1969 to 1973, was Secretary of the Board in

1969 and Chairman from 1971 to 1973. He is a Board member of the newly created State Volun-

teer Mutual Insurance Company. His membership in specialty societies include the Nashville

OB-GYN Society in which he has been Treasurer and President; Tennessee OB-GYN Society;

American College of OB-GYN; and the American College of Surgeons.

Dr. Peerman is an active community servant as well. He is a member of the Board of Di-

rectors of the Davidson County Chapter of the American Cancer Society; past Board member of

the Upper Cumberland Comprehensive Health Planning Council; and Vice President of the David-

son County Health and Hospital Planning Council. He was a member of the Tennessee Health

Facilities Commission and currently serves as a member of the Board of Directors of the Ten-

nessee Temporary Joint Underwriting Association.

Dr. Peerman is an avid golfer but his greatest enjoyment is being with his family. He is

married to the former Mary Alice Klyce and they have three sons, Charles Gordon, III, William

W. and Robert B. Peerman. The TMA has in Dr. Peerman a proven leader who, with the

cooperation and support of our members, will keep the values of his profession at the highest

level.
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cditeikil/
Easter:

The Resurrection and The Life

From time to time the world is electrified by

a story of heroism, self-sacrifice, or sometimes

even martyrdom, and for every such well publi-

cised event there are many others which go

quietly unnoticed. Reaction to them is varied,

but there is often an odd undercurrent of embar-

rassment, and there are expressions of dismay,

particularly when death results, at what is as-

sumed to be the waste of a human life. A modern

example that it is not always so is the murder

of Dr. Paul Carlson in the Simba uprising in the

Congo in 1964. Phoenix-lrke, the Paul Carlson

Foundation arose from his ashes, and the grace

of God once again multiplied the loaves and
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fishes—the grain of wheat which fell to earth

produced an ear.

In Jerusalem near the end of the reign of the

Roman Emperor Tiberias a death occurred with

which the world has never been able to cope. The
death on a Roman cross of Jesus the Nazarene

is attested to by secular historians, but that death

and its meaning have been endlessly disputed,

discussed and quarrelled about. No solution to

the argument is possible, though, as its meaning

is preceived only with the eyes of faith.

What happened after the Crucifixion is also

disputed, though there were more witnesses to

the subsequent appearance of Jesus alive than

there were to the inauguration of George Wash-

ington as the first President of this Union. His

followers forsook Him, denied Him, swore they

never knew Him, and ran and locked themselves

in an upper room out of fear, yet less than two

months later, after Pentecost, those same men
were accused of turning the world upside down.

They must have experienced something remark-

able. Ignorant cowards do not easily change into

forceful, courageous, persuasive men destined for

martyrdom. History affirms the Biblical account:

they were transformed into new men.

On October 29, 1964, Helen Rosevere, M.D.,

was brutally beaten and raped in the same up-

rising which cost Paul Carlson his life. That she

is alive today can be attributed to a series of

events which can only be described as miracles.

These events have been documented by Alan

Burgess in his best selling book Daylight Must

Come, the story of Helen Rosevere’s fife in the

Congo, with emphasis on the terrible events of

the autumn of 1964 culminating in her miracu-

lous rescue and return to her home in England

on New Year’s Eve.

As she was being beaten and raped, Helen

felt herself forsaken by God, and after her rape

wondered if her abused body could ever again

be acceptable to and used by Him. Then, in

the midst of her pain, she received release as

the Peace of God flooded over her, bringing as-

surance that it was her privilege to share in

His suffering. In less than a year she was back

in the Congo, now Zaire, where she served until

last year, ministering to the very people re-

sponsible for her suffering. Some of us in Nash-

ville were privileged last fall to be associated

briefly with Helen Rosevere and to feel the warm
love of God which shines through this dynamic

Christian physician—another transformed life.
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Logic, based on our scientific knowledge, must

tell us that resurrection of a dead body is not

possible. But as sometimes happens this logic

runs counter to the evidence, not the least per-

suasive of which is the changed lives of those

who know Him and the power of His Resurrec-

tion—the grains of wheat which when they die

and fall to earth do indeed bring forth life a

hundred-fold. The good news of Easter is that

this power is available to everyone.

J.B.T.

State Volunteer Mutual

The Journal has gotten some “head” recently

for not having made a strong push for the State

Volunteer Mutual Insurance Company (SVMIC),
which gives me opportunity to explain again some

things not possible for a monthly publication. I

hope you will take note of them.

In the first place, the Journal's policy toward

the company was stated in the lead article of

the November 1975 issue, which was an editorial

describing the issues and the company, and urging

support of it as being an absolute necessity for

our future welfare. It would have been difficult

to take a stronger stand in its favor.

I not only understand, but share, along with

TMA’s Board of Trustees and most of you, con-

cern at the failure of the SVMIC to be imple-

mented, though perhaps by the time you read

this it will have been. This illustrates our prob-

lem, and should adequately explain why the

February (as well as the March) issue had

nothing in it about the company.

The printer’s deadline for the February issue

was January 15, and I try to have the material

for an issue assembled by the tenth of the month.

At that time there was every reason to be-

lieve the company would shortly be writing

insurance. We did not anticipate that there would

be so many misguided, short-sighted, naive TMA
members. So no more was said about it in these

pages.

Last year the Board of Trustees recognized

the problems of confronting burning issues in the

Journal by instituting the TMA Newsletter to

replace the Journal's yellow pages. Neither the

Newsletter nor the Journal operates in a vacuum.

Both are organs of TMA. We assume they have

the same readership, and that it is not necessary

to duplicate in the Journal everything carried

in the Newsletter. Believe me, it will not be done.

The SVMIC received adequate exposure.

J.B.T.

Spots on the Shield

One of the most distressing things encountered

by our troops in Viet Nam, so I am told, was the

inability to distinguish friend from foe. They

looked, dressed, and talked alike and often lived

side by side, and it was often not until one lobbed

a grenade your way that his true identity sur-

faced. It is true throughout life that our best

friends are not necessarily those who are the

nicest to us. A friend is one who will tell you

the truth even though it may not make life as

pleasant. The line, though, between the un-

pleasant truth and slander is often thin indeed.

In this issue of the Journal two self-pro-

claimed friends of the medical profession have

spoken their minds about us—or rather, to us,

as both of the articles are taken from addresses

delievered to some of our colleagues. The two

writers have touched on two different aspects of

medical care, and it would serve us well to

examine their statements carefully. I shall men-

tion a few points of a general nature, but you

should not stop there.

I am not violating any confidences when I

say that as far as most Nashville doctors are

concerned Mr. John Seigenthaler, publisher of

the Tennessean, Nashville’s morning newspaper,

does not have a very good track record as a

friend of the medical profession, his disclaimer

to the contrary notwithstanding. I am willing,

however, to accept at face value his statement

that in his own mind he is our friend, and to

suggest that the key to this incongruity can be

found in the last sentence of his article, to the

effect that adequate health care must be a birth-

right for every citizen.

As much as every one of us desires adequate

health care for every citizen, I feel confident

most of us have not reached the stage where

we consider it a birthright. To do so would

place obligations on us which would in many
instances be an intolerable burden. It would

require, for example, some radical reshuffling of

health manpower. “Adequate” translates “best”

in the public mind, regardless of whether they

live in Memphis, Nashville, or Possum Trot. It is

very easy for publishers and politicians to take

this position, as it costs them nothing and gains

them support. Yet Mr. Seigenthaler is telling

us the truth. The American people are becoming

rebellious at the inaccessibility and the cost to

themselves of what they consider a right. Rights

are to be underwritten by tax dollars. The public
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is mostly too shortsighted to see it will cost even

more that way, so it presses for some sort of

nationalized system.

The problems are clearly stated, and the lines

are drawn. The answers are less readily attained.

The federal bureaucracy is ready to have at

it, though, and unless we can keep our lines

of communication open and maintain maximum
input, the future looks rather bleak.

The situation outlined by Mr. Seigenthaler

might not be so pressing if it were not com-

pounded by our sins of omission and commission

as presented by Mr. Moore—sins related to our

interpersonal relationships, or lack of them. That

such problems do exist is unquestioned, but the

practice of medicine has been made much more

difficult by every Tom, Dick, and Harry having

become an amateur medical practitioner, their

textbooks being those paragons of medical in-

formation like Reader’s Digest, Good House-

keeping and so on. Abetted by bureaucrats and

lawyers, the matter of informed consent has

gotten out of hand, and too often doctors and

patients find themselves in an adversary relation-

ship.

While this would not bother Mr. Moore, it

does bother most doctors. If we had wanted that

sort of give and take, we would have become

lawyers, and not doctors. The basic difference

is not as Mr. Moore supposes, in our training;

it is in our make-up. Most of us prefer to be

kind and gentle with people. Mr. Moore and

his colleagues need to understand that one of

the major reasons for the breach between our

two professions is the feeling of doctors that

lawyers are entirely too cavalier about differences

arising between their respective clients, and that

instead of trying to get at the truth and have

it prevail, they engage in all sorts of maneuvers

to win their little games. To become a party to

such machinations is distressing to most phy-

sicians, and it breeds a low regard for the legal

profession generally. Mr. Seigenthaler has a

word—a digression, as he said—for attorneys

which they would do well to take to heart.

I see little hope for improved relations be-

tween the medical and legal professions as long

as the contingency fee is allowed as a proper

means of compensation for attorneys. Attorneys

consider it a matter of little consequence. Doc-

tors do not. For a comment on this I refer you

to our Special Item entitled Caveat Attorney.

In spite of our problems with the legal profes-
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sion, however, Mr. Moore has some things to

say to which we need to listen and take heed.

On the other hand, word needs somehow to

be gotten to the public that not all physicians

are able to communicate equally well.

As you read these papers, you may get the

feeling that with friends like these we don’t need

any enemies. Whether or not they are our friends,

if their statements accurately reflect the senti-

ments of the public, or even a major segment

of it, as I suspect they do, they do us a service

by bringing them to us. Our escutcheon is be-

coming more tarnished by the day as doctors

strike, withhold services, and so on, and we need

all the help we can get.

J.B.T.

On Drugs and Things

In those days there was no king in Israel:

every man did that which was right in his

own eyes.

Judges 21:25

Any fool can make a rule

And every fool will mind it

Thoreau, Winter

Several things happened in the past week which

served to remind me that the American people

have put themselves between the rock and the

hard place in the matter of governmental inter-

ferences in their lives, relating specifically in this

instance to drug controls, and it has never been

more clear that they—we

—

everyone—cannot

have it both ways. There is a very fine line of

sensible restraint to be trod between oppression

and anarchy, and people, especially the bureauc-

racy, seldom have the wisdom to see it, much less

to adhere to it. Human history is replete with

examples of swings from one pole to the other.

Within the past century medical practice has gone

from a climate of “laisser faire” to one that is

bordering on repressive. There is no assurance

that we have yet reached the nadir.

Drummers used to peddle snake oil for what

ailed you, unhampered by any regulation. Any-

one who felt so moved could go to the drug shop

and get a “fix” or morphine or could fill up with

laudanum. Sherlock Holmes kept bright-eyed on

his cocaine. Then the pubhc decided all those

people needed to be protected from themselves,

so we made it impossible to buy narcotics (not

to mention alcohol) legally, and the illegal

traffic flourished. The next step was to protect

people from everything harmful, and the doc-

trine of caveat emptor was out. The FDA was
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set up as the enforcer, although it didn’t have

many teeth.

There is nothing like pocket-book pressure

to make people sit up and take notice. Along

with government subsidized medical care came

the demand that the public be protected not only

from “dangerous” drugs, but also from all those

“unscrupulous” drug manufacturers (which in-

cluded all drug manufacturers) who palm off

their worthless drugs on the public at fancy

prices. At last the public was safe!

The trouble arises from people’s desire to be

protected from only those things they want to

be protected from. Over a few decades the peo-

ple made it abundantly clear they did not want

to be protected from demon rum. The “pot

heads” have made it clear they do not want to

be protected from pot. The difference is that

there were (are) more drinkers than pot-smokers,

but even they are making “headway,” so to

speak.

The terminally ill, or just those who are dis-

satisfied with the state of their health (which

includes most of us at one time or another),

are patsies for every quack and fad in the world.

Snake oil was outlawed and Lydia E. Pinkham

fell from favor, though oddly enough at the

moment controls extend only to “legitimate”

drugs and their manufacture. “Patent” medicines

can still be freely bought—therefore they must be

less harmful and more effective than the “legiti-

mate” drugs, since control of them is not deemed

necessary. (It couldn’t have anything to do with

the fact that the government won’t pay for

them, now could it?)

One of the things which brought all this up is a

resurgence of the cause of Laetril, which came

on the scene back about 1950. It is a prepara-

tion extracted from apricot pits which was sup-

posed to be the ultimate cancer drug. It didn’t

turn out that way, and so the FDA, backed by

the AMA and American Cancer Society, declared

Laetril off limits, and its sale illegal. Laetril ap-

parently is a harmless enough drug, but its use

has been labelled quackery. And because the

public has demanded to be protected from quack-

ery (and from all “useless” or possibly ineffec-

tive drugs) it is protected from Laetril. Trouble

has erupted in the form of a group known as

The Committee for Freedom of Choice in Cancer

Therapy. The fact that no one in the group

knows anything about cancer or cancer therapy

is beside the point. They have accepted a few

indications—unconfirmed—that the course of

cancer may be altered by Laetril, and are loudly

beating the drum for it.

People will use anything they decide is good

for them, and will pursue it to and even beyond

its logical conclusion, often on the theory that

if one is good, two must be better. How does

one strike a balance and allow freedom of choice

to live freely but not to die from dangerous drugs

or from the substitution of useless ones for es-

tablished drugs or procedures? Or should they,

as some cynics maintain, be allowed to die if

they want? Many drugs which have been proved

good in other countries and which are available

there, including some of the better anti-hyper-

tensives, are denied us. Wisdom appears to be

lacking, and “every fool. . .
.”

There is unfortunately another—and even

more distressing—side to the coin that needs

mentioning. It is generally not to our credit

that some of the controls can be construed to be

for our own economic advantage. It is the ac-

cusation made by the CFCCT about opposition

to Laetril, though I must confess the logic of

that escapes me. There are, though, some more

obvious examples. One is the prohibition of

parenteral self-medication. There is certainly no

valid reason why, for instance, with instruction

on possible side effects and their proper treat-

ment, the myriads of allergy sufferers cannot ad-

minister their own shots. To protest it as dan-

gerous ignores the fact that diabetics have been

giving themselves insulin shots for years. There

are other things we do which are also not to our

credits, an example being the countless—and

worthless—liver, iron, and vitamin shots which

are given every day. You can probably think of

other things that other people do.

I do not mean to step on any toes here, nor

to single out any group or person. Nor am I

necessarily implying any ulterior motives. I am,

however, suggesting that each of us should ex-

amine our own procedures and see if there are

things we are doing which are not entirely in

our patients’ best interest, to which we have

perhaps closed our eyes. Every single thing we
can do to restore confidence will be to our ad-

vantage.

Controls begin because of abuses, and they

usually eventually become excessive. We should

be sure that “what is right in our own eyes” is
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really right, so that we will not be obliged to

mind every rule any fool can make.

J.B.T.

The Turning Point—At Last!

For a number of years now various bodies,

local, state, and federal, have set their collective

minds to the task of improving medical care in

underserved areas. The critical factor has been

a lack of health care personnel, including doctors.

Various schemes were suggested, such as out-

posts manned by paramedical people or nurse

clinicians, but efforts were mostly concentrated

on getting doctors to live there.

It has been shown to almost everyone’s satis-

faction that doctors tend to settle where they

take their training rather than where they grew

up or went to school. For this reason the Ten-

nessee Higher Education Commission, with the

advice and blessings of TMA and with some help

from the RMP’s, proposed several years ago a

network of Clinical Centers to be established in

Jackson, Knoxville, Chattanooga, and the Tri-

Cities—areas of population density not served by

a medical school. These centers were to function

under the aegis of the University of Tennessee

and were to be staffed by local practitioners hold-

ing appointments on its clinical faculty.

Jackson, Chattanooga and Knoxville set about

implementing the program (Tenn. Public Chapter

No. 791, 1974) and for some time now have

had functioning Clinical Centers. What hap-

pened in the Tri-Cities? They decided to go

for a medical school instead, that’s what, in

spite of all advice to the contrary. But, however

much I may be tempted to do so. I’ll not go into

that again. If there is to be a school in Johnson

City, as it appears there is, we must do every-

thing in our power to be sure it is a good one,

without, however, diminishing the senior school

in Memphis. But

—

It was with considerable amusement that I

read the news release from the Director of Public

Relations at ETSU, which is carried almost in

its entirety in our “Medical News in Tennessee.”

The release was also picked up by the Johnson

City Press-Chronicle, as well as by the Kingsport

Times-News, which elaborated on it considerably.

The Tri-Cities are finally on the band-wagon.

They don’t have a school yet, but they do—finally

—have a Clinical Center in Kingsport, the first

of three for the area. What is amusing is that

it is made to sound like a brand new idea, with-

out giving credit where credit is due. The law
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was, after all, enacted in 1974. The “turning

point in the battle for increasing the doctor-

patient ratio in upper East Tennessee” could

have come sooner. But then the idea came from

another administration, so, politics being what

it is—

.

Oh, well. As Billy Graham once said, any-

thing can be accomplished if you don’t care who
gets the credit. Let’s just rejoice with them that

the turning point has come—at last!

J.B.T.

BONDS, JAMES WALKER, age 57. Died February

29, 1976. Graduate of University of Tennessee School

of Medicine. Member of Northwest Tennessee Aca-

demy of Medicine.

FRENCH, JAMES RICHARD, age 41. Died February

29, 1976. Graduate of University of Mississippi

School of Medicine. Member of Consolidated Medical

Assembly of West Tennessee.

ncui fncmbcf/

The Journal takes this opportunity to welcome

these new members to the Tennessee Medical Associ-

ation.

BEDFORD COUNTY MEDICAL SOCIETY
Benjamin C. Ogle, M.D., Shelbyville

BLOUNT COUNTY MEDICAL SOCIETY
Charles Raper, M.D., Maryville

MAURY COUNTY MEDICAL SOCIETY
Eslick Daniel, M.D., Columbia

Kenneth L. Moore, M.D., Columbia

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Herbert S. Dodge, M.D., Memphis

William D. Falvey, M.D., Memphis

Tamotsu Kanzaki, M.D., Memphis

H. Norman Noe, M.D., Memphis

Carole McCormick Perry, M.D., Memphis

Mark Stephen Soloway, M.D., Memphis

James Walter Wilson, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Pietro Castelnuovo-Tedesco, M.D., Nashville

Juanita Joyce Isaacs, M.D., Nashville

Bruce W. Rau, M.D., Nashville

Issam John Shaker, M.D., Nashville

Frederick Horton, M.D., Nashville
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RUTHERFORD COUNTY MEDICAL SOCIETY
Gary B. Bryant, M.D., Woodbury

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
James L. Early, M.D., Bristol

Joseph H. Kurre, M.D., Bristol

Michael J. Winsor, M.D., Kingsport

Jerome L. Krumpelman, M.D., Kingsport

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
F. R. Edens, M.D., Johnson City

pf09Mifn/ <mkI acui/ of
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Memphis-Shelby County Medical Society

The Memphis-Shelby County Medical Society

met on March 2 in the Auditorium of the Wassell

Randolph Student Alumni Center, Memphis, The
House of Delegates met at 7 ; 00.

The program included a discussion on Emer-
gency Medical Services by Dr. Robert C. Reeder
of Memphis and Lt. Gene Bates, Emergency
Unit Bureau Memphis Fire Department.

Nashville Academy of Medicine

The Academy has been notified by Tel-Med

headquarters in California that “Nashville, again,

has the highest number of calls of any of the

60 Tel-Med facilities in the nation.” The letter

further states that “There have been some Tel-

Med cities that have received more calls than

Nashville during a single month, but none have

consistently reached the volume you have. The
cities that have exceeded your calls are more
than twice as large as Nashville, so the per

capita calls you are receiving indicates a very

aggressive program.”

ncilioAal ncui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

Medicare Limitations Opposed

Opposition to the Administration’s proposals

to change Medicare appears to be almost uni-

versal on Capitol Hill. The American Medical

Association, the American Hospital Association,

the AFL-CIO, the National Council of Senior

Citizens are among many frequently crossed

organizations that have joined in assailing the

President’s proposal.

The Administration has asked Congress to

approve a new catastrophic benefit for Medicare

coupled with much higher cost-sharing, to im-

pose percentage “caps” on Medicare reimburse-

ment for hospitals and physicians, and to change

Medicaid into a block grant program for the

states.

The House Ways and Means Health Subcom-

mittee, headed by Rep. Dan Rostenkowski (D-

111.), chaired three days of hearings as the Ford

proposal was intended to take effect in March

and Congressional approval was necessary. Any
illusions the Administration may have entertained

that some important support might surface for

the Medicare plan were swiftly dispelled by the

parade of hostile witnesses.

Rostenkowski chided the Administration for

seeking early enactment without being able to

provide Congress with a legislative proposal by

the time hearings started. From the tone of

Rostenkowski and other Subcommittee members

in their questioning, there seems little chance of

the proposal getting anywhere.

Raymond T. Holden, MD, Chairman of the

AMA’s Board of Trustees, said “The proposed

changes would not only be impractical, but

would also be inherently unfair to all parties con-

cerned. Unfortunately, the unfairness would be

especially hard upon the beneficiaries of the

Medicare program.”

Discussing the proposed four percent limitation

in 1977 on increases in Medicare physician re-

imbursement, Dr. Holden said “We must point

out unequivocally that the percentages proposed

are wholly unrealistic. The proposal ignores the

realities occurring in our economy throughout

the country. Moreover, inflationary conditions

existing generally in our economy cannot justi-

fiably be the basis for imposition of arbitrary

and discriminatory ceilings on a single segment

of the economy.

“To impose such arbitrary limits on only one

segment of the economy and then to expect a

continuation of beneficiary satisfaction for having

benefits paid by Medicare (as promised by the

program) is naive. The health care sector of

our society cannot operate in a vacuum. It is

subject to the same costs of living and costs of

doing business as is any other segment of society.

It cannot be expected to provide high quality care
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while having reimbursement limited to unrealistic

levels.”

The AMA Chairman told the Subcommittee

the proposed limitations on increases in charges

are in reality a response to a problem created in

large measure by government itself. “Providers

and physicians cannot be subject to ever increas-

ing regulations and requirements . . . and yet be

expected to keep charges at less than cost levels.

These special requirements are on top of the

inflationary problems faced by them along with

everyone else.”

Dr. Holden noted that both physicians and

hosiptals also “are experiencing highly unusual

expenses relative to professional liability insur-

ance.”

“If the limitations were imposed, some health

facilities could face bankruptcy,” Dr. Holden

said. “The patient will pay more, and the fed-

eral government will again have promised a

broad program while seeking to limit payment
for the care received. Under the guise of hold-

ing down costs to the federal government, the

costs would, in fact, be increased to patients.

The federal government must realize that once

a program is legislated the service does not be-

come free. But that, as with services generally,

payment must be provided. In this instance we
believe that it is unconscionable on the part of

the Administration to shift costs to the beneficiary

under the pretense of trying to limit the costs of

the program to the federal government.”

The proposals creating the four and seven

percent (on hospitals) limitations “are clearly

discriminatory and arbitrary,” he said. “They
should be rejected summarily. Physicians have

already been subjected to unreasonable and arbi-

trary controls. First the 83rd percentile formula,

then the various phases under price controls,

and now the 75th percentile which itself is con-

trolled by an arbitrary economic index.

“These inequities are further magnified by the

unrealistic Medicare practice which bases current

payments upon data almost two years old. While

physicians have accepted their responsibility in

meeting the needs of the elderly, it is time for

the government to meet its responsibility of ful-

filling the commitment it made to the elderly

under Medicare.”

Bert Seidman, Director of the AFL-CIO’s
Social Security Department, said Labor was “dis-

mayed” by the Administration’s recommenda-
tions, which he declared would “create a most
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serious barrier to health care for the elderly.”

Seidman argued that the proposed reimburse-

ment controls on hospitals and physicians would
simply shift the financial load to non-Medicare

patients in hospitals and result in fewer physicians

accepting assignment.

* *

National Health Insurance

The sounds of a catastrophic-only national

health insurance plan for this year still reverberate

through Senate halls.

Senate Majority Leader Mike Mansfield

(Mont.) and Republican Leader Hugh Scott

(Pa.) recently agreed during a joint television

appearance on backing catastrophic and on pre-

dicting it has a good chance of clearing Congress

this year.

Chief Congressional sponsor of a catastrophic-

oriented plan—Sen. Russell Long (D-La.)—said

in a separate appearance that he believes Con-

gress will approve his bill this session. Congress

will go beyond what President Ford recommended

in the way of catastrophic benefits for Medicare

beneficiaries. Long said, and extend the concept

to all Americans. The Chairman of the Senate

Finance Committee said that for the average

working man with a long siege of illness and

very high medical expenses “we are going to

provide some help for him, too.”

The Administration has told Congress it won’t

propose a national health insurance (NHI) pro-

gram until the economy brightens. However,

Health, Education and Welfare Secretary David

Mathews has conceded the plan—when submitted

—will be close to the Nixon Administration’s

so-called CHIP plan mandating comprehensive

private health insurance coverage to be offered

by employers.

Mathews appeared before the House Com-
merce Subcommittee on Health as it opened the

1976 hearings on NHL Under questioning from

Subcommittee Chairman Paul Rogers (D-Fla.)

Mathews said CHIP remains the basic Adminis-

tration NHI plan and that proposing it “is a

matter of timing.”

* *

Laboratory Kickbacks

A Senate report charges that some clinical

laboratories involved in Medicaid have operated

on a kickback basis with physicians and clinics.

Chairman Frank Moss (D-Utah) of the Senate

Special Committee on Aging said the report “con-
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eludes that, at least in the states which came

under investigation, kickbacks are widespread

among labs specializing in Medicaid business. In

fact, it appears necessary to give a kickback to

secure the business of physicians or clinics who
specialize in the treatment of welfare patients.”

The report focused on Illinois. Other states

mentioned were New York, New Jersey, Michi-

gan, California and Pennsylvania.

A staff witness told the Committee at a hear-

ing that the staff estimates that at least $45

million of the $213 million Medicare-Medicaid

payments to clinical laboratories is either fraud-

ulent or unnecessary. Average kickback was 30

percent of the lab’s charge, the report estimated.

The report says a small number of labs con-

trol the Medicaid business in the involved states.

In New York, according to the report, 17 fa-

cilities control 70 percent of the Medicaid busi-

ness; in New Jersey, 12 labs control nearly 60

percent of Medicaid payments; in Illinois, 26

labs handle over 90 percent of the volume.

In response to numerous press queries gen-

erated by the Committee’s report including a

filmed version of the charges carried nationally

by CBS’s program “Sixty Minutes,” Max H.

Parrott, MD, AMA President, made the follow-

ing statement:

“I would remind physicians and the public

alike that the AMA code of Ethics is very clear

on the matter of laboratory charges.

“The physician’s ethical responsibility is to

provide his patients with high quality services.

As a professional man, the physician is entitled

to fair compensation for his services. But he is

not engaged in a commercial enterprise and he

should not make a markup, commission or profit

on the services rendered by others.

“If after due process a physician is found to

have violated the Code of Ethics in this or any

other respect, he is fully liable for whatever pro-

fessional penalties may be imposed, in addition

to whatever penalties may be imposed by law.”

* sH

Alphabet Soup Expanded

Staff of the House Commerce Health Subcom-

mittee has prepared a discursive dictionary de-

signed to steer lawmakers through the maze of

terms—medical, legal, and federal—involved in

an intelligent discussion of national health in-

surance.

The 183-page document also will help phy-

sicians who have dealings with the federal gov-

ernment and Congress, It contains concise

definitions of most of the pertinent legal and

governmental terms and acronyms (“alphabet

soup expanded”) flavored with a touch of

whimsy.

Illustrations range from a drawing of the lower

intestines (see borborygmus) to a handsome full-

page sketch of andreas vesalius and a two-page

biography (“a wonderful man”).

In an introduction. Subcommittee Chairman

Paul Rogers (D-Fla.) said the developing de-

bate on NHI (“a term not yet defined in the

United States”) employs a “bewildering array

of new and unfamiliar terms.” He described

the discursive dictionary as “the first reasonably

complete dictionary of terms relevant to the con-

sideration of NHI and health care available.”

Skipping through the document one finds

definitions of such terms as triage, trolley car

policy (benefit for injuries only when hit by a

trolley car), slip law, respondeat superior (em-

ployers liability for malpractice of an employee),

ping-ponging (passing patients from one phy-

sician to another) halo effect, gork, chainside

and backdoor authority.

A typical definition—legislative history:

“The written record of the writing of an act

of Congress. It may be used in writing rules or

by courts in interpreting the law to ascertain

or detail the intent of the Congress if the act

is ambiguous or lacking in detail. The legislative

history is listed in the slip law (final version)

and consists of the House, Senate and conference

reports (if any), and the House and Senate floor

debates on the law. The history, particularly

the committee reports, often contains the only

available complete explanation of the meaning

and intent of the law.”

Put together by Lee Hyde, MD, professional

staff member of the Commerce Health Subcom-

mittee, the dictionary is available in limited

quantities on written request to: (Please en-

close a self-addressed envelope)

Interstate and Foreign Commerce Committee

2125 Rayburn House Office Building

Washington, DC 20515

^

HEW Invasion of Privacy

The Health, Education and Welfare Depart-

ment has been accused of attempting a shocking

invasion of privacy in proposing to collect social
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security number indentification of hospitalized

patients and their physicians.

The AMA told HEW that “In this age of

great concern over the right of privacy on the

part of all citizens in our country, we are shocked

that a federal department would now formally

propose to establish a mechanism by which most

physicians and every hospitalized Medicare,

Medicaid, and Title V recipient could be classi-

fied, identified, matched, compared, reviewed and

computerized with the impersonal ease of elec-

tronic machines.”

The social security information would be part

of the data collected by the Dept, for Uniform

Hospital Discharge Abstract (UHDA) for fed-

eral medical programs. Purpose is to gather and

coordinate statistical information which also

could be used by planning bodies, accrediting

organizations, hospitals, and private third-party

payors.

The form would require the names of patient

and attending physician and operating physician

as well as their social security numbers.

The AMA noted in a formal comment that

such use of social security numbers as universal

identifiers has been criticized both by Congress

and HEW in the past as a significant threat to

people’s right of privacy.

“There is well founded reason to fear that uni-

versal identifiers might be potentially available

for abuse,” the AMA said. “If, for example, each

individual is identified in all of his activities by a

single number and his activities are tabulated

in a number of different record systems, all com-
puterized, the universal identifier tends to erode

the barriers between information systems. The
fact that the social security number is already

in such wide use makes any further encourage-

ment for its use as contemplated by the proposed
UHDA, highly dangerous.”

ETSU Family Practice Clinic Opens

On Sunday, March 21 Governor Ray Blanton

cut the ribbon officially opening the Kingsport

Family Practice Center—the first of three such

Centers planned for the Tri-Cities.

Located in the Professional Center at 102
E. Ravine St. (corner Broad and Ravine Streets)
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the Kingsport Family Practice Center will be

followed by similar Centers in Bristol and John-

son City. The Bristol Center is due to open later

this year; the Johnson City Center will open

early next year. All three are affiliated with East

Tennessee State University’s Department of

Family Practice and the new ETSU College of

Medicine.

The Centers will serve dual purposes. They

will provide medical care to a selected group

of families in each of the Tri-Cities; they will

also provide young physicians with graduate

medical education in the family practice specialty.

In full operation, the three Centers will have

a maximum of 60 resident physicians—24 each

in Kingsport and Bristol and 12 in Johnson City.

Twenty will be enrolled each year—eight each

in Kingsport and Bristol and four in Johnson

City—with 20 graduates each year.

Each first year resident in the Center will care

for 25-50 families in his practice. In his second

year, the load will increase to 50-100 families

with 150-200 families in his final year.

The resident physician will be trained to handle

90 per cent of the family health care problems

and will use referral physicians or consultants in

the management of the additional 10 per cent

of the case load.

Families selected for the Center will come

from the out-patient and emergency room group

of the hospital and from families, who do not

have their own physician. Some will come from

the reservoir of the limited practice of the teach-

ing faculty.

Except for charity cases, clinical patients will

be charged the same standard rates charged by

other physicians in the community. The Center

will not be in competition with the regular prac-

tice of community physicians.

In addition to its resident physicians, the Kings-

port Family Practice Center will have a staff of

27, headed by Dr. Sydney A. Garrett, professor

and chairman of ETSU’s Department of Family

Practice. The facilities of the Kingsport Family

Practice Center will be among the finest in the

nation. With more than 8,000 square feet of

floor space, the Center will have 16 examining

rooms, 10 consultation rooms, seven faculty

offices, a conference room and a waiting room

to accommodate 30. Also included in the spa-

cious quarters is a patient record room and a

library to seat 40-50.

The Family Practice Residency Program for
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the Tri-Cities was made possible through an Act

of the State Legislature, enacted in 1974 as Public

Chapter No. 791.

The areas to be covered in ETSU’s family

practice specialty include internal medicine, surg-

ery, pediatrics, psychiatry, obstetrics and gyne-

cology. In addition to seeing patients at the

model clinic, the residents will also see patients

in the hospital and especially the emergency room

of the hospital. However, most of the case load

will come through the clinic. The emphasis in

the model clinic will be as much group practice

as possible. Residents will have a certain number

of patients, who will be their practice and to

these families the resident will be their “family”

doctor.

When the resident has completed his three-

year stint at one of the three Family Practice

Centers, he will be ready for a full-time prac-

tice of his own. Dr. Garrett and his staff hope

that they will stay on in the area.

“After a doctor has lived three years in this

area, we think that the area will sell itself,”

said Dr. Garrett. “By getting to know the com-

munity, the hospitals and more importantly his

patients, we hope the doctor will not want to

leave, when his residency is over.” If Dr. Gar-

rett and his staff are correct in their judgment,

the turning point in the battle for increasing the

doctor-patient ratio in Upper East Tennessee has

come.

pei/OACil neui/

DR. JULIAN AHLER of Harriman, has been ap-

pointed to the Harriman Hospital Board by Mayor

Morgan Collins.

DR. W. O. CAMPBELL of Copperhill, has been

certified in the American Board of Family Practice

after completing a 2-day examination in New Orleans.

New chiefs of services for 1976 at Erlanger Hospital

are Doctors: THOMAS L. BUTTRAM, chief of

staff; RUDOLPH A. HOPPE, secretary; POPE HOLLI-
DAY, vice chief of staff: DAVID A. CHADWICK,
chief of anesthesiology; SAMUEL S. BINDER,
obstetrics and gynecology; JOHN R. COLLINS, medi-

cine; MARTIN A. PEREZ, acting chief of radiology;

JEROME H. ABRAMSON, pathology; WILLIAM P.

AIKEN, general practice; DAVID P. HALL, surgery;

and MILLARD F. PERRIN, pediatrics.

DR. MORRIS D. COHEN of Memphis has been

named by Governor Blanton as superintendent of

Western State Psychiatric Hospital at Bolivar.

DR. LYMAN FULTON, Chief of Staff at Veterans

Hospital, Johnson City, received a plaque for his

outstanding service to veterans from Carter County
and surrounding areas.

DR. ALVIN J. INGRAM, chairman of the Depart-

ment of Orthopedics at the University of Tennessee

Center for the Health Sciences, has been elected to

three national offices in his specialty. Dr. Ingram is

serving as the newly-inducted president of the Pediatric

Orthopedic Society; as chairman of the Residency Re-

view Committee for Orthopedic Surgery and as vice

president of the American Board of Orthopedic

Surgery.

DR. GRANT W. LIDDLE of the Vanderbilt Uni-

versity School of Medicine faculty has been selected

the Wingate M. Johnson Memorial Visiting Professor

at Bowman Gray School of Medicine, Wake Forest

University, Winston-Salem, North Carolina.

DR. JOANNE L. LINN, Nashville, is serving her

second year as Councilor for Liaison with Other

Organizations to the American Medical Women’s
Association.

DR. CHARLES SMELTZER of Knoxville has been

named chairman of the American Medical Association

Ad Hoc Committee on Medical Discipline.

DR. PAUL SPRAY of the Orthopedic Clinic in Oak
Ridge has been elected president of the Anderson

County Health Council.

DR. MATTHEW WALKER of Nashville is serving

as the provost for external affairs at Meharry Medical

College.

DR. GEORGE G. YOUNG, Chattanooga, immediate

past governor of the Kentucky-Tennessee District of

Kiwanis International, has been named the recipient

of a Distinguished Governor Award by the inter-

national organization.

The following TMA members have received dip-

lomate status from the American Board of Family

Practice

:

Doctors Wallace B. Bigbee, McMinnville; Joe E.

Burton, Crossville; Arden J. Butler, Ripley; William

O. Campbell, Copperhill; Mary Chin Fang Chin, Jef-

ferson City; Billy L. Couch, Humboldt; Thomas S.

Dake, Columbia; John C. Ellis, Chattanooga; Byron

W. Frizzell, Johnson City; Jerry L. Gastineau, Eliza-

bethton; Norman L. Henderson, Lawrenceburg; James

C. Hudgins, Lawrenceburg; Paul L. Jourdan, Knoxville;

David McConnell, Newport; Ray Methevin, Loretto;

Dwight Norman, Paris; V. L. Parrish, Lawrenceburg;

Thomas V. Roe, Savannah; Clarence Sanders, Gal-

latin; Grover Schleifer, III, Union City; Leroy Sherrill,

Chattanooga; Jerry Shipley, Livingston; Ronald Ter-

hune, Memphis; Donald Thompson, Morristown; Joe

R. Troop, McMinnville; Gordon H. Turner, Linden;

Joseph H. Von Almen, Lewisburg; and William Walley,

Kingsport.
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MDs Lead Poll

A New Harris survey shows that the public favors

physicians more than any other element of their health

care. Medical specialists top the survey. They were

viewed favorably by 83% of the public and unfavorably

by only 9%. General practitioners followed closely

with an 81% favorable and 16% unfavorable response.

Confidence in general practitioners has increased in the

past five years, from 72% favorable and 19% un-

favorable in 1968, to this year’s figures. Hospitals in

general came in fourth in the poll, with a 70% favor-

able, 27% unfavorable rating. The survey showed that

while the public is generally satisfied with its health care,

nearly two-thirds of those responding are not willing to

pay 10-15% higher hospital costs, even if guaranteed

better quality service and more personal attention. The

poll was conducted for the Federation of American

Hospitals in mid-December and was presented by Harris

at the group’s recent annual meeting.

CALENDAR OF MEETINGS

NATIONAL

1976

Apr. 23-25 American Association for Thoracic

Surgery, Century Plaza Hotel, Los

Angeles.

Apr. 25-26 American Otological Society, The Break-

ers, Palm Beach.

Apr. 26-29 American College of Surgeons, Boston.

Apr. 26-30 American Pediatric Society, Chase Park

Plaza, St. Louis.

Apr. 29-

May 2

American Society of Internal Medicine,

Peachtree Center Plaza, Atlanta.

Apr. 30-

May 1

American College of Clinical Pharma-
cology, Holiday Inn, Philadelphia.

May 1-2 American Trauma Society, Chicago.

May 9-12 American Association of Plastic Surgeons,

New Hilton Hotel, Atlanta.

May 10-13 American College of Obstetricians and

Gynecologists, Dallas.

May 10-14 American Psychiatric Association, Atlantic

City.

May 14-17 American Ophthalmological Society, Mau-
na Kea Beach Hotel, Kamuela, Hawaii.

May 16-19 American Thoracic Society, Braniff Place

Hotel, New Orleans.

May 16-20 American Urological Association, Las

Vegas Hilton, Las Vegas.

May 25-29 American Gynecological Society, The
Homestead, Hot Springs, Virginia.

May 26-28 American Society for Gastrointestinal

Endoscopy, Fontainebleu, Miami Beach.

May 27-29 American Cancer Society, National Con-
ference on Radiation Oncology, San

Francisco Hilton and Tower, San Fran-

cisco.

STATE

1976

May 20 Middle Tennessee Medical Association,

Shelbyville Country Club, Shelbyville.

June 16-17 Upper Cumberland Medical Society,

Hotel Donoho, Red Boiling Springs.

Tom Sawyer Named To TMA Position

The Tennessee Medical Association announces the

employment of Mr. J. Tom Sawyer as an Executive

Assistant and Field Representative. Sawyer, 39, comes
to the TMA after serving the past eight years as

Director of Public Affairs in the Regional Office of

the American Medical Association in Atlanta. He
was previously employed by TMA in 1966-68 as

Assistant Public Service Director.

A native of Franklin, Tennessee, he received the

B.S. degree in economics and history from Middle

Tennessee State University in 1959 and has served

six years in the Tennessee Air National Guard attain-

ing the rank of staff sergeant.

He is married to the former Miss Sandra Wheeler

of Nashville and they have two children. They plan

to make their home in the Brentwood-Franklin area.
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The continuing medical education accredita-

tion program of TMA has full approval by

AMA’s Council on Medical Education. If the

continuing medical education program of your

hospital or medical society is accredited by

TMA’s committee, you may receive for your

attendance at its functions Category I credit for

the AMA Physician's Recognition Award. If

you wish information as to how your hospital

or society may receive accreditation, write:

Director of Continuing Medical Education, Ten-

nessee Medical Association, 112 Louise Avenue,

Nashville, Tennessee 37203.

IMPORTANT NOTICE

Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education of

Vanderbilt University. The practicing physician, with

the guidance of the participating department chairman

can plan an individualized program of one-to-four

weeks to meet recognized needs and interests. The

experience will include contact with patients, discussion

with clinical and academic faculty, conferences, ward

rounds, learning individual procedures, observing new

surgical techniques, and access to excellent library

resources. Experience in more than one discipline

may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.

Medicine Grant W. Liddle, M.D.

Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III, M.D.

Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.
Oncology Robert Oldham, M.D.

Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology John S. Zelenik, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology WiUiam H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Evert James Jr., Sc.M., M.D.
Surgery

General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.

Plastic John B. Lynch, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.
Cancer Chemotherapy . Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, TN 37212 Tel. 615/322-2716

Vanderbilt University School of Medicine

Continuing Medical Education Schedule
Apr. 21-23 PHYSIOLOGIC BASIS OF CLINICAL

ENDOCRINOLOGY, American College

of Physicians; Department of Medicine,

Division of Endocrinology and Division

of Continuing Education, Vanderbilt

School of Medicine; Diabetes—Endocri-

nology Center at Vanderbilt Medical

Center.

Apr.

Apr. 30-

May 1

May 26-27

ORAL SURGERY, Division of Oral

Surgery and Division of Continuing Ed-

cation, Vanderbilt School of Medicine.

HUMAN GENETICS, Department of

Obstetrics & Gynecology and Division

of Continuing Education, Vanderbilt

School of Medicine.

ANNUAL SEMINAR IN PSYCHIATRY,
Tennessee Dept, of Mental Health, Cen-

tral State Psychiatric Hospital; Vander-

bilt School of Medicine and Meharry

Medical College Depts. of Psychiatry &
Divs. of Continuing Education; Tennes-

see Academy of Family Physicians.
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Sept. ANNUAL PEDIATRICS SYMPOSIUM,
Department of Pediatrics and Division

of Continuing Education, Vanderbilt

School of Medicine.

Oct. 11-16 FAMILY PRACTICE INTENSIVE RE-

VIEW, Division of Continuing Education,

Vanderbilt School of Medicine; Tennes-

see Academy of Family Physicians.

For information contact;

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

University of Tennessee Clinical

Education Center-Chattanooga

1976 Program Schedule

April 22-23 Allergies

May 13-14 Pulmonary Functions

June 3-4 Infectious Disease

Spring 1976 Diagnostic Radiology for the F.P, and

E.R. Physician (One week in Gatlin-

burg)

Spring 1976 Tax and Estate Planning for Physicians

(2-3 days in Callaway Gardens or Hil-

ton Head Island)

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street, Chattanooga, Tennessee 37403.

American College of Physicians

Postgraduate Courses

Apr. 21-23 ENDOCRINOLOGY: CLINICAL AND
SCIENTIFIC ASPECTS, VanderbOt Uni-

versity School of Medicine, Nashville,

TN.

Apr. 21-23 CURRENT CONCEPTS OF CLINICAL
INFECTIOUS DISEASES, University of

Virginia School of Medicine, Charlottes-

ville, VA.

Apr. 26-28 AUSCULTATION IN ITS CLINICAL
SETTING, University of Pennsylvania

School of Medicine, Philadelphia, PA.

Apr. 26-30 ADVANCES IN INTERNAL MEDI-
CINE, University of California, San
Francisco, Department of Medicine,

Fairmont Hotel, San Francisco, CA.

May 6-8 GASTROENTEROLOGY, University of

Arkansas Medical Center, Little Rock,

AR.

May 10-12 PRACTICAL INTERNAL MEDICINE-
ADVANCES AND REVIEW, University

of Maryland School of Medicine and
the Baltimore VA Hospital, Baltimore,

MD.
May 12-15 MOVING POINTS IN RHEUMATOL-

OGY AND CLINCAL IMMUNOLOGY,
University of Pittsburgh School of Medi-
cine, Hotel William Penn, Pittsburgh, PA.

May 17-19

June 1-4

June 7-9

June 14-17

June 21-25

June 23-25

June 24-26

June 28-30

IMPORTANT TOPICS IN INTERNAL
MEDICINE, University of Missouri-Co-

lumbia, Columbia, MO.

CURRENT CONCEPTS IN IMMUNO-
LOGICAL DISEASES, Royal Victoria

Hospital, Montreal, P.Q., Canada.

PERSPECTIVES IN INTERNAL MEDI-
CINE: A CRITIQUE OF RECENT AD-
VANCES AND CLINICAL CONTRO-
VERSIES, University of Iowa College

of Medicine, Iowa City, lA.

INTERNISTS’ APPROACH TO HEMA-
TOLOGY, University of Washington
School of Medicine, Seattle, WA.
HEMATOLOGY FOR INTERNISTS
WITH EMPHASIS ON RECENT AD-
VANCES, University of Rochester

School of Medicine, Rochester, NY.

CLINICAL PHARMACOLOGY—RA-
TIONAL BASIS OF THERAPEUTICS,
University of California School of

Medicine, San Francisco, CA.

SELECTED TOPICS IN INTERNAL
MEDICINE, McMaster University Medi-

cal Centre, Hamilton, Ont., Canada.

CURRENT CONCEPTS OF INFEC-
TIOUS DISEASES, Royal College of

Physicians of Canada and the University

of Alberta, Edmonton, Alta., Canada,

Jasper Park Lodge, Jasper, Alta., Canada.

Gastroenterology Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled

“Gastroenterology” on May 6-8, 1976, in Little Rock,

Ark. The course will be held in conjunction with

the University of Arkansas Medical Center.

The course is to be oriented to current or recent

concepts of digestive disease for non-gastroenterologists.

Among the topics of discussion will be gastrointestinal

reaction to certain drugs, colitis and antibiotics, and

the use of appropriate antacid therapy.

Medical Advances Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled

“Practical Internal Medicine—Advances and Review”

on May 10-12, 1976, in Annapolis, Md. The course

will be held in conjunction with the University of

Maryland School of Medicine and the Baltimore

Veterans Administration Hospital. It will take place

at the Hilton Inn.

The course is designed to familiarize internists and

primary care physicians with a broad spectrum of

current developments in internal medicine. Emphasis

will be placed on clinical material which will fa-

cilitate problem solving and treatment for practical

quality care of patients.

Rheumatology and Clinical

Immunology Course

The American College of Physicians (ACP) will
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sponsor a four-day postgraduate course entitled

“Moving Points in Rheumatology and Clinical Im-

munology” on May 12-15, 1976, in Pittsburgh, Pa.

The course, held in conjunction with the University

of Pittsburgh School of Medicine, will take place at

the Hotel William Penn.

The course will deal with recent developments in

our understanding of the rheumatic diseases, with

emphasis on pathophysiology, early diagnosis, and

management. Special attention will be directed to

the role of immunologic phenomena in the patho-

genesis of the connective tissue diseases. A wide range

of topics in rheumatology and clinical immunology
will be covered.

Topics in Internal Medicine

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled

“Important Topics in Internal Medicine” on May
17-19, 1976, in Columbia, Mo. The course will be

held in conjunction with the University of Missouri-

Columbia.

The course is planned to provide a review of

major areas in internal medicine, including pulmonary
disease, nephrology, immunology-rheumatology, cardi-

ology, gastroenterology, endocrinology, hematology-
oncology, and infectious disease. The relevance of

recent advances will be discussed.

Advances in Clinical Medicine

The American College of Physicians (ACP) will

sponsor a five-day prostgraduate course entitled

“Advances in Clinical Medicine” on May 24-28, 1976,

in New Haven, CT. The course, held in conjunction

with the Yale University School of Medicine, will

take place at Harkness Auditorium.

The course will stress the practical application of

recent advances in internal medicine from a physio-

logical and pathological basis. The major sub-special-

ties in internal medicine will be covered, with em-
phasis on problem cases and the application of theo-

retical knowledge of clinical problems.

the Toronto General Hospital and the University

of Toronto Department of Medicine.

The course will cover only those areas of cardi-

ology that are commonly encountered in clinical prac-

tice and in which newer methods of diagnosis and

treatment are being applied. Attention will be focused

on coronary artery disease, cardiac arrhythmias, and

miscellaneous topics of current interest, such as the

management of hypertension.

Immunological Diseases Course

The American College of Physicians (ACP) will

sponsor a four-day postgraduate course entitled

“Current Concepts in Immunological Diseases” on

lune 1-4, 1976, in Montreal, P.Q., Canada. The course

will be held in conjunction with the Royal Victoria

Hospital and McGill University.

The course will present some theoretical and prac-

tical aspects of the current progress in diseases charac-

terized by disturbances in the immune system. Some
of the advances to be studied are in the areas of

allergic diseases, including asthma; tumor immunology;

and transplantation and immunosuppression.

Information; Registrar, Postgraduate Courses, ACP,
4200 Pine Street, Philadelphia, PA 19104.

See August, 1975 issue for complete 1975-76 listing of

Regional meetings and Postgraduate courses.

University of Maryland, School of Medicine

Baltimore, Maryland

1976 Program Schedule

Apr. 22-23 Blood Diseases and Transfusion

May 6-7 Symposium of Acute Pulmonary Condi-

tions and Trauma

May 8 Drugs and the Anesthesiologist

June 13-19 Family Practice Review Program

For further information and brochures, contact: Pro-

gram of Continuing Education, University of Maryland

School of Medicine, 29 South Greene Street, Baltimore,

Maryland 21201.

Cancer Treatment Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled

“Current Concepts in Cancer: A Multidisciplinary

Approach” on May 24-26, 1976, in Rochester, NY.
The course will be held in conjunction with the

University of Rochester School of Medicine.

The course is planned to discuss the comprehensive

care of the cancer patient, and the internist’s role

in interdisciplinary diagnosis and treatment. Advances
in immunology, biochemistry, and microbiology will

be related to the clinical practice of oncologic care.

Cardiology Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled

“Cardiology 1976, Current Concepts in Diagnosis and

Treatment” on June 2-4, 1976, in Toronto, Ontario,

Canada. The course will be held in conjunction with

Emory University School of Medicine

Continuing Medical Education

Atlanta, Georgia

1976 Program Schedule

Apr. 19-22 Cardiovascular, “The Treatment of Heart

Disease,” Royal Coach Motor Hotel,

Atlanta.

May 8-10 Plastic Surgery, “Plastic & Reconstructive

4th Annual Hand Symposium,” Atlanta,

to be announced.

May 10-14 Cardiovascular Disease, “Frontiers in

Cardiology,” Royal Coach Motor Hotel,

Atlanta.

May 20-22 Obstetrics «& Gynecology, “Clinical Topics

in Gynecology and Obstetrics,” Grady
Memorial Hospital, Atlanta.

Sept, to be Chest Disease, “Tri-State Consecutive

announced Case Conference,” Ponte Vedra, Florida.
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Sept. 1, Postgraduate Courses on Videocassettes

1975- available for rental, purchase or mem-
Sept. 1,, bership. (Catalogue by request).

1976

Accreditations: These courses are all approved by the

AMA in Category I toward the AMA’s Physician’s

Recognition Award and by the AAFP when approiMiate.

For further information write to:

Associate Dean for

Continuing Medical Education

69 Butler St.

Atlanta, GA 30303

Tel: (404) 659-1676

Bowman Gray School of Medicine

Division of Continuing Education

Winston-Salem, North Carolina

Apr. 20-23 Acoustics & Instrumentation, Laboratory

Administration

Apr. 26-30 Doppler—Breast

May 3-7 Neurosonology

May 10-14 Urinary Tract, Abdomen

May 17-21 Abdomen

May 24-28 Obstetrics & Gynecology

May 31- Radiation Therapy, Ophthalmology

June 4

June 6-11 Adult Cardiology

June 14-18 Adult Cardiology

June 21-25 Pediatric Cardiology

Contact: Application forms and further information

may be obtained by writing to:

Division of Continuing Education

Bowman Gray School of Medicine

300 South Hawthorne Road
Winston-Salem, NC 27103

Bowman Gray School of Medicine

Courses in Ultrasound

A series of three ten-week postgraduate courses in

Sonic Medicine at Bowman Gray School of Medicine

will be offered on the following dates: September 27-

December 3, 1976, January 10-March 18, 1977, and

April 11-June 17, 1977. These courses are designed

to provide background, techniques, experience and

knowledge so that the individual will be able to set

up both an ultrasonic laboratory and a training pro-

gram. Participants may attend the entire course or

only those portions which are of interest to them.

Enrollment is limited. Graduates receive 30 credit

hours per week in Category I.

The program will come acoustics, instrumentation,

scanning and applications to obstetrics, gynecology,

ophthalmology, adult and pediatric cardiology, the ab-

domen, the breast, radiation therapy planning, the

urinary tract and the nervous system.

For further information:

James F. Martin, M.D., Director

Postgraduate Medical Sonics

Bowman Gray School of Medicine

Winston-Salem, North Carolina 27103

New York University
POSTGRADUATE MEDICAL SCHOOL

NEW YORK, NEW YORK

Apr. 21-23

Apr. 23

Apr. 26-

May 7

“Electrocardiography.” This continuing

medical education offering meets the cri-

terion for 17 hours of credit in Category

I of the Physician’s Recognition Award
of the American Medical Association.

Tuition: $185.

“Tropical Medicine and Parasitology

Medicine in the U.S.” This course meets

the criterion for seven hours of credit in

Category I. Tuition: $75.

“A Review of Rehabilitation Medicine.”

This course meets the criterion for 70

hours of credit in Category I. Tuition:

$350.

May 10-15

May 29-30

May 31-

June 4

“Immunological Defenses and Infectious

Diseases.” This course meets the cri-

terion for 35 hours of credit in Cate-

gory I. Tuition: $335.

Two-day course in nuclear radiology.

Waldorf Astoria Hotel in New York City.

This course is approved for 12 hours

credit in Category I. Tuition: $125.

Five-day course in general diagnostic

radiology. Waldorf Astoria Hotel in New
York City. This course is approved for

30 hours credit in Category I. Tuition:

$275.

For further information:

Office of the Associate Dean
NYU Post-Graduate Medical School

550 First Avenue

New York 10016

(212) 679-3200, ext. 4037

New York University

Surgery of the Hand

New York University Post-Graduate Medical School

will offer a fulltime, comprehensive course on “Surgery

of the Hand,” May 24 to 28.

This continuing medical education offering meets

the criteria for 30 hours of credit in Category I for

the Physician’s Recognition Award of the American

Medical Association.

A tuition fee of $330 is payable with application.

There is a 25 per cent reduction in tuition for alumni

and former residents or fellows of the NYU School

of Medicine, reducing the tuition to $250.

For further information:

Office of the Associate Dean
New York University Post-Graduate

Medical School

550 First Avenue
New York, New York 10016

Tel: (212) 679-3200, Ext. 4037
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The University of Tennessee

College of Medicine

CONTINUING MEDICAL EDUCATION
(all courses held at UT College of Medicine unless

otherwise indicated)

Apr. 22-23 Annual Leigh Buring Conference.

May 20-21 Behavior Therapy In a Family Practice.

May 24-28 Intensive Review of the Science of

Anesthesia

For further information:

Division of Continuing Education

UTCHS
800 Madison Avenue
Memphis, Tennessee 38163

For further information: "'V/M

Sidney L. Arje, M.D.
American Cancer Society

777 Third Avenue

New York, New York 10017

^44

American Board of Family Practice

CERTIFICATION EXAMINATION

The American Board of Family Practice announces

the next certification examination will be given October

30-31. The two-day written examination will be held

in seven cities geographically distributed throughout the

U.S.

American Coilege of Chest Physicians

Continuing Education

OBSTRUCTIVE LUNG DISEASE

May 13-15, 1976

Texas Children’s Hospital, Houston, Texas

Tuition fees are: ACCP members, $125

Non-members, $150

Residents, $75

“CLINICAL DIAGNOSIS AND THERAPY OF
LUNG DISEASE”

AprU 21-23, 1976

Cleveland Clinic, Cleveland, Ohio

Tuition fees are: ACCP members, $100

Non-members, $125

Residents, $75

For further information:

Dale E. Brady, M.S.

Director of Education

American College of Chest Physicians

911 Busse Highway
Park Ridge, Illinois 60068

University of Kentucky Medical Center

DEPARTMENT OF OUTPATIENT PSYCHIATRY
Lexington, Kentucky

MINI-RESIDENCES (One, two and three weeks)

for Medical and Surgical Practitioners in “Office Man-

agement of Emotional Problems.” Tuition $350.00/

week.

For further information:

Maxie C. Maultsby, Jr., M.D.
Office of Continuing Education

University of Kentucky Medical Center

800 Rose Street

Lexington, Kentucky 40506

American Cancer Society-National Cancer
Institute

NATIONAL CONFERENCE ON CANCER
RESEARCH AND CLINICAL

INVESTIGATION

September 20-22

The Chase-Park Plaza Hotel

St. Louis, Missomi

For more information write:

Nicholas J. Pisacano, M.D.
Executive Director & Secretary

American Board of Family Practice, Inc.

University of Kentucky Medical Center

Lexington, Kentucky 40506

Chicago Committee on Trauma
of the

American College of Surgeons

The Twentieth Annual Postgraduate Course on

Fractures and Other Trauma, will be held May 12-

15, 1976, at the Sheraton-Chicago Hotel, 505 North

Michigan Avenue, Chicago, Illinois, by the Chicago

Committee on Trauma of the American College of

Surgeons. Topics include internal fixation and open

fractures, infected, ununited fractures, fat embolization

and pulmonary insufficience, and problems with epi-

physeal injuries.

Contact: Mrs. Lillian Husa

11255 West 74th Street

LaGrange, Illinois 60525

Tel: (312) 246-3788

Eye Research Institute

of Retina Foundation

Boston, Massachusetts

An International Congress on Ocular Trauma will

be held, June 17-19 at the Hynes Auditorium. This

is the second International Congress to be sponsored

by The Eye Research Institute of Retina Foundation.

The purpose of the Congress is to disseminate

the most recent information concerning the diagnosis

and management of trauma to the adnexa, anterior,

and posterior segments of the eye.

For further information write:

H. MacKenzie Freeman, M.D.
Chairman of the International Congress on

Ocular Trauma
Eye Research Institute of Retina Foundation

20 Stamford Street

Boston, Massachusetts 02114
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Georgia Institute of Technology

Atlanta, Georgia

Statistical Methods: July 12-23, 1976

A two-week continuing education program in STA-
TISTICAL METHODS will be offered by the Georgia

Institute of Technology, July 12-23, 1976. Topics

covered will include statistical estimation, decisions

from statistical data, the design of statistical studies

and experiments, analysis of variance, regression tech-

niques, graphical tools, survey sampling techniques,

and a number of related and supporting topics.

A course fee of $475.00 will be charged for this

two-week program, and a background which includes

algebra is required for all participants.

Contact: Department of Continuing Education

Georgia Institute of Technology

Altanta, Georgia 30332

Tel: (404) 894-2400

The Kentucky Obstetrical and

Gynecological Society

Fifth Biennial Symposium

“Cancer in Women”

May 20-22, 1976

Galt House, Louisville, KY

No Registration Fee

For additional information:

Sandra Kubarych, R.N.

University of Louisville School of Medicine

Department of Obstetrics & Gynecology

Louisville General Hospital

323 East Chestnut Street

Louisville, Kentucky 40202

Medical Audit Team
Seminars Set for Area

The Quality Review Center, the professional edu-

cational arm of the Joint Commission on Accredi-

tation of Hospitals (JCAH), is presenting more than

50 skill-training seminars and workshops nationwide

that deal with the various aspects of quality assurance.

Tennessee area seminars scheduled are:

May 13-14

Atlanta, GA
MATS 2

Contact:

Linda Fowler

Georgia Hospital Association

92 Piedmont Avenue, NE
Atlanta, Georgia 30303

Tel: (404) 659-1661

May 20-21

Little Rock, AR
MATS 2

Contact:

Beth Anderson

Arkansas Medical Record

Association

P. O. Box 159

Jacksonville, Arkansas 72076
Tel: (501) 982-2191

U. T. Medical Grand Rounds
Continued from page 257

which enhance electrolyte absorption because

glucose stimulates the sodium pump in the small

intestine, overriding the secretory effect of the

enterotoxin.

Invasive diarrheas which cause colitis and the

bloody diarrheas by invading the mucosa of the

small intestine and the colon should not be

treated with antidiarrhea medicines, e.g., lomotil.

The enhanced intestinal motility in these types

is a protective mechanism moving the fecal stream

rapidly so that the pathogens cannot invade the

mucosa. DuPont, writing in Medicine, has shown

that people with invasive diarrheas, i.e., fever

and granulocytes in the stool, treated with lomotil

and other anti-diarrheal medications, have a

longer febrile illness, and a more prolonged

course in the hospital than those not so treated.

In view of these consideration diarrhea now
can be handled on a pathophysiologic basis. De-

termination of electrolytes and pH and gram stain

should be done on the stools of patients with diar-

rhea. Once these are determined most patients

can be classified into an osmotic or secretory

type. If secretory diarrhea is diagnosed, an in-

vasive organism can be suspected by the pres-

ence of granulocytes. After obtaining this infor-

mation the multiple etiologies in each category

can then be separated more readily. In the pa-

tient presented there were no white cells in the

stool, which militates against an invasive type of

diarrhea as could be caused by Shigella ftexneri.

Alcohol is a hypertonic solution; I believe that

this man had an osmotic diarrhea induced by

the alcohol. It will cause retention of fluid and

water in the small intestine. Since the intestinal

mucosa is not invaded in this situation there

were no white cells in the stool.
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HIGHLIGHTS OF 200 YEARS OF
AMERICAN MEDICINE—NO. 2

Anesthesia for Surgery

Is American Discovery

A unique and highly important American contribu-

tion to medicine was the first use of ether as an

anesthetic for surgery.

Prior to the 1840s surgery and dentistry were grim

affairs. There was no dependable means of relieving

pain during the operation. A stiff drink of strong

alcoholic beverage was the surgeon’s major anesthetic,

and this did not actually prevent pain. The surgeon

had to work very fast to to get it over with before

the patient succumbed to shock or loss of blood.

Surgery was a last resort, to be avoided if at all

possible.

A young Georgia physician, Crawford W. Long of

Jefferson, Ga., was the first man to use ether for

surgical anesthesia. On March 30, 1842, Dr. Long used

ether to remove two small tumors from the neck of

a friend. The operation was successful and the patient

suffered no pain.

Other pioneering work was underway in New Eng-

land, a report of which appeared in a Boston journal

in 1846. The published report was promptly attacked

as “quackery” and a lively exchange in the medical

literature ensued until the value of ether as an

Prepared by the American Medical Association.

anesthetic was proved to the satisfaction of the medical

community.

One of the New Englanders who did the first

experiments with ether, Dr. W. T. G. Morton, gave

up his dental practice to devote full time to anesthesia,

and is most likely the first anesthesiologist in Ameri-

can medicine.

Erom America the news spread to Europe in 1846

and the European surgeons were quick to take up

the use of ether. Early in his work Dr. Long began

using ether to relieve the pains of childbirth. This

precipitated a moral argument from clergymen and

many physicians that childbirth pains should be en-

dured, but this eventually passed.

Oddly, ether first came to the attention of medical

men through its use by sideshow entertainers, who

traveled about the country having men in the audience

inhale ether and become pleasantly drunk. Ether

parties became the vogue among young persons, who

inhaled the substance at parties. Probably its first

use as an anesthetic was in January, 1842, for a

tooth extraction in Rochester, N.Y., when a young

chemist who had been to some of the parties adminis-

tered ether to a dental patient.

It was after a public demonstration that Dr. Long

got the idea of administering ether to operate without

pain. Dr. Long had winessed ether parties while a

medical student at the University of Pennsylvania.

Dr. Oliver Wendell Holmes suggested the name “anes-

thesia” for the pain-free condition and “anesthetic”

for the substance that induced anesthesia.

At the founding meeting of the American Medical

Association in Philadelphia in 1848 the subject of

anesthesia was prominent on the scientific program.

Physicians throughout the United States learned at

the convention of the discovery, and use of ether

spread rapidly thereafter.

Why Don’t We . . .

• Establish an FDA-type agency for bureau-

crats which will require proof-of-effectiveness be-

fore, during and after approving their pay checks?

® Set up a PSRO for all public officials,

elected and appointed, in order to monitor their

performance and establish penalties for poor judg-

ment, derelictions and oversights?

• Require periodic re-licensure of all lawyers,

judges, accountants, architects and engineers?

• Publicize the payments made to local and

federal judges which would include the monetary

values of such benefits as retirement programs,

office space, vacations, sick leave, health and

hospital benefits, transportation and postal allow-

ance and the salaries of all personnel assigned

to his court?

• Demand that every graduate of every educa-

tional institution which received any federal funds

be required to repay the federal government the

cost of their education in cash or indentured ser-

vice?

• Insist that the plaintiff and or his attorney

in a successfully defended medico-legal action be

required to pay all the costs of defense, including

compensation for time lost and “pain and suffer-

ing”?

e Quit paying for malpractice insurance and

let our patients recover from the delusion that

all physicians are rich?

• Invite our critics to live and work with us

for one week every year in order to make them

the health-care experts they profess to be?

• Find an easier way to making a living?

Mark R. Johnson, M.D.

Reprinted from the Oklahoma Medical Association

Journal, Jan. 1976.
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CITY OF MEMPHIS HOSPITAL MEDICAL
AUDIT CRITERIA

ASTHMA
I. Diagnostic Considerations

A. Routine CBC and blood chemistries as

performed on other patients admitted

to the internal medical and pediatric

services 100%
B. Chest x-ray 100%
C. Blood gases 100%
D. Pulmonary function studies

1. New patients 100%
2. Old patients % variable depending

upon last study done

E. Sinus x-rays

1. New patients 80%
2. Old patients % variable

F. Electrocardiogram 100%
G. Sweat tests for sodium and chloride*

(on children under age 12 on whom
test has never been performed) *100%

H. Allergy skin tests** (on patients on
whom study has never been performed

and when allergist available) **100%
I. Immunoglobulin determinations

including IgE 25%
J. Precipitin test for allergic lung

disease <10%
K. Serum alpha- 1 antitrypsin <10%
L. Bronchoscopy <10%
M. Lung scan <10%

il. Possible Associated Problems
A. Congestive heart failure

B. Myocardial infarction

C. Emphysema
D. Aspirated foreign body

E. Upper respiratory tract infection

F. Chronic hyperplastic sinusitis

G. Pulmonary emboli

III. Patterns of Treatment
A. Expected Use of Treatment

1. Oral bronchodilators 100%
2. Intravenous aminophylline 100%
3. Aerosolized bronchial dilators 100%
4. Corticosteroids 75-100%

5. Nasal oxygen 100%
6. Expectorants 50-75%

7. Antibiotics 50-75%

B. Monitor Effects of Treatment

1. Blood gases are preferred method of

monitoring effects of treatment.

2. Clinical assessment of degree of

dyspnea is of secondary value.

C. Contraindicated Diagnostic or Therapeutic

Measures: Sedation and narcotics 0%
IV. Expected Response to Treatment

A. Short Term: Approximately 70% of

admitted asthmatics should have overt

clinical response in 48 hours.

B. Reassessment of Patients With Less

Than Expected Response

1. Assess dosage and medication em-

ployed. If not on corticosteroids,

consider use of this drug.

2. Make sure no sedation has been

given.

3. Reconfirm diagnosis and consider

other possibilities such as pulmonary

embolus, congestive heart failure,

and aspirated foreign body.

C. Long Term: Occasional cases do not

respond to therapy in shorter periods

than 5 days. Consideration of intuba-

tion and assisted ventilation is a pos-

sibility in such cases.

V. Expected Incidence of Complications
A. Of Disease

1. Pneumothorax

2. Pneumomediastinum

3. Respiratory failure

4. Fractured rib

B. Of Treatment

1. Electrolyte imbalance

2. Overstimulation of adrenergic

system ~5%
VI. Disposition

A. Discharge from hospital when clinical

assessment indicates. Neither blood

gases nor pulmonary functions should

be required to return to completely

normal state.

B. If on corticosteroids in hospital, patient

should be discharged on corticosteroids.

C. Always should be discharged to out-

patient facility for visit within two

week period.

< 10%
<1 %/with ^
frequency in

children)

<5%
< 10%

< 1 %

UTILIZATION ASPECTS
I. Indications for Admission to Hospital

A. Severity of asthmatic state not respond-

ing to conventional outpatient therapy

B. Asthma complicated by major systemic

disease

C. Complications of therapy

D. Patients requiring preparation for

surgery

E. Severe blood gas abnormalities includ-

ing hypoxia (PO9 <60 ) or hypercapnia

(CO2 >40)
II. Projected Length of Stay

A. “> age 15 years: Up to 15 days

B. > age 15 years: Up to 22 days
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III. Indications for Discharge from Hospital

Clinical assessment most important. Blood

gases and pulmonary function tests need

not have returned to normal.

CATARACT
I. Diagnostic Considerations

A. Visual acuity 100%
B. Slit-lamp examination (unless impos-

sible due to patient condition, i.e.,

bedridden) 100%

C. Ophthalmoscopic examination 100%
D. Tonometric measurements (unless im-

possible due to patient condition) 100%

II. Possible Associated Problems
A. Diabetes mellitus

B. Long-term steroid therapy, or other

drugs, i.e., ergot, dinitrophenol, naph-

thalene, triparonol, phospholine iodine

C. Hypoparathyroidism

D. Uveitis

E. Trauma
F. Atopic eczema

G. Radiation therapy

H. Pediatric

1. Galactosemia

2. Rubella

III. Patterns of Treatment
A. Expected Use of Treatment

When vision is depressed enough to

limit patient’s usual activity:

1. Total lens extraction

2. Aspiration

3. Pupillary dilatation in elderly de-

bilitated patients

B. Monitor Effects of Treatment: Progress

notes indicating improvement in visual

acuity 100%
C. Contraindicated Diagnostic or Ther-

apeutic Measures: None

IV. Expected Response to Treatment
A. Short Term: Improvement in pre-

operative vision >95%
B. Reassessment of Patients With Less

Than Expected Response

1. Clarity of cornea

2. Wound apposition

3. State of vitreous: Rule out

hemorrhage

4. Evaluate retina and macula

C. Long term: Improved vision when
fitted with permanent glasses at three

months postoperative visit >95%
V. Expected Incidence of Complications

A. Of Disease

1. Poor vision >90%
2. Secondary ocular problems

a. Glaucoma <1%
b. Uveitis < 1 %

B. Of Treatment

1. Intraocular hemorrhage <1%
2. Retinal detachment <1%
3. Macular changes <1%
4. Wound rupture <1%

5. Endophthalmitis <1%
6. Filtering blebs >1%
7. Vitreous loss 3%
8. Glaucoma <1%

VI. Disposition

A. Instruction for postoperative medica-

tion and activity

B. Postoperative follow-up visits at one,

three, six, and twelve weeks

C. Temporary glasses at first week post-

operative visit

D. Permanent glasses at three months

postoperative visit

UTILIZATION ASPECTS
I. Indications for Admission to Hospital

A. Presence of cataract to slit-lamp and

ophthalmoscopic examination with:

1 . Diminished visual acuity significantly

interfering with patient’s mode of

living or

2. Swollen lens or hypermature cata-

ract or dislocated lens or

3. Intralenticular or intraocular foreign

body or

4. Retrolental disease treatment of

which indicates removal of lens

B. Presence of cataract to slit-lamp and

ophthalmoscopic examination with re-

trolental disease

C. Suspicion of cataract in children, men-
tally retarded; or medical observation

or diagnostic evaluation under con-

trolled conditions

II. Projected Length of Stay
A. < age 10 years

1. Diagnostic: 2 to 4 days

2. Operative: Pre-op 1 day

Post-op: 1 to 3 days

B. > age 10 years

1. Diagnostic: 2 to 4 days

2. Operative: Pre-op 1 day

Post-op: 3 to 7 days

III. Indications for Discharge from Hospital
Free of complications

CHRONIC CONSTRICTIVE PERICARDITIS

I. Diagnostic Considerations

A. History of ascites, exertional dyspnea,

fatigue, chest pain 100%
B. Past history of bacterial, tuberculous,

fungal, or viral infection 100%
C. Past history of connective tissue disease 100%
D. Past history of neoplastic disease 100%
E. Past history of chest trauma 100%
F. Past history of irradiation 100%
G. Blood pressure and pulses paradoxicus 100%
H. Examination of neck veins, lungs,

heart, abdomen, extremities 100%
I. Chest x-ray 100%
J. Electrocardiograms 100%
K. Tuberculin test 100%
L. Sputum culture 75%
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M. Anti-nuclear antibodies 100%
N. CBC, urinalysis 100%
O. BUN, blood sugar, electrolytes 100%
P. Cardiac catheterization 75%
Q. Echocardiogram 75%

II. Possible Associated Problems
A. Congestive heart failure

B. Infection

C. Connective tissue disease

D. Neoplastic disease

E. Protein-losing enteropathy

III. Patterns of Treatment
A. Expected Use of Treatment

1. Salt and fluid restriction 100%
2. Diuretics 100%
3. Digitalis 100%
4. Antituberculous therapy 30%
5. Steroids 5%
6. Pericardial resection 5%

B. Monitor Effects of Treatment

1. Daily weight 100%
2. Daily vital signs 100%
3. Daily pulses paradoxicus 100%
4. Daily measurement of abdominal

girth 50%
5. Serum electrolytes and BUN every

other day 100%

IV. Expected Response to Treatment
A. Short Term

1. Loss of ascites and edema 90%
2. Loss of exertional dyspnea 90%
3. Improvement in fatigue 90%

B. Reassessment of Patients with Less

Than Expected Response

1. Physical examination

2. Chest x-ray

3. Serum electrolytes and BUN
4. Electrocardiogram

5. Cardiac catheterization

C. Long Term

1.

Patient remains free of edema.

dyspnea and fatigue or 95%

2.

Undergoes operative pericardial

resection 5%
V. Expected Incidence of Complications

A. Of Disease: Congestive heart failure 100%
B. Of Treatment

1. Electrolyte imbalance 5%
2. Digitalis intoxication 5%
3. Reaction to antituberculous drugs 5%
4. Operative mortality 11%

VI. Disposition

A. Return visit to cardiovascular clinic

within two weeks

B. Transfer to chronic lung disease unit

for antituberculosis therapy

UTILIZATION ASPECTS
I. Indications for Admission to Hospital

A. Increasing edema
B. Development of ascites

C. Increasing dyspnea

D. Fever

II. Projected Length of Stay
A. Nonoperative: 7 to 21 days

B. Operative: 21 to 36 days

III. Indications for Discharge from Hospital
A. Patient free of edema or ascites

B. Significant improvement in exertional dyspnea

C. BUN and electrolytes stable

D. No evidence of active infection

E. Successful pericardial resection, if indicated

F. Patient instructed for outpatient care

GONOCOCCAL ARTHRITIS

I. Diagnostic Considerations

A. History should record:

1. Presence or absence of; 100%
a. Sexual exposure

b. Urethritis or vaginal discharge

c. Chills

d. Fever

e. Skin lesions

f. Ocular inflammation

g. Recent sore throat

h. Allergy to penicillin

i. Previous espisodes of arthritis

2. Pattern of arthritis onset and pro-

gression (monarticular, polyarticular,

migratory, etc.) 100%
3. Menstrual history (females) 100%

B. Physical examination should record; 100%
1. Painful, tender, swollen joint (s)

2. Tenosynovitis

3. Skin lesions

4. Ocular examination

5. Pelvic examination (females)

6. Genitourinary and rectal examinations

(males)

C. Laboratory evaluation should include:

1. WBC and differential 100%
2. Gram stained smear of urethral (80%)

or cervical mucous (100%)
3. Cultures as follows:

a. Thayer Martin media: urethra,

cervix, rectum, throat, synovium

(if available) 95%
b. Sheep blood agar: throat, synovium

(if available) 95%
c. Blood culture 80%

4. Synovial analysis to include: WBC,
differential, gram stain, glucose, pro-

tein,, mucin clot 85%
II. Possible Associated Problems

A. Infected contacts

B. Pregnancy

C. Pelvic inflammatory disease

D. Reiter’s syndrome

III. Patterns of Treatment
A. Expected Use of Treatment

1. Procaine penicillin 600,000 U.I.M.

q 12 h X 7-10 days 80%
2. I.V. penicillin 4-10 million units/24

hrs. X 3-4 days 10%
3. Other antibiotics, erythromycin, am-

picillin or tetracycline (if allergic

to penicillin) <10%
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4. Repeated joint aspirations if pyo- bursa, tendon sheath or periarticular

arthrosis or persistent effusion is tissue 100%
present 20% 6. Presence or absence of tophi and/

B. Monitor Effects of Treatment or chronic arthritis 95%
1. Fever curve 7. Use of oral diuretics 75%
2. Degree joint pain, swelling B. Tests should include:

3. Repeat synovial analysis for WBC, 1. Synovial fluid analysis, including

glucose search for urate crystals on polarized

C. Contraindicated Diagnostic or Thera- light microscopy 75%
peutic Measures: Open surgical drain- 2. Serum uric acid: Measured 95%
age (with rare exception) Elevated 85%

IV. Expected Response to Treatment 3. CBC, including WBC differential 100%

A. Short Term 4. Urinalysis 100%

1. Major subjective improvement with- 5. Renal function measurement 75%
in 48 hours 95% 6. Urinary urate excretion 25%

2. Afebrile in 3-5 days 90% 7. X-rays of joints 75%
3. Resolution of major objective joint II. Possible Associated Problems

signs in 3-5 days 90% A. Urinary calculi

B. Reassessment of Patients with Less Than B. Gouty nephropathy

Expected Response C. Obestity

1, Consider alternative diagnoses, es- D. Hypertension

pecially acute rheumatic fever, Rei- E. Alcoholism

ter’s Syndrome F. Stress, such as postoperative, acute

2. Complete response may be delayed myocardial infarction

in patients with pyoarthrosis or teno- G. Diabetes

synovitis H. Psoriasis

C. Long Term I. Myeloproliferative disorder

1. No permanent residual joint damage 95% J. Lymphoma, other malignancy

2. Eradication of primary infection site 95% K. Drugs causing hyperuricemia (esp..

V. Expected Incidence of Complications thiazides)

A. Of Disease: Endocarditis, meningitis.
III. Patterns of Treatment

etc. <5% A. Expected Use of Treatment
B. Of Treatment: Allergy to drug in absence

1. Acute attack
of prior history <10% a. Colchicine (therapeutic trials) 20%

VI. Disposition 1) I.V., 2 mg repeated, 1-2 mg
A. Completion of 10 days of antibiotic in 6-12 hours, not to exceed

therapy if not completed in hospital 4 mg in 24 hrs.

B. Follow-up culture of primary focus 2) Oral colchicine 0.6 mg q 1-2

in 2 to 3 weeks hrs. X 10-16 doses or until

GI side effects occur
UTILIZATION ASPECTS

b. Anti-inflammatory drugs

1. Indications for Admission to Hospital 1) Phenylbutazone 200 mg q 6

For suspected diagnosis and/or treatment hrs. X 3 to 4 doses, then ta-

II. Projected Length of Stay pering over 2-3 days to 150

A. 5 to 12 days mg t.i.d. or Indomethacin 50
B. Median: 8 days mg q 6 hrs. x 4 doses, then

III. Indications for Discharge from Hospital tapering over 2-3 days to 25

A. Resolution of arthritis mg t.i.d. 80%
B. Expected health status at discharge 2) Systemic adrenal corticoste-

1. Normal health status 60% roids: ACTH or prednisone <10%
2. Temporary disability for complete 3) Intrasynovial corticosteroids <10%

recovery, 7-14 days 40% 2. Long-term management
3. Permanent joint damage disability <1% a. Colchicine maintenance prophy-

laxis .6 mg one to three times

GOUT daily 90%
1. Diagnostic Considerations b. Drugs to lower serum uric acid

A. Statement about: maintained, or started after acute

1. History of acute arthritis 95% attack is controlled 80%
2. History of acute onset 95% 1. Probenicid 0.5 to 1.0 gm q
3. History of previous attacks (present 8 to 12 hrs.

or absent) 95% 2. Sulfinpyrazone 100 to 200 mg
4. Family history of gout, obesity. q 4-6 hrs.

diabetes 95% 3. Allopurinol 100 mg to 800

5. Painful, tender, swollen joint(s). mg/day
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c. Anti-inflammatory drugs: See

IIIA, lb. 10%
B. Monitor Effects of Treatment

1. Daily assessment of joint pain, swell-

ing, tenderness to resolution

2. Fever curve

3. Daily check for signs of drug toxicity

4. Serum uric acid to monitor drug effect

5. Periodic renal function check

C. Contraindicated Diagnostic or Thera-

peutic Measures: Small doses of aspirin

(Small doses interfere with renal ex-

cretion of uric acid and inhibit effect

of uricosuric drugs. Large doses do

not have this action.)

IV. Expected Response to Treatment

A. Short Term: Major decrease in signs

and symptoms in 24-48 hours, and

complete resolution in 7 to 10 days 95%
B. Reassessment of Patients with Less Than

Expected Response

1. With colchicine trial: Consider that

degree of colchicine effect is less

with duration >3 days before treat-

ment; may switch to anti-inflam-

matory drug.

2. Re-evaluate diagnosis; exclude in-

fection

3. Patients with polyarticular, chronic,

tophaceous gout may show a delayed

response

C. Long Term

1.

Frequency of acute attacks should

be diminished or controlled 80%
2. Serum uric acid maintained in

normal range 80%
3. No new development of chronic

arthritis, tophi, nephropathy 95%

V. Expected Incidence of Complications

A. Of Disease: Rare <10%
B. Of Treatment: Intolerance or toxicity

from one or more drugs used in therapy 25%

VI. Disposition

A. Discharge medications given (at least

prophylactic colchicine; in addition,

probably drugs to lower serum uric

acid)

B. Follow-up visits (required with de-

creasing frequency if controlled, but

never less than once every 6 to 12

months indefinitely)

UTILIZATION ASPECTS
I. Indications for Admission to Hospital

A. Established diagnosis

B. Incapacitating attack, especially if poly-

articular

C. Complications of therapy

D. Evaluation of associated disorders

E. Failure of treatment as outpatient

F. Surgical removal of tophi

II. Projected Length of Stay

A. 5 to 14 days

B. Median: 7 days

C. Reasons for extended stay:

1. Concomitance of associated dis-

orders, such as renal disease

2. Drug intolerance or toxicity

3. Chronic polyarticular gout

III. Indications for Discharge from Hospital

A. Inflammation and swelling controlled

B. Use of joints with minimal discomfort

C. Completion of evaluation of associated

disorders, especially renal disease and

hypertension

D. Expected health status at discharge:

1. Ambulatory >80%
2. Temporary disability 1 to 2 weeks 80%
3. Extended disability from chronic

arthritis <10%

TRANSIENT SITUATIONAL DISTURBANCE

I. Diagnostic Considerations

A. History should record:

1. Acute disturbance of behavior or

affect 100%

2. Bizarre behavior 50%
3. Impaired reality testing 10%
4. Potential danger to self or others 10%

5. Statement about drug use or abuse 25%
6. History of previous psychiatric treat-

ment 25%
7. Inadequate social support 75%
8. Legally mandated admission 5%

B. Mental status examination showing:

1. Disordered thought or affect 25%
2. Bizarre behavior 25%
3. Delusional thinking 25%
4. Paranoid thinking 25%
5. Severe anxiety 50%
6. Severe depression 50%

C. Laboratory examination should include:

1. Urine drug screen 25%
2. Psychological testing 10%

II. Differential Diagnosis

A. Drug induced psychosis or state 50%

B. Schizophrenia illness 50%

C. Primary affective disorder 25%

D. Paranoid states 5%

III. Patterns of Treatment

A. Expected Use of Treatment

1. Milieu and group therapy 100%
2. Psychotherapy 100%
3. Chemotherapy (major or minor tran-

quilizers, or anti-depressants) 90%
4. Activities therapy 50%
5. Educational therapy 50%

B. Monitor Effects of Treatment

1. Nursing observations 100%
2. Serial assessments by physician 75%
3. Subjective remarks by patient 50%
4. Repeated psychological examinations 0-1%
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IV. Expected Response to Treatment
A. Short Term

1. Improvement within 72 hours 50%
2. Improvement within 5 to 21 days 75%

B. Reassessment of Patients with Less

Than Expected Response:

Transfer to long-term facility 95-100%

V. Expected Incidence of Complications

A. Of Disease

1. Worsening of level of functioning 5-10%

2. Suicidal attempts or threats 5-10%

B. Of Treatment

1. Drug reactions 10%
2. Worsening of level of functioning 5%
3. Inadequate social, familial, or occu-

pational adjustment 5%

VI. Disposition

A. Transfer to long-term facility 25%
B. Follow-up at mental health center with-

in one month 75%

UTILIZATION ASPECTS
I. Indications for Admission to Hospital

A. Required:

Acute disturbance of behavior or affect 100%
B. In addition to above, any one of the

following:

1. Bizarre behavior 50%
2. Impaired reality testing 10%
3. Potential danger to self or others 10%
4. Statement about drug use or abuse 25%
5. History of previous psychiatric

treatment 25%
6. Inadequate social support 75%
7. Legally mandated admission 5%

II. Projected Length of Stay
A. 3 to 5 days 75%
B. 5 to 21 days 25%

III. Indications for Discharge from Hospital

A. Affective or behavioral improvement

B. Absence of suicidal or homicidal ideation

C. Adequate social support

m * *

A unique hospital specializing in treatment of . .

.

In this restful setting away from pressures

and free from distractions, the Willingway
staff, with understanding and compassion,
carries out an Intensive program of

therapy based on honesty and responsi-

bility. The concepts and methods are ori-

ginal, different and have been highly suc-
cessful for fifteen years.

John Mooney, Jr., M.D., Director

Dorothy R. Mooney, Associate Director

ALCOHOLISM
DRUG ADDICTION

311 JONES MILL RD., STATESBORO, GA. 30458 TEL. (912) 764-6236

ACCREDITED BY THE J.C. A. H.
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WHITE SURGICAL SUPPLY CO.

1921 55 Years 1976

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701

mountain

Golf's no uphill climb at

Sapphire Valley, in the cool
North Carolina mountains
. . . our championship course
rolls gently through a vast,

quiet valley. All that makes
a complete family resort is

here: 12 tennis courts, lakes.

Blue Ridge scenery, the
stately 1896 Fairfield Inn
and our luxury Villas. Come
up for a day, or a lifetime.

Call 704-743-3441 or write
Sapphire Valley, Star Route
70, Box 80, Sapphire, N.C.
28774 Attn.: T. M. Wright

SapphireValley
Brown Bag Permit No. 2265

Vermox
mebendazole

DESCRIPTION VERMOX (mebendazole) is methyl 5-

benzoylbenzimidazole-2-carbamate.

ACTIONS VERMOX exerts its anthelmintic effect by

blocking glucose uptake by the susceptible helminths,

thereby depleting the energy level until it becomes

inadequate for survival.

An insignificant amount of mebendazole is absorbed

from the gastrointestinal tract. Most of this is excreted in

the urine within three days either as metabolites or

unchanged drug.

INDICATIONS VERMOX is indicated for the treatment of
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(pinworm), Ascar/s lumbricoides (roundworm),

Ancylostoma duodenale (common hookworm), Necator

americanus (American hookworm) in single or mixed

infections.

Efficacy varies in function of such factors as pre-existing
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infection and helminth strains. Efficacy rates derived
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If the patient is not cured three weeks after treatment, a

second course of treatment is advised. No special
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What do James Nasmith (the inventor of bas-

ketball), Samuel Freeman Miller (associate justice

of the U. S. Supreme Court, 1862-1890), and

Arthur Conan Doyle (creator of Sherlock

Holmes) have in common? Simply this: they were

all doctors. But sports, law, and literature are

only three of the human enterprises that have

been enriched by men and women who were

physicians.

Doctors have been composers of music (Dr.

Thomas Campion was one of the leading writers

for the lute in the sixteenth century), architects

(Dr. William Thornton drew the original plans

for the U. S. Capitol in 1795), and prophets (the

futuristic writings of Nostradamus, court physi-

cian to the King of France over three hundred

years ago, are still pondered for their revelations

about events today).

Hands trained to wield a scapel have written

poetry. (A pediatrician, William Carlos Williams

won the 1963 Pulitizer Prize for his fresh, origi-

nal, complex poems.) They have also planned

cities (Dr. Rufus Henry Gilbert, who was inter-

ested in encouraging movement of people from

crowded, disease-breeding tenements, led the de-

velopment of the elevated railroad system in New
York City in the 1870’s.) Finally, the “educated

touch” of doctors has guided the destiny of na-

tions. (Georges Clemenceau, M.D., was prime

minister of France during the darkest days of

World War I.)

Science has perhaps received more boons from

doctors than has any other endeavor. Theirs are,

for example, among the most honored names in

mathematics and physics. English physician

Thomas Young (1773-1829) conducted a series

of experiments that established the wave theory

of light. Young was also one of the first persons

to successfully decipher Egyptian hieroglyphic

inscriptions. Two members of the famed Ber-

Were Doctors, TooF'
JAMES M. SMITH

noulli family of Switzerland, though remembered

for work in mathematics, were trained in medi-

cine: Johann Bernoulli (1667-1748) applied cal-

culus for the first time to the determination of the

length and area of curves and to mechanical prob-

lems. His son Daniel (1700-1782) received

many awards from the French Academy for his

theories of probability and other physical phe-

nomena.

Swedish doctor Jons Jacob Berzelius was a

leading figure in chemistry in the last century,

developing the modern system of chemical sym-

bols and isolating silicon, titanium, and several

other important elements for the first time. Jon

Baptista Van Hehnont (1577-1644), a Belgian

physician, was the first scientist to identify the

existence of gases, even though he was also a

mystic who sought to transform iron into gold.

Another important medical pioneer in chemistry

was Englishman John Mayow (1640-1679), who
first recognized the element of oxygen. In our

time, many people watch their weight with the

help of the sweetening compound saccharin, dis-

covered in 1914 by Dr. Ira Ramsen (who was

also president of Johns Hopkins University) and

one of his students.

German physician Konrad Von Gesner, who is

remembered for refusing to desert his patients

during the plague of 1565, though he died as a

result, wrote a monumental book on the animal

kingdom that is considered the starting point of

modern zoology.

Other famous medical names redound in the

biological sciences too. Erasmus Darwin (1731-

1802), grandfather of Charles Darwin and one

of the foremost physicians of his own day, pub-

lished works which looked forward to the evolu-

tionary ideas of his grandson. English physician

Nehemiah Grew (1641-1712) was one of the

founders of the science of plant anatomy, while
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Jan Ingenhousz (1730-1779), court physician to

Empress Marie Therese of Austria, formulated

the principles underlying photosynthesis. Asa

Gray, trained as a doctor, was the most famous

American botanist of the nineteenth century.

Sixteenth century physician Georgius Agricola

lived in a teeming mining region of Germany and

wrote widely on mining, smelting, and classifica-

tion of ores. For his books, one of which was

translated by Herbert Hoover, he has been given

the title of “father of mineralogy.” And the U. S.

Congress ordered struck a special gold medal to

honor Dr. Henry Draper for his photographs of

the planet Venus during tts transit of 1874.

The pioneers of psychology are undoubtedlylTie

best known physician-scientists. Sigmimd Freud

(1856-1939), father of psychoanalysis, Carl Jung

(1875-1961), founder of analytic psychology,

Richard Krafft-Ebing (1840-1902), student of

sexual psyehopathology, and Havelock Ellis

(1859-1939), also known for his studies of human

sexuality, were all doctors of medicine. So was

Hugo Mimsterburg (1863-1916), German-Ameri-

can founder of applied psychology.

As these doctors described the contours of the

mind, others have mapped those of the earth.

Bernhardus Varenius, though trained in medicine,

enlarged the dimensions of the known world in

the seventeenth century with his maps and studies

of the Far East and of Africa. Another physician-

Eastern expert of the day was Dr. John Bell

(1691-1780), a Scottish traveler who wrote vivid-

ly of his journeys to China, Mongolia, Siberia,

Turkey, and Russia, once in the company of Peter

the Great.

The northern polar regions have drawn doc-

tors as though they were so many iron filings.

John Rae (1813-1893), a Scottish doctor, won
a gold medal from the Royal Geographic Society

for his maps of the coast lines of Arctic Canada.

Dr. Elisha Kent Kane led a party to northwest

Greenland in 1853, attaining the highest northern

latitude to that time. Dr. Issac Israel Hayes

(1832-1881) went looking for the open sea which

he thought existed around the North Pole, and

though he never found one, he did make many
discoveries in the natural history of the Arctic.

(Hayes was a venerable member of the New York

State Assembly during his later life.) Finally,

when Dr. Frederick Albert Cook announeed

that he had discovered the North Pole in April,
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1908, he was welcomed as a hero in his native

New York. But when subsequently the data he

offered in support of his claim were shown to be

entirely fictitious, he was stripped of the degrees

and scientific honors which had been bestowed

upon him.

The most illustrious doctor-explorer of all

time was David Livingstone, who opened the

southern half of the continent of Africa in the

nineteenth century. Other doctors noted for their

Afriean journeys include William Balfour Baikie,

who advanced British trade interests there in the

nineteenth eentury; Gustav Nachtigal (1843-

1885), who added Togoland and the Cameroons

to the German colonial empire; and R. Austin

Freeman (1862-1943), who as a colonial physi-

cian sought to extend British influence in the Gold

Coast area. (Dr. Freeman later became the lead-

ing practitioner of the scientific detective story.

His fictional hero. Dr. John Evelyn Thorndyke,

used such techniques as dust analysis, examina-

tion of blood, and footprint preservation, years

before they were generally employed by crimi-

nologists.)

Much credit for what we know about the earth’s

past is due to men of medicine too. Dr. Joseph

Leidy (1823-1891) laid the foundations of Amer-

ican palentology with his work in the fossils of

the plains and mountains of the western United

States. British physician Richard Owen (1804-

1892) was knighted by Queen Victoria for his

research into the remains of extinct animals. The

famous Scottish doctor, James Hutton (1726-

1797), remembered also for the improvements he

made in the practical agriculture of his day,

showed that the origin of rocks and minerals can

be explained in terms of processes that we can

observe around us. And American doctor Ferdi-

nand Vandeveer Hayden (1829-1887) clarified

many fundamental geological relationships in the

Great Plains and Rocky Mountains. He also

played a leading role in the creation of Yellow-

stone National Park.

Man’s own past has claimed the attention of

many doctors. A German physician, Johann

Friedrich Blumenback (1752-1840) is considered

the founder of physical anthropology. Doctors

discovered Java man (Dutchman Eugene DuBois,

1858-1940) and Peking man (Canadian Davidson

Black, 1884-1934). American physician Ales

Hrdlicka identified Neanderthal man as a phase

of human evolution and was one of the first to

suggest that the North American Indian came
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originally from Asia. The English doctor James

Cowles Prichard (1786-1848) first concluded that

all mankind belonged to a single species, while

William Sfukeley, who practiced medicine in the

eighteenth century, is remembered for his widely

popular study of the great stone circle at Stone-

henge.

Christian tradition calls Saint Luke, author of

the Third Gospel and of the Acts of the Apostles,

“the beloved physician.” Many other doctors have

been theologians, philosophers, and educators.

Three of the most eminent are Albert Schweitzer,

mission doctor, renowned musician, winner of the

Nobel Peace Prize, and New Testament scholar;

William James, founder of the movement known
as pragmatism, the most important American

contribution to philosophy in the nineteenth cen-

tury; and Karl Jaspers (1883-1969), German
philosopher whose writings were influenced by

his clinical studies in psychopathology.

The medical works of the Persian physician

Avicenna (980-1037) were studied in European

universities for centuries, but he was best known
in his own time for his encyclopedias of philos-

ophy. Spanish doctor Michael Servetus discov-

ered that blood passes through the lungs after it

leaves the heart, which discovery he revealed in

a book of his systematic theology. (John Calvin

read the work, condemned Servetus as a heretic,

and pressed for his execution, which was carried

out in 1553.)

Benjamin Franklin called the Dutch physician

Bernard de Mandeville “a most entertaining

companion,” and indeed, readers throughout

eighteenth century Europe found much pleasure

in his Fable of the Bees, a satire on the useful-

ness of vice. A hundred years later, Victorian

England saw its faith in material progress, indi-

vidual enterprise, and free trade confirmed in

the books of self-help and economic history writ-

ten by Scottish physician Samuel Smiles.

Another nineteenth century physician, English-

man George Birbeck, started classes for working

men which were the foundations of technical

schools in England. His contemporary and pro-

fessional colleague, Samuel Gridley Howe, began

the famous Perkins School for the Blind in Bos-

ton. (Howe also took part in the Greek revolu-

tion and in abolitionist causes in America. His

wife, Julia Ward Howe, wrote “The Battle Hymn
of the Republic.”) Other modern educators who
were doctors include Thomas Henry Huxley, who
did much to encourage the teaching of science in

the public schools of nineteenth century England

and America; David Starr Jordan (1851-1931),

president of the University of Indiana and of

Stanford; and Maria Montessori (1870-1952),

first woman physician of Italy, who originated the

system of teaching children which bears her

name.

Perhaps no field would seem to have less in

common with medicine than economics. Yet

doctors have wrought significant developments in

it too. In his writings. Dr. Nicholas Barbon

(16407-1698) expressed many ideas that were in

advance of his time on such topics as value, rent,

foreign trade, the division of labor, and the theory

of currency. (He also took considerable part in

the rebuilding of London after the great fire of

1 666 and started fire insurance in England about

1680.) And Sir William Petty (1623-1687), sea-

man, professor of music in London, inventor,

surveyor. Member of Parliament, and physician,

was one of the founders of modern economic

statistics.

Sun Yat-Sen (1866-1925), first President of the

Republic of China and a national hero, is cer-

tainly the best known of the physicians who
have served at the head of a government. But

several Western countries can claim physician-

statesmen too:

• A German-born doctor, Johann Fried-

rich Struensee (1737-1772) exercised

dictatorial control over Denmark dur-

ing the last two years of his life

• Dr. Giovanni Lanza was prime minister

of Italy from 1869 to 1873

• A doctor from Nova Scotia, Charles

Tupper, served briefly as prime minis-

ter of Canada in 1896

• Kazys Grinius practiced as a country

doctor before he served as prime min-

ister and president of Lithuania in the

1920’s

• Sir Earle Christmas Grafton Page, a

physician from New South Wales, was

caretaker prime minister of Australia

in 1939

e Ramon Grau San Martin, author of

more than a dozen medical texts, was

elected president of Cuba in 1944

• Salvador Allende practiced medicine

before entering a career in politics

which took him to the presidency of his

native Chile in 1970.

One of America’s most controversial early
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diplomats was the temperamental Dr. Arthur

Lee, who sought aid for the Continental Congress

in the capitals of Europe. Dr, Benjamin Rush

wrote the first American treatise on mental ill-

ness, signed the Declaration of Independence, and

served as Continental Physician-General and

Treasurer of the U. S. Mint.

Henry Dearborn abandoned his medical prac-

tice after the Battle of Lexington and held several

military and political posts including Secretary of

War under President Jefferson. (Fort Dearborn,

which he ordered built, played a significant role

in the early history of Chicago and gave his name

an enduring association with that city.) Still re-

memberd by a few living veterans is Dr. Leonard

Wood, who was chief of staff of the U. S. Army
before World War I and later Governor-General

of the Philippines. (Wood led the early ballots at

the Republican convention of 1920. only to lose

the nomination for President to Warren G. Hard-

ing.) More recently, the new State of Alaska, in

1959, sent to Washington as its first U. S. Sen-

ator, Dr. Ernest Gruening.

Two other colorful physician-politicians are

Jean-Paul Marat, self-proclaimed champion of

the people, whose radical newspaper helped to

ignite the French Revolution, and Sir Leander

Starr (“Dr. Jim”) Jameson, British colonial offi-

cial who played a vital part in Rhodesian and

South African history in the early part of this

century.

So many doctors have written novels, poems,

and plays, it appears that there is a special affin-

ity between literature and medicine.

Fydor Dostoyevsky (1821-1881), one of the

greatest novelists who ever lived, was for a time

a staff doctor in a Moscow hospital for the poor.

Francois Rabelais (c. 1494-1553) was an eminent

physician as well as the author of a world-wise

comic masterpiece about a giant named Gar-

gantua. Louis Ferdinand Celine (1894-1966),

considered an heir of Rabelais for his highly origi-

nal novels, worked as a research physician for

the Rockefeller Foundation. His contemporary

and compatriot, Georges Duhamel, drew upon

his experiences as a front-line surgeon in World

War I for his novels depicting the futility of war.

The reputation of English doctor Somerset

Maughmam (1874-1965) rests largely upon

Of Human Bondage, a semi-autobiographical ac-

count of a medical student’s painful progress
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toward maturity. Merrill Moore, psychiatrist and

poet, was a member of the well-known literary

circle called the Fugitives, whose poems, novels,

and essays did much to shape American literature

in the 1920’s and ’30’s. (It is reliably estimated

that Dr. Moore wrote more sonnets in his lifetime

than did all the poets of all the ages before him.)

Throughout the 1870’s, Robert Bridges worked

as a medical student and physican in the hos-

pitals of London; in 1913, he was named poet

laureate of England by King George V. Dr.

Oliver Wendell Holmes (1809-1894) is over-

shadowed in history by his eminent jurist son

—

but he was one of the founders of the Atlantic

Monthly and unofficial poet laureate of his home
town of Boston. As a popular figure in that city’s

social circles, he certainly must have known
Joseph Stevens Jones (1809-1877), physician,

actor, theatrical manager, and author of over 150

plays.

A poet, playwright, and theatrical producer and

the dominant figure of the European stage in the

1950’s and 1960’s was German doctor Bertolt

Brecbt. Two other prominent figures in German
letters took medical degrees as young men: Gott-

hold Ephraim Lessing (1729-1781) went on to

become a dramatist and critic whose ideas about

literature have influenced every succeeding gene-

ration of German writers. Frederich Schiller

(1759-1805) wrote plays and poems concerned

with human personality and freedom and may be

credited with hastening the dawning of the Ro-

mantic era in Europe.

What other names demand mention in our look

at doctors and literature? Certainly that of

Anglo-Irish physician Oliver Goldsmith (c. 1730-

1774), for his journalism, essays, novels, plays,

and poems have placed him in the front rank

of English writers. So does Thomas Browne

(1605-1682), who was knighted by King Charles

II both for his work as a doctor and for his out-

standing prose writings. And Russian physician,

playwright, and master of the short story, Anton

Chekhov (1860-1904), who wrote with special

sensitivity of human loneliness.

Finally there have been many doctors whose

rich and interesting lives defy labels.

One such is William Walker (1824-1860) of

Tennessee, who was also a lawyer, journalist,

restless adventurer, and seeker after power. In

1855 he sailed from California with a band of

followers, took Nicaragua by force, and made
himself President. He held the country for a year
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before he was toppled by a combination of other

Central American states and Cornelius Vander-

bilt, whose business interests he threatened.

Thomas Stewart Traill (1781-1862) practiced

as a doctor in Liverpool for 30 years, taught

medical jurisprudence at Edinburgh University,

and edited the eighth edition of the Encyclopedia

Britannica, (Another Britannica editor—of the

fourth edition—was Scottish physician James

Millar, 1762-1827.)

Sir Francis Seymour Haden (1818-1910) main-

tained a lifelong medical practice in London while

at the same time producing some of the world’s

masterpieces of etching. A distinguished Ameri-

can artist was Dr. Alexander Anderson (1775-

1870), who painted skilled miniatures and por-

traits of early Americans and made the first

wood engravings in the United States. Canadian-

born doctor Robert Tait McKenzie (1867-1958)

was a pioneer in applying the techniques of phys-

ical education to the rehabilitation of soldiers

wounded in combat. He was also one of the most

celebrated sculptors of his time, casting many
figures from America’s golden age of sports in

bronze.

The British Museum, the world’s greatest

treasure-house of objects and thoughts from the

past, began with the books, manuscripts, and

curiosities donated by Sir Hans Sloane (1660-

1753.) Sloane was also the first doctor in En-

gland’s history to receive an hereditary title. Dr.

John Shaw Billings (1839-1913), surgeon, hos-

pital architect, and sanitary engineer was the

first director of the New York City Public Li-

brary.

Thomas Cooper (c. 1517-1594), physician

and bishop of the Church of England, compiled

a famous dictionary which found great favor with

Queen Elizabeth. Another English doctor whose

hobby was words was Peter Mark Roget. He
liked to make lists of words and group them to-

gether when they were related to one another.

In 1852 he published his lists as a Thesaurus,

and the work has been an indispensable tool to

writers ever since. (Roget also invented a slide

rule and helped to found medical schools at

Manchester and London University.)

A recent editon of Roget’s book gives “bowd-

lerize” as another word for “censor.” Dr. Thomas
Bowdler issued an edition of Shakespeare in 1818

which he had “purified” for family reading, thus

lending his name to the English language.

Another maker of words—a whole world of

them—was Dr. Ludwik Zamenhof (1859-1917),

who lived in what is modern-day Poland. Victim-

ized throughout his life for his Jewish faith, he

sought to spread tolerance among peoples by

contriving an international language, which he

called “Esperanto.” (“One who hopes.”) Dr.

Zamenhof developed and tested Esperanto in his

elegant translations of the Old Testament, Dick-

ens, and the fairy tales of Hans Christian An-

dersen.

The story of doctors in the life of the world

beyond the hospital grounds goes on in our time.

Six members of the 94th Congress are physicians

and scores more sit on city councils and serve in

state legislatures. Doctors serve as executive

officers or directors of some of America’s leading

corporations. In letters. Dr. Frank Slaughter’s

medical novels and Dr. Michael Crichton’s chill-

ing thrillers often top the best-seller lists.

Modern physicians must work harder than ever

just to keep abreast of the latest developments in

medical science. Yet they continue to carry a

large share of the world’s other work too. The

doctor who sometimes doffs his surgical garments

and dons the hat of a business executive, a pub-

lic servant, or a writer has many counterparts in

history. To their hallowed primary mission—to

heal—they added another—to build.

105 Thirty-third Avenue, South, Nashville, Tennessee

37212.
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Clinical Usefulness of the Lecithin/Sphingomyelin

Ratio Determined by Visual Means in Predicting

Hyaline Membrane Disease
j

LEON F. WOODRUFF, JR., M.D., WILLIAM N. P. HERBERT, M.D., TOYOHISA ISHII, M.D.,

AND FRANK H. BOEHM, M.D., F.A.C.O.G.

Although there have been many advances in

perinatal medicine in the past decade, the oc-

currence of prematurity and its associated dis-

orders continues to be a major problem. The

three hundred thousand premature infants born

each year in the United States represent only six

percent of the total births, but they account for

almost fifty percent of neonatal deaths. Gluck’s

report^ that the measurement of the phospholipids

lecithin and sphingomyelin (L/S) in the amniotic

fluid could be used to predict fetal lung maturity

was heralded as a possible means of reducing the

major cause of death in premature infants, hya-

line membrane disease (HMD). Since that report

in 1971, varying clinical experiences with the

L/S ratio have been reported, and changes in

Gluck’s original technique of measuring and

interpreting the phospholipids have been intro-

duced.^'^® Since some have questioned the

reliability of the original method of visual deter-

mination and have relied more heavily on

densitometer evaluation, we undertook this review

to evaluate the usefulness of the L/S ratio when
interpreted by the visual technique in predicting

hyaline membrane disease in the neonate.

Materials and Methods

From January, 1971 until May, 1974, 551

amniotic fluid samples from 352 patients were

analyzed at Vanderbilt University Hospital for

the I./S ratio. The samples were obtained from

patients on the Obstetrical services at Vanderbilt

University Hospital, Nashville General Hospital,

and several private hospitals in the area. The
indications for amniocentesis were diabetes melli-

tus, toxemia, Rh sensitization, unknown gesta-

tional age, premature rupture of amniotic

membranes, and prior to repeat Cesarean sec-

tion. Placental localization by ultrasonography

From the Department of Obstetrics and Gynecology,

Vanderbilt University Hospital, Nashville, Tennessee
37232 .
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was performed in most cases to minimize the

possibility of placental injury, and fluid was

obtained by transabdominal amniocentesis. The

fluid was centrifuged immediately and refrigerated

until tested, usually within three days. All samples

contaminated by blood or meconium were omit-

ted from this study. Gluck’s original method^ of

extracting the phospholipids with absolute meth-

anol and chloroform and separating the surface-

active fraction by precipitation with cold acetone

was followed. Aliquots were placed on pre-coated

TLCplates* * which, when developed, were placed

in a tank containing iodine crystals and photo-

graphed on a Brinkman TLC photocopier utiliz-

ing type II copy paper.** Visual determination

was then used to obtain results. If the lecithin

spot was clearly smaller than that of the sphin-

gomyelin, an immature pattern was reported. If

the spots were approximately equal in size, the

result was interpreted as intermediate, and if the

lecithin spot was clearly larger than that of the

sphingomyelin, the result was interpreted as

mature.

The charts of these 351 patients were then

reviewed, and the relationship of the last L/S
ratio before delivery and the development of

respiratory problems in the neonate was assessed.

The diagnosis of hyaline membrane disease was

made if the infant demonstrated either an ele-

vated respiratory rate, intercostal or substernal

retraction, grunting respiration, syanosis with in-

ability to maintain adquate PO2 in room air,

plus the typical finding of a diffuse reticulo-

granular pattern on chest X-ray.^® The causes

of respiratory distress other than HMD were

identified. Thirty-nine patients were eliminated

because they were lost to follow-up or because

of intrauterine death. The remaining 313 patients

comprise the basis of this report.

Results

There were 227 patients whose last L/S ratio

before delivery was mature, 65 patients with an

intermediate pattern, and 21 patients with an
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immature pattern. Of the 227 patients with a

mature L/S ratio before delivery, 223 were

neonates with no respiratory problems. There

was one with respiratory distress not related to

HMD, and three who developed HMD with one

dying of the disease (Table I). One neonate who

Cesarean section because of severe uteroplacental

insufficiency patterns noted on fetal monitor

tracing. At birth the infant was severely de-

pressed, had a one-minute Apgar score of 1,

and required immediate intubation. Abruptio

placentae was diagnosed at delivery, and the

Table I.

Respiratory Outcome of Neonates Delivered with a Mature L/S Ratio

Test-Delivery Interval Patients No Respiratory Respiratory Distress Neonates Dying

Problems Not Related to HMD HMD from HMD

< 3 days 133 129

< 7 days 47 47

> 7 days 47 47

Total 227 223

survived with HMD was the product of

week gestation in a patient with class D diabetes

mellitus whose previous three pregnancies had

resulted in stillborn infants. Because of her poor

obstetrical history the patient was hospitalized

and followed with serial estriol determinations

and amniocenteses. Before delivery, by repeat

Cesarean section, the L/S ratio was read as ma-

ture, but no distal femoral epiphyses were seen on

fetal age film and the amniotic fluid creatinine

was 1.7 mg percent. The diagnosis of HMD in

this neonate was made by physical and X-ray

findings.

13 1

0 0 0

0 0 0

1 3 1

diagnosis of HMD was made by X-ray as well

as by autopsy findings. In the case of respiratory

distress not related to HMD, the infant had mild

type II respiratory distress syndrome^^ with nega-

tive X-ray findings, and required no supplemental

oxygen.

The last L/S ratio before delivery was inter-

mediate in 65 patients. Thirty of these were de-

livered within three days of testing, 13 within

seven days, and the other 22 after an interval of

more than seven days (Table II). Only ten of

these 65 neonates developed respiratory prob-

lems. Three of these had type II respiratory

Table II.

Respiratory Outcome of Neonates Delivered with an Intermediate L/S Ratio

No Respiratory Respiratory Distress Neonates Dying

Test-Delivery Interval Patients Problems Not Related to HMD HMD from HMD

< 3 days 30 24

< 7 days 13 11

> 7 days 22 20

Total 65 55

The other neonate with HMD who lived was

delivered by repeat Cesarean section because of

worsening Rh sensitization. The one-minute

Apgar score was eight, but the neonate soon

developed respiratory distress, had positive X-ray

evidence of hyaline membrane disease, and re-

quired respiratory support for several days. The

neonate who died with HMD was delivered by

1 5 1

1 1 0

2 0 0

4 6 1

distress, one had aspiration pneumonia, and the

other six developed hyaline membrane disease

with one resultant death. Five of these six who
developed HMD were delivered within three days

of testing. None of the infants whose interval

from L/S evaluation to delivery was more than

seven days developed HMD. Of the 24 neonates

delivered within three days of an intermediate
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L/S ratio who did not develop HMD, five

mothers had previously ruptured amniotic mem-
branes for greater than twelve hours before

delivery, five had diabetes mellitus, and fourteen

mothers had no antepartum or intrapartum

problems.

There were 21 patients whose last L/S ratio

before delivery was interpreted as immature (Ta-

ble III). Two neonates developed HMD and one

ratio was 1.0 to 1.99, but none would develop

respiratory distress if the L/S ratio was 2.0 or

greater.^ Many observers have reported more

variable results. There is general agreement

that a mature L/S ratio of greater than 2.0 as

determined by densitometry analysis or plani-

metry is rarely associated with the development

of HMD in the neonate.

In cases where HMD does occur other factors

such as intrauterine hypoxia or severe depression

and acidosis at birth may be important since

Table HI.

Respiratory Outcome of Neonates Delivered with an Immature L/S Ratio

Test-Delivery Interval Patients No Respiratory

Problems

< 3 days 6 2

< 7 days 2 2

> 7 days 13 12

Total 21 16

died. Both were delivered within three days of

testing. There were six infants who were delivered

within seven days of testing who did not develop

HMD. One neonate had mild type II respiratory

distress, one had pneumonitis, one was a product

of a severely sensitized Rh pregnancy that re-

quired intrauterine transfusions, and three were

from mothers whose amniotic membranes were

ruptured for more than twelve hours before de-

livery.

Discussion

Of the many ways to determine fetal maturity,

only the L/S ratio assesses the functional ma-

turity of the fetal lung. Other tests are used to

assess gestational age and thereby attempt to

correlate age with maturity. Gluck, using

visual determination, originally suggested that al-

most all infants with an immature pattern would

develop severe respiratory distress syndrome

(RDS), those with an intermediate pattern would

develop RDS but would have a good chance of

recovery, but few of those with a mature L/S
ratio would develop RDS.^^ Later, using densi-

tometry, he reported that if delivered within 72

hours of testing, 100 percent of neonates with an

L/S ratio less than 1.0 would develop severe

respiratory distress, 85 percent would develop

mild to moderate respiratory distress when the

332

Respiratory Problems Neonates Dying

Not Related to HMD HMD from HMD

2 2 1

0 0 010 0

3 2 1

these have been implicated as causes of depressed

surfactant activity in the fetal lung.®^^^"^^ There

have been several reports in which no hyaline

membrane disease developed when the L/S ratio

was less than mature. This correlation of a less

than mature L/S ratio with a development of

HMD has varied from less than 20 percent to 80

percent^'^^’^^ and has led some to state that the

L/S ratio is not a reliable means of determining

fetal lung immaturity.

The difficulty in comparing these figures results

from several factors. Gluck’s original technique

has been amended to use densitometry^ or

planimetry^ rather than visual interpretation.

Some laboratories have altered the original tech-

nique, either in the extraction of the phospholip-

ids6.i2.i9 Qj. developing the plates, The

interval between amniocentesis and delivery is

also critical since the accuracy of the L/S ratio

in predicting HMD decreases with time.^ Often,

associated factors such as premature rupture of

the amniotic membranes^^ or maternal condi-

tions that may accelerate the lecithin surge^ are

not included in the statistics. Simple factors like

contamination of the amniotic fluid samples with

vaginal material, blood or meconium, and lack

of refrigeration after collection also contribute to

variable results. Of critical importance is the

use of the term respiratory distress syndrome.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Some use the terms RX)S, idiopathic RDS, and

HMD synonymously^ while others differentiate

between the two.^’® However, since there are

causes of neonatal respiratory problems other

than the comparison should be be-

tween the L/S ratio and the respiratory problem

caused by lung immaturity, i.e., hyaline membrane

disease.

Our results support the data of others who

have found Gluck’s technique with visual deter-

mination to be accurate. Only three of 227

neonates (1.3 percent) with a mature L/S ratio

developed hyaline membrane disease, and neo-

natal depression was probably a factor in one of

these. We feel, therefore, that a mature L/S

ratio determined by visual techniques is accurate

for predicting fetal lung maturity and practically

assures no significant respiratory problems from

HMD in the neonate. Only five of thirty neonates

(16.6 percent) delivered within three days of an

intermediate interpretation developed HMD, but

one of these died of the disease. Of the 24 neo-

nates with no respiratory problems when de-

livered within three days of an intermediate

pattern, factors that might explain the discrep-

ancy, such as premature rupture of the amniotic

membranes, were present in only five (20.7 per-

cent). This leaves a large number of false nega-

tive results for which we have no explanation.

When faced with an intermediate L/S ratio,

we rely on maternal or fetal deterioration as

determined by other tests to dictate the time of

delivery or await a mature ratio on repeat amnio-

centesis. The small number of patients delivering

within several days of an immature reading re-

flect our effort to delay delivery when this result

is obtained. Although only two of six neonates

(33.3 percent) developed HMD when delivered

within seven days of an immature reading, one

of these died and the other four had factors that

could have accelerated the lung maturation. Even

though the numbers are small, an immature read-

ing was accurate in predicting lung immaturity if

the interval between testing and delivery was

short and there were no accelerating factors

present. We are, therefore, reluctant to deliver

an infant with an immature L/S ratio unless

absolutely forced to do so by fetal or maternal

conditions considered to be more pressing than

fetal lung maturation.

The authors wish to thank Dr. Mary E. Gray of the

Department of Pathology for reading the L S ratios and

for reviewing this manuscript.
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CHARLES E. KOSSMANN, M.D., Editor

Intrinsic Asthma*
DR. KERRY SCHWARTZ: Patient EE, a 29-year-

old black female, was admitted to the City of Memphis

Hospital with the primary problem of asthma.** She

had a history of attacks occurring 3 or 4 times a year

for 10 years. The frequency and severity of the attacks

had increased greatly in the last two years requiring

hospitalization on 3 occasions. In addition there had

been numerous visits to a clinic and to the John Gaston

Emergency Room. Medications being taken at the time

of this admission included choledyl, aminophylline,

epinephrine (which her husband administered subcu-

taneously), tetracycline, and prednisone from 5 to 50

mg per day. The day before admission she had taken

30 mg of prednisone. She had her own maximist ma-

chine. Cromolyn sodium had been tried without results.

On admission she was afebrile with a blood pressure

of 120/70, respiratory rate of 28 per minute and pulse

rate of 124 beats per minute. There was a pulsus

paradoxus of 22 mm Hg. The expiratory phase of

breathing was prolonged and diffuse rhonchi and bi-

lateral wheezes were audible. Except for an increase

in intensity of the pulmonic component of the second

heart sound and an gallop at the left lower sternal

border the cardiovascular examination was within nor-

mal limits.

Roentgenogram of the chest was normal. X-rays

showed a hyperplastic mucosa in the frontal and

maxillary sinuses.

Arterial blood gases on room air revealed a Pq2 of

60 mm Hg, Pco2

hematocrit was 43 mm, and a white blood count was

9900 cells per mm^ with an estimated total eosinophil

count of 108 mm^. The SMA 12 was normal.

The forced expiratory volume at 1 second (FEV^)

was 55% of predicted normal and the FEE (forced

expiratory flow) was 37% of the predicted normal.

Both of these improved markedly with bronchodilators.

The patient was treated with high doses of cortico-

steroids, intravenous aminophyllin and isoproterenol

nebulizations with improvement. However, she never

became free of wheezes even after 2 weeks of hospitali-

zation and attempts to lower the daily dose of prednisone

below 20 mg met with a recurrence of disabling bron-

chospasm. Tests with a battery of extrinsic allergens

were negative.

The patient was discharged with a diagnosis of in-

trinsic asthma.

DR. PHILIP LIEBERMAN: The case presented

illustrates the most severe end of the spectrum of

that group of diseases which we classify under

*Presented July 16, 1975.

**City of Memphis Hospital Case No. 421793.

the broad category of asthma has many faces. To
date all attempts to define the disorder adequate-

ly have met with failure. We all see the disease

daily in our practices and each one of us knows
what is being referred to by the term; nonethe-

less, developing a precise definition for the illness

is difficult with the present state of our knowl-

edge.

The discussion to follow is concerned with the

pathologic and pathophysiologic nature of the

type known as intrinsic asthma. Before we can

discuss this form of the disease, we are forced

to return to the task of defining asthma in general.

Asthma Defined

Perhaps the best definition was proposed by

the United States Tuberculosis Association in

1967 as follows: “Asthma is a disease character-

ized by an increase in responsiveness of the

trachea and bronchi to numerous stimuli and

made manifest by difficulty in breathing due to

generalized narrowing of the airways. This nar-

rowing is dynamic and changes in degree, either

spontaneously or because of therapy. The basic

defect appears to be an altered state of the host”.

On dissecting this definition, the following

characteristics of the disease become salient:

1. Hypersensitivity of the airways due to nu-

merous stimuli

2. Reversibility either spontaneously or with

therapy

3. Altered state of the host

A comment on each of these features is indi-

cated. The fact that the disease is due to an

altered state of the host is of great clinical sig-

nificance. Most asthmatic attacks, indeed almost

all of those in intrinsic asthmatics, seem to be due

to an alteration in the homeostatic mechanisms of

the lung, and they seem to occur without provo-

cation. Except in instances of respiratory infec-

tion, the physician is usually at a loss to explain

the precipitating factor.

The fact that asthma reverses either spontane-

ously or with treatment distinguishes it from

chronic obstructive pulmonary diseases, especially

emphysema. The narrowing of the airways in

asthma is due, for the most part, to reversible
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phenomena. These phenomena are hypersecretion,

mucosal edema and constriction of the smooth

muscle surrounding the airways. This is not to

say that when the asthmatic is clinically asymp-

tomatic no pathologic changes can be found.

Even during asymptomatic periods asthmatics can

display distinct alterations in pulmonary mechan-

ics.

Perhaps the most important feature of the

definition of asthma is the increased airway re-

sponsiveness to various stimuh. This distinguishes

asthma from all other pulmonary disease. The

airways respond to a variety of stimuli (Table 1)

Table I.

HYPERSENSITIVITY OF THE AIRWAYS IN ASTHMA

I. Biochemical and neurohumoral hypersensitivity

A. Acetylcholine and methacholine

B. Histamine

C. Prostaglandin alpha

D. Serotonin

II. Respiratory viral infections

A. Respiratory syncytial

B. Parainfluenza

C. Adenovirus

D. Coronovirus

E. Rhinovirus

F. Influenza

III. Physical factors

A. Exercise

B. Hyperventilation

C. Particulate air pollutants (talc, etc.)

D. Non particulate air pollutants

IV. Climatic factors

A. Temperature

B. Humidity

V. Immunologic

A. IgE

B. IgG (?)

with production of the pathophysiologic features

previously noted. The hallmark of the asthmatic

is the increased responsiveness to biochemical

stimulation. Inhalation or injection of histamine,

acetylcholine, methacholine, serotonin, or prosta-

glandins can cause severe bronchial spasm. Al-

though a lesser bronchospasm can occur in pa-

tients with bronchitis, they do not experience the

violent change in pulmonary mechanics that is

characteristic of the asthmatic. This biochemical

hyper-responsiveness is a sine qua non of the

disease.

The clinician is well aware of the relationship

between viral respiratory injections and attacks

of asthma. We now know that the vast majority

of respiratory tract infections are viral in origin.

Recent data clearly implicate viral infection as

the causative factor in many attacks of asthma.

The mechanism by which the virus does this is

unknown. In the past, bacterial allergy was ac-

cepted as a possible cause for some attacks of

asthma which could not be attributed to classic

allergens. The theory of bacterial allergy has not

been substantiated through the years, and it now
is felt that bacterial allergens do not play a role

in the production of the asthmatic syndrome.

Physical factors are well-known precipitants

of attacks. Almost every asthmatic will develop

bronchospasm during or after heavy exercise.

There is a certain group of patients who develop

wheezing only after exercise and do not have it

during any other clinical situation. The mecha-

nism by which exercise induces attacks is un-

known. Inhalation of air pollutants such as par-

ticulate matter (talc or other forms of powder),

cigarette smoke, sulfur dioxide, and ozone are

important in the production of asthmatic attacks.

These do not act through immunologic mecha-

nisms; they are irritants to which the airways of

the asthmatic are particularly sensitive.

Changes in climate can be causative factors.

The patient seems to be worsened by the inhala-

tion of cold air or by rapid changes in tempera-

ture and humidity.

Emotions as causative factors are mentioned

with some hesitation. They are by far the least

important of all exacerbating elements. However,

as in any other chronic disease emotions do play

a role in the pathogenesis of the disorder. Mainly

they appear to involve the patient’s subjective

assessment of the severity of his disease. The

individual who is well adjusted and emotionally

stable seems to be able to tolerate a greater degree

of discomfort with less morbidity.

Immunology of Asthma

Finally to be considered are the immunologic

aspects of this disease. These make it possible to

distinguish intrinsic from extrinsic asthma^ and

therefore they deserve the most detailed con-

sideration, The antibody responsible for the

production of asthma is the same as that which

causes allergic rhinitis and certain cases of urti-

caria.^ It has the unique property of fixing it-

self to mast cells and basophils. There may be

anywhere from 20,000 to 40,000 molecules of

IgE fixed to a single basophil. This fixation occurs

at the Fc portion* of the molecule near the hinge
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region.® The sequence of amino acids which

accounts for this union are unique to the IgE

molecule. When a mast cell fixed to IgE antibody

unites with an antigen, a complex biochemical

reaction occurs. The end result of this reaction

is the release of mast cell granules via an active

secretory process. These granules contain hista-

mine, slow reacting substance of anaphylaxis, and

eosinophilic chemotactic factor. Their release

results in increased capillary permeability, edema,

bronchoconstriction, and increased secretion. The

release of these biochemical mediators is pre-

vented by drugs such as isoproterenol and

aminophyllin, which increase intracellular cyclic

AMP. Recently a subclass of IgG has been found

responsible for this reaction in a certain group

of asthmatics.

Intrinsic Contrasted with Extrinsic Asthma

The intrinsic asthmatic suffers from all of the

characteristics of the asthmatic (Table I) with

the exception of the immunologic causes of at-

tacks. Intrinsic asthmatic attacks are not in any

way precipitated by the union of allergen and

antibody. The intrinsic asthmatic is therefore

nonallergic.

The characteristics of the 2 types, intrinsic and

extrinsic, are contracted in Table II. The intrin-

sic asthmatic is usually in the fourth decade of

life or beyond; extrinsic asthma can occur any-

time, but the majority of patients usually have

acquired the disease by the time they are 30 or

at least 40 years of age. In the latter there is a

history of attacks during times of pollination in

the spring and early fall; the intrinsic form of

the disease usually is unrelenting and perennial,

although there may be an increase in symptoms in

the late fall and winter, the result of changes in

climate or the increase in frequency of respiratory

tract infections. The extrinsic asthmatic usually

gives a history of an increase of symptomatology

during infections, but infections are not usually

the most important causative factor in his illness.

On the other hand, infections play a very large

Usual age of onset

Seasonal attacks

Relation to respiratory infection

History of other allergies

(hay fever, hives, etc.)

Family history of asthma

Family history of other atopic diseases

Precipitated by exposure to allergens

(new cut grass, dust, etc.)

History of chronic sinusitis

X-rays of sinuses

Aspirin intolerance

Severity

Corticosteroid dependence

Serum IgE levels

Eosinophiles in sputum

Eosinophiles in serum

Associated auto-immune phenomena

Skin tests with allergens

Response to Cromolyn

Table II.

CHARACTERISTICS OF ASTHMA

Extrinsic

Under 30 Yrs.

Spring, early fall

Yes

Yes

Yes

Yes

Yes

Maybe

May show minor chronic change

No

Mild to moderate

Rare if ever

Elevated

Yes

5%-12%

Not noted

Positive

Good

Intrinsic

Over 40 Yrs.

Usually perennial, worse in late

fall and winter

Yes, very much so

No

Yes

No

No

Frequent

At least minor, often marked
morbidity especially in maxil-

lary sinuses

Yes

Moderate to severe

Frequent

Normal

Yes

8%-20%
Occasionally

Negative

Usually none

*The Fc portion of the heavy chain is the portion

near the amino terminal. It determines the biological

activity of the molecule, being responsible for such

functions as cell fixation, complement fixation, placental

transport, etc.

role in the production of attacks in the intrinsic

asthmatic.

The patient with extrinsic asthma rarely

escapes the presence of other allergic dis-

eases such as allergic rhinitis, urticaria, allergic
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conjunctivitis, and atopic dermatitis, while intrin-

sic asthmatics do not suffer from these disorders.

Further, extrinsic asthmatics usually give a posi-

tive family history for atopic disease whereas

intrinsic asthmatics do not. There can be a posi-

tive family history of asthma in both. Of cardinal

importance is the history of allergen induced at-

tacks. The extrinsic asthmatic will commonly

complain of attacks precipitated by exposure to

known allergens such as animal dander, home
dust, and new cut grass. The intrinsic asthmatic

fails to exhibit these features but can have attacks

on exposure to certain irritants acting under the

guise of allergens. For example, cigarette smoke

and other air pollutants seem to cause great diffi-

culty in the intrinsic asthmatic. Both types of

patients may have nasal symptoms but in the

extrinsic asthmatic the symptoms are usually

classic for perennial allergic rhinitis or seasonal

pollenosis. There is a great deal of sneezing,

itching of the nose and palate, and clear rhinor-

rhea. The intrinsic asthmatic patient, on the other

hand, has chronic nasal obstruction, purulent

post-nasal drainage which is perennial, usually

not associated with pollenosis, and not responsive

to antihistaminic therapy.

Aspirin Intolerance

Of great interest is the poorly understood

phenomenon of aspirin intolerance. Perhaps it

should not be listed as a subcategory of intrinsic

asthma since it may be a separate disease in itself.

Nonetheless, approximately 5 percent of adult

intrinsic asthmatics have violent reactions upon

ingestion of aspirin. These patients exhibit bron-

chospasm, nasal congestion, and respiratory hy-

persecretion shortly after its ingestion, and the

reaction may be fatal. There is a clinical triad

which consists of nasal polyps, aspirin anaphy-

laxis and intolerance, and asthma. Patients ex-

hibiting this triad are commonly classified as

intrinsic asthmatics because of their failure to

reaet to skin tests with allergens. However, the

pathogenesis may be different than in other forms

of intrinsic asthma.

Diagnosis

The intrinsic type on the whole is much more

severe than the extrinsic type. The former is often

perennial, unrelenting and usually requires cor-

ticosteroids for control. Some have symptom-free

periods but these are not as common as in ex-

trinsic or allergic asthma. The intrinsic asthmatic

is often dependent upon corticosteroids either

daily, every other day, or intermittently; it is rare

that the pure extrinsic asthmatic needs corticoste-

roids. This may well be due to a difference in the

pathogenesis of the diseases or to the fact that

other treatment modalities, such as avoidance and

therapeutic hyposensitization, are available for

the extrinsie type.

On the basis of laboratory and assoeiated

studies there is a difference in the two types of

asthma. X-rays of the sinuses often show abnor-

malities in the intrinsic form. These usually con-

sist of chronic thickening of the membranes

especially in the maxillary sinuses. There may
also be intermittent espisodes of acute purulent

sinusitis. Although the extrinsic asthmatic may
show changes on sinus x-ray films, they are usu-

ally not as severe and are more readily reversible.

Serum IgE levels in the extrinsic type are usually

elevated but in the intrinsic type, normal.

Contrary to early teaehings, the eosinophil is

not a sign of allergy. It is rather a sign of revers-

ibility. Eosinophils are present in elevated amounts

in both types of asthma, but are usually higher

in the intrinsic form. The peripheral eosinophilia

runs 8 to 20 percent in intrinsic asthma, but

usually only 5 to 12 percent in extrinsic asthma.

In addition, both forms have bronchial eosino-

philia. Eosinophilia means that the disease will

respond to therapy, at least corticosteroid ther-

apy. This distinguishes asthma from other forms

of chronic obstructive pulmonary disease, espe-

cially emphysema.

The intrinsic asthmatic occasionally has asso-

cited autoimmune phenomena such as auto-

immune antibodies. The role that these may play

in the disease is only speculative. It goes without

saying that intrinsic asthmatics will have negative

cutaneous tests to common antigens. The positive

test to an allergen is the hallmark of extrinsic

asthma. The in vitro tests used to establish the

presence of IgE anti-allergen antibodies are also

negative in intrinsic asthma. The response to

cromolyn, a drug used to prevent degranula-

tion of mast cells, is much better in extrinsic than

intrinsic asthma. There is some question as to

whether or not this drug has any role in the

therapy of intrinsic asthma. Finally, measures

used to control extrinsic asthma such as allergic

hyposensitization are of no value in intrinsic

asthma.

It can therefore be seen that although the

intrinsic and extrinsic asthmatics share the same
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disease, they represent well separated components

of the spectrum of this disease. Intrinsic asthma

is usually a much more severe disorder with a

guarded prognosis.^ In contrast the extrinsic

asthmatic endures longer and oftentimes enjoys

spontaneous clinical cure.

The incidence of asthma as a whole has been

estimated to range from 0.5 to 1 percent of the

population. The incidence of intrinsic asthma in

an adult population over 20 years of age repre-

sents as much as 40 to 50 percent of all patients

referred to an allergist. It should, therefore, not

surprise the referring physician if that percentage

of patients referred for an allergic consultation

are returned with the eomment that desensitation

therapy will be of no benefit.

Theories of Causation

The basic physiologic abnormality in either

type of asthma is unknown. The most probable

theory regarding the cause of asthma pertains to

an abnormality in the autonomic nervous system.

It has been postulated that asthmatics, especially

intrinsic asthmatics, have a beta-adrenergic re-

ceptor blockade. Their beta reeeptors are not

responsive to catecholamines to the same degree

as those of normal individuals. This beta-adren-

ergic blockade results in a failure to maintain

normal bronchial dilatation and augments the po-

tential for mast cell degranulation. It is easily seen

how the combination of these two phenomena
ean result in the clinieal and pathologic picture

of asthma. It has also been suggested that the

asthmatic has a hyperactive cholinergie system.

There is experimental evidence to support both

the beta blockade and eholinergic hyperactivity

theories. Finally, there seems to be some evidence

to indicate the presenee of an abnormally hyper-

active alpha-adrenergie system.

Specific Therapy

The basic therapy of intrinsic asthma, although

having undergone subtle revisions during the past

two decades, is still designed to treat the symp-

toms rather than to eliminate the disease. Unlike

the therapy for extrinsie asthma, sinee the etio-

logie agent is unknown treatment can only be

symptomatic. Management with maximal bron-

chodilator therapy is still the most effective

treatment excluding corticosteroids.

Xanthine derivatives are now being employed

in larger doses sinee the development of a test

to determine theophylline blood levels. At the

present time it is known that some adult patients

can tolerate as much as three times the previously

aceepted therapeutie dose. Among other recent

developments in treatment is the synthesis of a

newer family of beta-adrenergie stimulators such

as metaproterenol and terbutaline, Metaproterenol

is available both in inhaled and oral form;

terbutaline is available in both injeetable and oral

forms. These bronchial dilators theoretically have

some advantage over isoproterenol and ephedrine

in that they are more selective for the beta

receptors in the lung (the beta 2 receptors). The

time-honored use of expectorants, inhaled bron-

chodilators, and empiric use of antibioties are

still accepted as useful therapy. Unfortunately,

intrinsic asthma usually fails to respond eom-

pletely to conservative measures. For this reason

many patients find it necessary, in order to go

about their daily activities, to take corticosteroids.
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The patient is a 57-year-old white man who presented

with a history of increasing fatigue, weakness and

shortness of breath. He complained of mild anterior

chest discomfort. On physical examination he was

found to have a blood pressure of 112/70 with a 16

mm Hg. pulsus paradoxicus. The jugular venous pulses

were noted to have brisk X and Y descents. The venous

pulses increased slightly with inspiration. Chest x-ray

revealed a mediastinal mass and cardiomegaly. The

following electrocardiogram was taken. (Figure 1)

if* <

Fig. 1.

The electrocardiogram shows a sinus rhythm

with a rate of 115 per minute. There are slight

ST-T changes with sagging ST segments and

inverted T waves in V5 and V6 . The overall

voltages are low. The striking finding is electrical

alternans (alternating change in QRS amplitude)

which can be quite clearly in chest leads Vi, Vs,

V4 , Ve and standard leads II, III and AVF.

Echocardiography (Figure 2) revealed a large

pericardial effusion. Electrical alternans is usually

pathogonomonic of pericardial effusion, especially

if P waves also show alternans. The electrical

alternans probably results from actual beat to

beat mechanical motion of the heart within the

pericardial space. This motion is well observed

echocardiographically.

Final diagnosis; Pericardial effusion with:

From the Department of Cardiology, St. Thomas

Hospital, Nashville, Tenn. 37205.

Fig. 2.

1) Electrical alternans

2) Sinus tachycardia

3) Minor ST-T wave changes

4) Borderline low voltage due to pericardial

effusion

W. Barton Campbell, M.D.
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Synovial Fluid Examination in Children

CIRILO SOTELO-AVILA, M.D., ARAM S. HANISSIAN,M.D.,

and W. M. GOOCH, 111, M.D.

To derive rapid and uniform information from

synovial fluid (SF) analysis in children, we have

developed a data form (Fig. 1) that can be re-

turned to the patient’s chart within a few hours

after specimen collection. The medical technol-

ogist, who is usually present during joint aspira-

tion, provides a tray with the necessary laboratory

material to insure appropriate handling of the

specimen. From the information obtained by the

SF gross examination (I. of SF report form), the

physician indicates whether or not a complete or

an abbreviated SF examination should be per-

LE BONHEUR CHILDREN'S HOSPITAL
DEPARTMENT OF PATHOLOGY

Memphis, Term.

SYNOVIAL FLUID REPORT

Name: Age: Room No: Date Received:

Hospital No: Physician: Aspiration Site:

Clinical Information:

I. GROSS EXAMINATION:
A. Volume ml.
B. Color: Pale Yellow Brown Other
C. Clarity: Clear Cloudy Purulent
D. Viscosity: Normal Decreased ^Markedly Decreased
E. Mucin Clot Test: Good ^Fair Poor Very Poor

*F. Fibrin Clot: Absent ^Minimal Moderate Marked

II. MICROSCOPIC EXAMINATION:
A. White blood cell count:

Segmented Neutrophils:
Mononuclears:
Other Cells:

*B. Red blood cell count:
*C. Crystals:

Monosodium urate: Present ^Absent
Calcium pyrophosphate dihydrate: Present
Cholesterol: Present Absent
Corticosteroid Esters : Present Absent
Fat droplets: Present Absent

III. CHEMISTRIES:
A, Glucose mq/dl
B. Fasting blood glucose mq/dl

*C. Complement U/ml mq/dl
*D. Protein mq/dl

IV. BACTERIOLOGY:
A. Gram Stain:

*B. Acid Fast Stain:
C. Cultures:

Thioglycollate
Blood agar
*Chocolate Agar (10% CO-)
*Sabouraud: R.T.

37°C
*Lowenstein-Jensen
*Middlebrook THIO

OPTIONAL

Pathologist
SYNOVIAL FLUID REPORT

mm
_per cent
per cent
_per cent
mm^

Absent

Fig. 1

From the Departments of Pathology and Pediatrics,

University of Tennessee Center for the Health Sciences

and Le Bonheur Children’s Hospital, Memphis, Tenn.

340

formed, thereby avoiding unneeessary time-

consuming and costly laboratory determinations.

I. Gross Examination.

A. Volume. Normally about 1 ml. of fluid is present

in a large joint. SF is usually increased in inflam-

matory joint disease and therefore more than 2 ml.

of fluid is easily obtained.

B. Color. Under normal circumstances SF is clear

and colorless to pale-yellow. Grossly bloody fluid

secondary to traumatic aspiration must be distinguished

from hemorrhagic fluid induced by trauma, hemophilic

arthropathy or hemorrhagic villonodular synovitis.

Traumatic taps usually show intermittent blood streak-

ing during aspiration.

C. Clarity. This is best determined by attempting

to read newsprint through the tube containing the

specimen or by transillumination. Turbidity is directly

proportional to the leukocyte or erythrocyte count.

Brown or deep yellow color suggests old hemorrhage.

Grossly purulent SF is characteristically seen in septic

arthritis.

D. Viscosity. This quality is evaluated by slowly

dripping SF from the syringe immediately after aspira-

tion. Normally, a viscid string at least 4 cm. long is

noted. A shorter string indicates decreased viscosity;

freely dropping SF indicates markedly decreased viscos-

ity. Decreased viscosity is due to decreased hyaluronate

in the SF and is seen in inflammatory arthritis. Another

method of evaluating viscosity is by placing a drop of

fluid between the thumb and index finger and separating

them; if a string at least 2.5 cm. long is noted, the

viscosity is normal.

E. Mucin Clot Test. This test is performed by gently

adding 1-2 drops of SF to 4 ml. of 5 per cent acetic

acid in a test tube. A few minutes are allowed for

clotting and the tube is then gently shaken while

observing for distintegration of the clot. A good clot

is large and compact with clear supernatant, and no
breaks are observed when the tube is shaken. A fair

clot is soft and it breaks into large flakes in a turbid

solution. A poor clot is indicated by small flakes

in a cloudy suspension. This test also estimates SF
hyaluronate.

F. Fibrin Clot Formation. SF is examined one hour

after aspiration for a fibrin clot. Clotting is graded

as absent (non detectable clot), minimal (flakes of

fibrin), and moderate (medium-sized clot). The
formation of a fibrin clot in SF indicates the presence

of fibrinogen secondary to inflammatory disease. SF
normally does not clot spontaneously because it lacks

fibrinogen.

II. Microscopic Examination.

A. and B. White and Red Cell Counts. Physiologic

saline or Isoton may be used as diluent. White and

Continued on page 343
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Placental Migration

This 25-year-old lady was gravida 3, para 2 whose

last menstrual period occurred five months earlier.

She began spotting, and no fetal movements were

noted. An ultrasound study of the pelvis at this time

revealed a placenta that completely covered the internal

cervical os and that had a major portion of its attach-

ment to the anterior surface of the uterus. (Fig. 1)

The fetus was in the breech position and its bi-parietal

diameter indicated an eighteen week gestation. The

Fig. 1.

Fig. 2.

From the Department of Nuclear Medicine and

Ultrasound, Park View Hospital, Nashville, Tenn.

37203.

motion of the fetal heart valves were easily dem-
onstrated. (Fig. 2)

The patient was placed on reduced activity and the

spotting stopped. Several months later a repeat ultra-

sound study showed that the fetus was now in the

vertex position with a bi-parietal diameter that indi-

cated a thirty-two week gestation. (Fig 3) The placenta

Fig. 3.

no longer covered any part of the internal cervical

os and its lower margin was well above the fetal

head. Eight weeks later the patient delivered a full

fetus from below.

There is a widely held concept that the pla-

centa, which begins to form about the second

week of gestation, is complete and stable by the

sixteenth week. Our case report. King’s earlier

report of fourteen cases of placental migration,

and the observation recorded in several textbooks

that the proportion of the endometrial surface

covered by placenta decreases as gestation pro-

gresses do not support the concept that placental

implantation is unchanged after the sixteenth

week. King postulated that placental migration is

a result of greater growth of the uterus than the

placenta and that there must be attachment and

detachment of some of the chorionic villi that

anchor the placenta to the maternal surface dur-

ing gestation. This concept of dynamic placenta-

tion would explain placental migration as well

as abruption of the placenta. With the resolution

attainable with grey scale ultrasound we are able

to visualize this dynamic process.

Robert L. Bell, M.D.
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Saralasin Infusion

—

A New Diagnositc Technique

In recent years much progress has been made

in our understanding of the pathogenesis of

hypertension. While many questions remain, the

interrelated roles of blood volume and vasocon-

strictor substances in the maintenance of various

forms of hypertension have been elucidated and

have led to a more scientific rationale for anti-

hypertensive therapy.

Angiotensin II, the end product of the renin-

angiotension system, is the most potent vaso-

constrictor known to man. Its role in the

pathogenesis of certain forms of hypertension has

been suspected because of its relationship to

renin, the enzyme produced in, and secreted by,

the juxtaglomerular apparatus of the kidney. As
the measurement of plasma renin activity has

become increasingly available, evidence has accu-

mulated suggesting that the renin-angiotensin

system is of pathogenetic importance in several

varieties of hypertension: malignant hypertension,

“high-renin” essential hypertension, the hyper-

tensive states associated with renovascular and

certain renoparenchymal diseases (including

renin-producing tumors) and possibly the hyper-

tensive states associated with coarctation of the

aorta, estrogen therapy, and glucocorticoid excess.

The finding of elevated plasma renin activity in

a hypertensive patient is of help to the clinician

in two ways. First, it allows him to more ration-

ally treat his patient with antihypertensive agents

(such as the B adrenergic blocking agents)

known to lower renin activity. Furthermore, it

suggests that one of the previously mentioned

entities may be the cause of the patient’s hyper-

tension. The identification of the cause of hyper-

tension in patients with inappropriately elevated

renin is clearly important since many of these

patients have a curable form of hypertension.

Of the many varieties of curable hypertension,

renovascular hypertension is probably the most

common; however, the diagnosis of this disease

is extremely difficult. While excesses of the renin-

From the Hypertension Center, Vanderbilt Hospital,

Nashville, Tenn. 37232.
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angiotensin system are important causal factors

in the hypertension of patients with this disorder,

plasma renin activity is not uniformly elevated in

the peripheral circulation. In addition, patients

with other varieties of hypertension may demon-

strate striking elevation of peripheral plasma

renin. The rapid sequence IVP is similarly unre-

liable in distinguishing patients with renovascular

hypertension from patients with other disorders.

Herein lies the problem: in order to make the

diagnosis of renovascular hypertension, the physi-

cian must subject his patient to hospitalization

and the expense of renal arteriography. If renal

artery stenosis is demonstrated, the work-up is

not completed, however, and the functional sig-

nificance of the stenosis must be documented by

renal vein renin determinations and/or split renal

function studies. Thus, exclusion of the diagnosis

of renovascular hypertension in a hypertensive

patient entails an expensive and complicated in-

hospital evaluation since the two screening tests

we have available (rapid sequence IVP and

peripheral plasma renin activity) are not very

useful in the recognition of renovascular diseases.

The recent development of saralasin, an antag-

onist of angiotensin II at its vascular receptors,

may soon allow us to abbreviate these diagnostic

calisthenics. Saralasin (presently an experimental

agent) is, like angiotensin II, an 8 amino acid

polypeptide; but 2 amino acid substitutions have

given it the properties of a competitive antagonist

of the pressor activity of angiotensin. Infusion

of this agent results in a lowering of blood pres-

sure in patients whose hypertension is due to

excessive circulating angiotensin.

Experience at Vanderbilt in the past year has

convinced us that almost all patients with reno-

vascular hypertension will demonstrate a fall in

blood pressure when infused with saralasin. Thus,

their hypertension appears to be angiotensin-

dependent, supporting the concept that their

hypertension is related to hyperactivity of the

renin-angiotensin system. More importantly, how-

ever, saralasin testing appears to be a more sensi-

tive indicator of the role of the renin-angiotensin

system than does simple measurement of plasma

renin activity.
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Testing with saralasin will be available in the

future as a safe, simple, and inexpensive method

of assessing the angiotensin-dependency of hyper-

tension. It should be of great value as a screening

procedure in hypertensive patients because it

will not require hospitalization and can be per-

formed in the physician’s office. If a patient’s

blood pressure falls with infusion of this agent,

then the physician’s attention can focus on those

forms of hypertension which are angiotensin-

dependent; of these the most common is reno-

vascular hypertension which is curable. These

patients can then be hospitalized and further

evaluated by conventional methods for the pos-

sibility of renovascular hypertension.

Laboratory Medicine

Continued from page 340

red cells are counted separately in the hematocytometer

chamber. Differential counts are done on Wright-

stained smears of EDTA fluid or of the sediment.

C. through G. Crystals and Fat Droplets. Fresh wet

preparations and stained smears, in appropriate cases,

are examined under direct and polarized light for

monosodium urate, calcium pyrophosphate dihydrate,

cholesterol and cortiocosteroid ester crystals and fat

droplets (extracellular and within leukocytes).

III. Chemical Examination.

A. Glucose. SF glucose is a mandatory determi-

nation, similar in importance to cerebrospinal fluid

glucose concentration. Decreased SF glucose is seen

in septic arthritis and in a small percent of patients

with rheumatoid arthritis. (See Blood Glucose below)

B. Blood Glucose. A concomitant blood glucose is

performed, preferably after a fasting state of 4-6 hours.

Under fasting conditions the SF glucose is no more

than 10 mg/dl. less than blood glucose. In septic

The impact of saralasin testing should be

considerable. Complicated evaluations can be

avoided in the saralasin-nonresponsive patients

(those with the least likelihood of having reno-

vascular hypertension) and the savings in terms

of time, money, and morbidity will be significant.

Saralasin testing will also lead the physician to

a greater understanding of the pathogenesis of

hypertension in individual patients, and will sug-

gest that medical therapy be directed to those

drugs known to inhibit the effects of the renin-

angiotensin system. Patient care will hopefully,

then, be both more effective, and less costly.

Hugh M. Wilson, M.D.
Department of Medicine

arthritis the SF-blood glucose difference almost always

exceeds 40-50 mg/dl. In non-septic joint disease the

difference is between 10 and 30 mg/dl.

C. Complement. This determination has its greatest

value in rheumatoid arthritis and lupus erythematosus.

The mechanism for decrease in SF complement is prob-

ably complement activation by antigen-antibody com-

plexes.

D. SF Protein, protein electrophoresis, immunoglob-

ulins, zinc, acid and alkaline phosphatase, LDH,
haptoglobin, and glutamic oxalacetic transaminase con-

centrations do not add significant diagnostic informa-

tion.

IV. Bacteriology.

A gram stained smear of centrifuged sediment is

examined routinely for bacteria. Acid fast stained

smears are performed in patients with chronic mono-

arthritis or in patients suspected of having tuberculosis.

Bedside inoculation of selected cultures, in indicated

cases, are performed in thioglycollate, blood agar,

chocolate agar or Thayer-Martin media, Sabouraud,

Lowenstein-Jensen, or Middlebrook media at the phy-

sician’s request.

WANTED
Psychiatrists, Board Certified or Board Eligible,

Broughton Hospital, opportunities for direct pa-

tient care, teaching and research, associated

with two medical schools, good relationship with

community mental health centers, salary range

$35,1 96-$42,792, 40 hour week, pay for additional

hours, malpractice insurance paid by hospital,

other benefits, administrative leave to attend

scientific meetings. For further information call

or write Robert W. Gibson, Jr., M.D., Director,

Clinical Services, Broughton Hospital, Box 137,

Morganton, North Carolina 28655 A/C 704

433-2566.

PRACTICE FOR SALE

Internal Medicine—Miami, Florida.

Center of all South Dade hospitals.

Gross 3 plus per year. Fully equipped

office for rent. One or two doctors.

Associate temporarily prior to pur-

chase. Reply to Box W-10, c/o The
Tennessee Medical Association, 112
Louise Avenue, Nashville, Tennessee

37203.
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Hemophilia Program

Hemophilia, confined almost entirely to males,

afllects approximately 300 people in Tennessee.

Few physicians, with the exception of those

specializing in hematology, see more than one

hemophiliac patient or family during the course

of their medical practice.

Carrying out the directive of the State Legis-

lature (TCA 53-5604), the Tennessee Department

of Public Health began the hemophilia program

for medically indigent hemophiliacs on July 1,

1973. The primary purpose was to provide

needed blood and blood products to patients who
qualified under the established program guide-

lines.

The Tennessee program is currently helping

140 hemophiliacs to avoid crippling, extensive

hospitalization and other effects associated with

this bleeding condition with an average cost of

$2,000 per year per patient as against the average

national expenditure of $2,400.

In light of modern advances in the treatment

of hemophilia, especially through the use of the

clotting factor concentrates such as AHF concen-

trate, cryoprecipitate, and prothrombin-complex

concentrate, emphasis is now being placed on

home therapy programs. As a result of this aware-

ness an out-patient clinic for hemophiliacs, with

partial funding from the State program, was
established in March of 1974 in Memphis under

the direction of hematologist Marion Dugdale,

M.D. Efforts by the Memphis Area Chapter of

the National Hemophilia Foundation have been

recognized as a major impetus in development of

the clinic.

In September, 1975, a similar out-patient

Hemophiliac Clinic opened in the Department of

Pediatrics of Vanderbilt Hospital. It works closely

with the Mid-Cumberland Chapter of the NHF
in an attempt to identify and care for the hemo-
philia population in Middle and Southeast Ten-
nessee.

These two clinics have successfully met the

need for special care of hemophiliacs and their

families and have also provided needed assistance

in the training of patients and their families to

practice home care or self-therapy programs. In

344

order to further the efforts toward the mainte-

nance and training of approved patients in self-

therapy, an outreach program was initiated in

Memphis serving approximately 22 West Tennes-

see counties, where there are 90 hemophiliacs,

the majority of whom are eligible to receive

services through the State Hemophilia Program.

In July, 1975, a nurse practitioner, Teresa

Free, was recruited to administer the program.

She has a multi-faceted role which includes re-

cruitment of patients and/or family members for

training in home care, actual participation in the

planning process, and follow-up activities, includ-

ing the initiation of useful tools, such as patient

logs, and liaison work with the members of the

medical community, health, and social service

agencies.

A major component of the application proce-

dure includes a medical criteria form which pro-

vides important medical data from the referring

physician and/or hematologist. This form must

be accompanied by a copy of a direct, one-stage

factor assay test on the patient and a plan for

treatment.
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The cost of services is sometimes a difficult

problem, and in the past, some families have

decided not to seek treatment in order to avoid

the expense. Home infusion is one way of reduc-

ing costs for those who are able to use it.

Proper use of self-therapy enables the patient to

administer needed treatment at the first sign of

a bleeding episode, preventing additional damage

to involved joints which would in many cases

require hospitalization and further medical care.

The Hemophilia Advisory Committee, com-

posed of representatives from the physician com-

munity, blood banks. Public Health, medical

schools, hospital providers, and the lay public,

has strongly endorsed a coordinated, comprehen-

sive network of care for hemophiliacs throughout

Tennessee, should adequate funding be found. An
intensive system of care is necessary since this

disease often necessitates expensive, long-term

continuing care in order to prevent the disabling

conditions now evident in much of the adult

population which did not receive adequate care

early in their lives.

The success of the hemophilia program with

the out-patient hemophilia clinics and the out-

reach program depends to a great extent on the

continuing effort and support of the physicians

in Tennessee. Physicians with knowledge of

hemophiliac patients who might be eligible to

receive services through the program should en-

courage them to contact;

Hemophilia Service

Division of Categorical Medical Assistance

Tennessee Department of Public Health

Middle Tennessee Chest Disease Hospital

Ben Allen Road
Nashville, Tennessee 37216

Telephone: (615) 741-7205

Is there a tablet containing only

an expectorant and only

Glyceryl Guaiacolate? YES!

1. Patient acceptable

tablet dose.

2. Single entity expectorant.

3. Measured tablet dose.

4. Sugar-free tablet.

An identifiable white, scored tablet which

significantly stimulates the secretion of

respiratory tract fluid.

Composition: Each sugar-free compressed tablet contains glyceryl guaiacolate 100mg.
Action and UsO: This preparation utilizes the effective expectorant action of glyceryl

guaiacolate which significantly stimulates the secretion of respiratory tract fluid. The
increased flow of less viscid fluid favors expectoration and has a demulcent effect on
the tracheobronchial mucosa. The primary usefulness of Hytuss Tabs is to promote the

change from a dry, unproductive cough to a productive cough. Hytuss is therefore useful

in treating coughs due to the common cold, bronchitis, laryngitis, tracheitis, pharyngitis,

influenza and the measles. The expectorant action of Hytuss may also provide sympto-
matic relief in some chronic respiratory disorders when the patient experiences spasms
of dry nonproductive coughing. Precautions: Extremely large amounts may cause nausea
and vomiting. Administration and Dosage: Adults—1 tablet four times daily. Children—
6 to 12 years of age; Vz tablet 3 or 4 times daily. HOW SUPPLIED: White, scored, sugar-

free, tablet in bottles of 100 -1,000 -5,000. Product Identification Mark: Hy. Literature

Available: On request.

Available through all drug wholesalers.

(GLYCERYL GUAIACOLATE lOOmg.)

HYREX COMPANY

832 South Cooper
Memphis, Tenn. 38104

MAY, 1976 345



HOT TOO LITTLE

As potent as the pain it reiieves^

as potent as the pain you need to relieve in patients

with fractures, sprains, strains, wounds, contusions,

and the pain of surgical convalescence

unlike acetaminophen/codeine combinations, it

does not sacrifice anti-inflammatory action

NOT TOO MUCH
potent—yet not excessive addiction liability low

NOT TOO EXPENSIVE
brand-name quality, yet reasonable in cost

readily available in both hospital and local pharmac

(h convenience
telephone Rx in most states, up to 5 refills in

6 months at your discretion (where state law pernr

EMPIRIN COMPOUND
WITH CODEINE NO. 3
codeine phosphate* (32.4 mg) gr >2 ’

^
Each tablet also contains: aspiringr3)4,phenacetin gr2>2, caffeine gr Vz. Warning-may be habit-forming. Wellcome

Burroughs Wellcome

Research Triangle Pi

North Carolina 2770



teAfie//ee cicpcifIflienI of mcnlol

heollh & mental fctofciolio^

The Comprehensive Developmental

Evaluation Center at the

Children’s Hospital, Vanderbilt University

Medical Center

The Comprehensive Developmental Evaluation

Center is a specialized diagnostic clinic of the

Children’s Hospital of Vanderbilt University

Medical Center.

Serving as a referral center for the Middle

Tennessee area, the clinic’s purpose is to provide

thorough assessment of children and young adults

from 0-21 years of age who have complex devel-

opmental problems for which no other diagnostic

services are available. Special emphasis is placed

on serving infants and young children, in whom
early detection of developmental problems is

crucial.

Supported jointly by Vanderbilt and a grant

from the Tennessee State Department of Mental

Health and Retardation, the center is part of the

newly created Division of Child Development of

the Department of Pediatrics, Children’s Hospital.

It is located in the recently refurbished Vander-

bilt Medical Center South at 2100 Pierce Avenue.

One of a limited number of such centers in the

country, the clinic grew from an awareness that

children with developmental problems have spe-

cialized needs. These needs require comprehensive

diagnosis so that suitable treatment programs can

be planned individually for each child.

Directed by Dr. Peggy Ferry, associate profes-

sor of pediatrics and neurology at Vanderbilt, the

center uses the team approach to deal with multi-

ple problems in children. In addition to Dr.

Ferry, staff members include a psychologist,

speech pathologist, nurse developmental specialist

and social workers. These persons draw from a

battery of neurological, psychological, language-

hearing-and-speech tests which are appropriate to

the particular needs of each child.

Consultation is available through the full range

of Vanderbilt Hospital clinics, including ortho-

pedics, genetics, cerebral palsy, birth defects, and

child psychiatry. The center also maintains a close

relationship with other agencies serving children

in Middle Tennessee such as mental health and

public health clinics, schools, day care centers,

and speech and hearing centers.

Developmental problems comprise a broad

area, including children with mental retardation,

motor handicaps, epilepsy, learning disabilities,

speech and language disorders, growth problems,

and birth defects. These developmental lags may

be associated with both physical and psychologi-

cal problems or may be due to birth injury,

genetic factors, disease, accidents or chemical

abnormalities. Every effort is made to detect

treatable causes of developmental lag, such as

hypothyroidism and hearing loss, in the first few

months of life.

Children who may need diagnostic services are

those who are late in talking or sitting, those who

have trouble with muscle control, those who are

unresponsive to sound, and those who are sus-

pected of not functioning up to their age level.

In addition to diagnostic services, the center

maintains a teaching program to train future

health care professionals in dealing with children

with developmental problems. Those included in

the teaching program are undergraduate and

graduate students in medicine, nursing, speech

pathology, psychology and special education.

Referrals may be made by parents, profes-

sionals, or with the parents’ consent by any in-

terested party. Because of limitations of staff and

time, it is not possible to see every child who is

referred to the center. However, every effort is

made to see that each child’s needs are met either

at the center or by referral to other appropriate

agencies. Fees are set on a sliding scale and no

child is turned away because of lack of ability to

pay.
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A fully accredited private
psychiatric hospital for the

treatment of all major
psychiatric illnesses

including alcoholism and
drug abuse problems of
adolescents and adults.

Radford, Virginia 24141
Telephone 703 639 2481

Psychiatric Hospital
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Your Liability Insurance Company

It all began one year ago when the Shelby Mutual Insurance Company announced

it would not write new medical liability policies after April 1, 1976. Shelby

Mutual had sponsored TMA’s program and was the major writer of this type of

casualty insurance in the state. TMA began looking for a new carrier to replace

Shelby Mutual, but it soon learned that no other company was willing to write medical

liability insurance in the state.

Two possible solutions were available to doctors in the state. First, the General

Assembly adopted a bill in the 1975 session authorizing the Insurance Commissioner

to activate the Temporary Joint Underwriting Association if medical liability insurance

was not available on the open market. Second, Tennessee doctors might organize

their own captive liability insurance company. A feasibility study was started immedi-

ately regarding a captive insurance company. Expert advice was obtained from

the American Medical Association’s insurance actuarial consultant and AMA legal

counsel.

The Insurance Commissioner was requested to activate the JUA as there were

many doctors in Tennessee who could not obtain liability coverage. The JUA was

organized and policies were written beginning in September, 1975.

Because the liability insurance rates set by the JUA were thought to be unbearably

high, a called meeting of the House of Delegates of TMA was held in October,

1975 to hear the feasibility study which had been completed by the Armistead, Miller

and Wallace Company consultants. The House voted overwhelmingly to establish

the State Volunteer Mutual Insurance Company, and Armistead, Miller and Wallace

was selected as the managing company.

The new Board of the State Volunteer Mutual Insurance Company (SVMIC) and

the management company pushed ahead with all possible speed. There were delays

as rulings had to be obtained from IRS and the Security Exchange Commission. At the

end of December, a request was sent to the doctors in Tennessee to capitalize

their captive insurance company for $4 million. On March 26, 1976, $3.15 million

had been collected for capitalization. The Insurance Commissioner agreed to evalu-

ate the company for licensing, which was granted in early April, 1976.

The Insurance Commissioner set May 6, 1976 for a hearing regarding the Joint

Underwriting Association. If found that medical liability insurance is available

in the voluntary market, the JUA will be instructed to cease operation. If the JUA
is terminated, the new physician company can start issuing liability insurance policies.

Doctors in this state may feel proud of this accomplishment. This, however, cannot

be considered the answer to the medical liability crisis. Hopefully, this will help

provide insurance at a more reasonable cost, which will help control the rising cost

of medical care for patients. The experience of the captive company will be carefully

weighed for suggestions of new ways to relieve this crisis situation. The Board of the

insurance company believes that if we can get essentially all of the doctors in

Tennessee insured by SVMIC, we can develop greater insight into the medical liability

problems in Tennessee.

This is YOUR company. It is my hope that you will support it with your personal

interest. Suggestions will always be gladly received by the Board of Directors. We

are off to a good first step, but there may be many frustrations before the medical

liability problem is better controlled.

President
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The Bites of Spring

Several millenia ago the Egyptian Pharaoh

Menes died of a wasp sting. Coming on down
through history to 1811 we have the first recorded

death from a sting, in Wadsworth, Vermont.

Keeping it current, 40 or more people will die

this summer from similar causes. Yet in spite of

the fact that many more people will meet their

end in this way than by snake bite, little attention

is paid to it. Perhaps it is because there is a

certain glamor in being bitten by a snake, but

death at the hands (hands?) of an insect could be

classed only as ignominious. But death is death,

ignominious or not, and in the case of insects

it is mostly preventable.

Allergic reactions can occur from inhalation of
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dust containing somatic antigens of mites, the

May fly, “water bugs’, and probably others, and

from injection of saliva by mosquitos, but these

reactions are mostly only an annoyance. Stings,

though, are something else again. Various insects

of the order Hymenoptera and the fire ant inject

venom with their sting. If there are large numbers

of stings, such as may occur from disturbing a

bee hive or yellow jacket nest (yellow jackets are

ugly beasts and will sting without being pro-

voked), there may be a severe reaction to the

venom itself, which is composed of a number of

vasoactive substances, including mellitin, kinins,

histamine and acetylcholine. This can produce a

reaction which looks like anaphylaxis and should

be treated as such. In the isolated sting, these

substances produce the local pain and swelling.

More importantly, though, the venom contains

antigens, including phospholipase A, and these

can produce a wide range of allergic reactions,

extending from a delayed exacerbation of the

local reaction of pain and swelling, through serum

sickness, which may be delayed for 2 or 3 weeks,

to anaphylaxis with death in minutes or seconds,

often from acute laryngeal edema. It is probable

that at least some of the sudden outdoor deaths

which occur every summer and which are called

“heart attacks” are in fact the result of such an

episode.

Known allergic patients should be cautioned to

avoid being stung. This is a lot easier than going

through skin testing—itself not without hazard

—

and disensitization, which at present is difficult

and not always successful. It is no secret that

Hymenoptera like flowers, so the patient should

not look or smell like a flower! Neutral, light

colored, generally tight fitting clothing, with shoes

and socks and long pants should be worn. Picnics

should be avoided as should areas where there is

garbage. Since yellow jackets tend to nest in the

ground, they may be stirred up with gardening

or lawn mowing, and wasp nests may be en-

countered during painting or cleaning outside

walls or windows. Sounds like no fun? Allergic

patients will just have to find it elsewhere.

This isn’t meant to be a do-it-yourself on in-

sect stings. It is to call to your attention that

“sumer is a-cumin’ in”. Summer brings bugs.

You should brush up on your “bugology”, and

you should instruct your patient in it. Let me
repeat that: you must instruct your patients.

And not only that. There are insect sting kits

available which contain epinephrine for injec-

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



tion, antihistamines, and various other necessities.

Every allergic patient should have one and should

be trained in its use.

A recent review of 400 insect sting deaths

showed that only 6 percent of patients who
received epinephrine within one hour of the sting

died, whereas of those who survived, 97 percent

received it. It should be obvious that by just a

very simple procedure you might save a life this

summer.

Or, let’s put it another way. By your neglect of

a very simple procedure, someone may lose his

life this summer.

JBT

National News: Read It!

There are several items in the National News
columns in this issue which vitally affect our

future. It would pay you to read them, and to

take appropriate action after due deliberation.

It is possible your action or lack of it in a sen-

sitive area would be sufficient to swing the bal-

ance for or against all of Medicine. Think about

that!

JBT

Swine ’Flu:

To Immunize or Not to Immunize?

Within a few months in the fall of 1918 the

entire northern hemisphere was blanketed by a

pandemic of influenza which before it ended had

claimed 20 million lives worldwide, 548,000 of

them in the United States. Fifty times that num-

ber were sick, many of them desperately. More

than 12 million people died in India, or about 4

percent of the entire population. The devastation

has been likened to the Justinian plague and to

the Black Death of the Middle Ages.

It was not until the 1930’s that the etiology of

influenza became known, and the two major

serotypes worked out. Swine influenza, endemic

and sometimes epidemic in swine, occurs sporad-

ically in human beings in close contact with them,

but has not been believed to be transmissible from

man to man. Recent serologic detective work,

however, has shown a very high incidence of anti-

bodies to swine influenza in individuals who
were alive in 1918, while being virtually non-

existent in the general population. This has led

epidemiologists to postulate that the 1918 epi-

demic was due to a sudden spread of swine

influenza through a non-immune population.

There have been no subsequent reported cases

of human transmission of swine influenza until

this winter, when a minor outbreak occurred at

Fort Dix.

Taken as an isolated incident, the Fort Dix

cases were so few in number that they ordinarily

would pass into oblivion. As a portent, though,

they take on major significance, because once

again we have a situation like that of 1918

—

swine influenza in a non-immune population. It

was this which initiated the chain of events cul-

minating in the decision of the President to call

for a program of mass immunization against

swine influenza to be carried out this summer

and fall.

There are problems. The President was accused

by the Congress and by his political opponents

of grandstanding, and the whole thing became

a political issue. No one knows whether, in fact,

there will be an epidemic if the immunization

program is not carried out. We have never before

detected a major antigenic shift this early, so a

prediction based on experience is not possible.

If the program is carried out, no epidemic would

be expected to occur, and we will never know
whether it would have or not. On the other

hand, if we wait until the epidemic is established

to immunize, it will be too late. This possibility

makes even most of the skeptics hesitant to blow

the whistle on the program, so Congress has

appropriated the 130 million dollars necessary for

the drug manufacturers to tool up and produce

200 million doses of swine influenza antiserum.

There are those, of course, who say, “So

what if we had an epidemic? Weren’t most of the

deaths in 1918 due to secondary infection by

bacteria susceptible to antibiotics?” Some, per-

haps a high percentage, no doubt were. But

many in the 20 to 30 year age group died of

hemorrhagic pneumonia within the first 48 hours,

presumably from uncomplicated influenza. Then,

too, the cost of the 1968 influenza epidemic, in

which few deaths occurred, was some 6 to 8

billion dollars, which alone would seem to make
the program economically worthwhile.

As noted in our National News column this

month, the AMA has lent its support to the

program, and the TMA House of Delegates at

its meeting last month after adequate discussion

passed a resolution to ask its constituents (that’s

us) to implement it. Canada has already an-

nounced its intention to immunize. The world is
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watching. Usually epidemics start in the East and

catch us last. This time, we’re first.

There are objections, there are skeptics, and

it certainly will take our time and effort. The

vaccine will be free but the shots have to be given;

there will be paper work and red tape. The

mechanics have yet to be worked out. Community

organization will be necessary. It cannot be done

by the Health Department, though their help

is available. An objection has been raised that

there is no way to make everyone be immunized,

and the record in the voluntary Salk program was

not good. But public awareness has increased

immeasurably in the past 20 years, and in order

to break the chain and prevent an epidemic only

50 to 60 percent of the people need to be im-

munized, though HEW wants 95 percent.

This much is certain, though. It must work.

To make it work will require the cooperation of

the entire medical community. We cannot afford

by our apathy to allow an epidemic to occur. It

would be bad for our image. It would, I hope, be

even worse for our conscience.

JBT

Restless Hearts

Medical Economics devoted a hefty segment

of one of its recent issues to examining the lives

of a couple of dozen or so of our colleagues living

in Portland, Oregon, said by many to be the

ideal place to live, so much so that Oregonians

have taken active steps to discourage immigra-

tion. My only comment is to agree with the lady

who kissed the cow, that there is no disputing

tastes.

The writer of the article spent a week in a

rather intensive search into what made the lives

of those doctors meaningful—or, as he said,

how they have found “the good life”. First, oddly,

he was astonished that a two-man partnership

found their fulfillment in the practice of their

profession. To be honest, I was distressed that

more did not. In fact, I found the lives of most

of them, as set forth in the article, depressingly

sterile, in spite of the fact that all were deeply

involved in all sorts of activities which would

come under the heading of the pursuit of happi-

ness. They certainly were busy pursuing it. I

didn’t get the impression that many had found

it.

I guess for one thing I was bothered by the

fact that a lot of them seemed to have gone to
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Oregon either running from or searching for

something and some of the others resented their

presence. Insofar as I could tell, all of them

were seeking fulfillment only in the physical

realm. If any ever gave thought to his spiritual

life there was no indication of it, though that may
have been a reflection of insensitivity on the part

of the interviewer.

James Smith, a medical historian who is com-

piling a bibliography of Tennessee medicine, and

whose request for material was carried in The

Mail Box in our March issue, has sent us a

paper, printed as our lead article, entitled, “So

They Were Doctors, Too!” It is about individuals

remembered for their accomplishments in fields

other than medicine, and who are not generally

known to have been doctors, too. Some of them,

though they had a medical degree, never prac-

ticed. Others made their mark in related fields into

which their medical practice led them. Still others

lived as it were two lives, and we find this being

repeated in the group in Portland.

The motivation for the contributions for which

these men are known must have been quite

diverse. Escape? Fulfillment? Ambition? The

same drives have lead others, and perhaps some

of them, to alcohol, drugs, dispair, suicide, or

just plain frustration. The end results depend on

temperament, acceptance, just serendipity—or

else on finding security in the only place where

real security lies.

Unless the spirit is properly nurtured, no

amount of material goods, nothing in the physical

realm, and no amount of recognition will bring

satisfaction. There will always be the feeling that

“there must be more, if only I could find it”.

Saint Augustine summed it all up in a brief

prayer; “Thou hast made us for thyself, O Lord,

and our heart is restless ’til it finds its rest in

Thee.”

JBT

Yellow Death

Nearly every day something serves to remind

us of what an uncertain place the world is,

especially for children, and our technology even

while it removes some hazards continues to pro-

vide new ones, so that we don’t really seem to be

much better off than our pioneer ancestors who
had to worry about keeping their scalps. Plenty

of scalps are lost on our highways, and fire water

and fire sticks continue to take their toll.
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Instead of the “bloody flux”, typhoid fever,

malaria, and smallpox, we have peeling lead

paint, ornamental flowers such as the lovely

—

but poisonous—poinsettia, and organic phosphate

insecticides. Then there are various medicines,

particularly sleeping pills, aspirin, and antihis-

tamines; occasionally someone gets into some

arsenic, and some into the warfarin rat poison.

Whenever in our war on pests—insects, ro-

dents, and so on—one method fails, our superb

technology comes up with an alternative. Recently

the rats have begun to thrive on warfarin, so we

have gone this time not forward but backward to

an effective but dangerous and previously aban-

doned agent, inorganic yellow phosphorus, which

has by international agreement been removed

from such things as matches, fireworks, and

patent medicines.

A week or so back three children in Nashville

got into the unlocked cab of an exterminator’s

truck and, predictably, ate some cookies which

they found lying on the seat. They died. The

cookies were spread with a rodenticide paste

containing yellow phosphorus. Inorganic phos-

phorus is of two kinds, red, which is inert, and

therefore safe, and yellow, which is highly reactive

and is absorbed through the mucus membranes.

It forms the basis for incendiary bombs and

“tracer” bullets, and can produce severe burns

on the skin. It exerts severe degenerative effects

on almost all of the body’s parenchymal tissues.

The overall mortality rate from ingestion is 50

percent—about 20 percent in adults and much

higher in children.

A report of 3 cases, with editorial comment,

appeared in the JAMA of March 29, and the

editor makes a plea for the elimination from the

market of phosphorus-containing rodenticides.

This may take some doing, and most certainly

will take time. In the meantime, we stand to

lose more children, because death will generally

ensue in spite of all our efforts, which, since there

are no specific measures, must be confined to

supportive measures and emesis production.

In our preoccupation with professional liability,

and its offspring, informed consent, public edu-

cation seems to have gotten pushed into the back-

ground. In fact, we have never done it very well.

It is our responsibiilty, though, to mount an

intensive information campaign when a danger

becomes apparent.

It has.

JBT

Syphilis in Memphis

To the Editor:

In the March, 1976 issue of the Journal of the Ten-

nessee Medical Association on Page 191 Dr. E. Eric

Muirhead is quoted as saying, “Our results indicate that

about 20 percent of admissions have a positive ART
and roughly 75 percent of these are ETA positive.” This

was shown to Dr. Muirhead, and he indicated that it

probably was an error in the placement of the decimal

point in that in 1975 we tested 58,560 patients with the

ART of whom 1,286 were positive which gives us a

reactive percentage of 2.2 percent. Of that group 972

were reactive for the ETA giving a percentage of 75.6

percent of those who were ART positive being ETA
positive, with the total percentage of patients who had

the both positive ART and ETA being 1.7 percent.

This information is being submitted to you for pos-

sible presentation to your readers to indicate that al-

though there may well be a mild epidemic of syphilis at

the Baptist Memorial Elospital, Memphis, Tennessee

there is not at least a pandemic.

Sincerely,

George E. Bale, M.D.

Author’s Request

To the Editor:

Again this year I am compiling a Biting Insect Sum-
mary and would appreciate any case reports of unusual

allergic reactions, especially systemic (sneezing, wheez-

ing, urticaria) to bites of insects; i.e., mosquitoes, fleas,

gnats, kissing bugs, bedbugs, chiggers, black flies, horse-

flies, sandflies, deerflies, etc.

I would like physicians to supply me with case reports

of those patients who have had unusual reactions to

such insects. Include in your reports the type of reac-

tions (immediate and delayed symptoms), treatment,

the age, sex, and race of the patient, the site of the

bite(s), the season of the year, and any other asso-

ciated allergies.

If skin tests and hyposensitization were instituted, I

would like the report of both. Please note that it is the

biting (not stinging) insect in which I am interested.

If you have found any insect repellant, local treat-

ment, or insecticides of value, I would also appreciate

this.

Claude A. Erazier, M.D.

4-C Doctors Park

Asheville, NC 28801
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HIGHLIGHTS OF 200 YEARS
OF AMERICAN MEDICINE—NO. 3

American Doctors Lead
Victory Over Yellow Fever

Within the lifetime of some Americans still living

today yellow fever was a feared and dreaded disease

that swept American cities from time to time, striking

tens of thousands and taking many lives. Although it

very likely was brought to the Americas in the 16th

century from the Old World, New World doctors were

the first to study the disease.

Dr. John Crawford of Baltimore is credited by medi-

cal historians as first determining that mosquitoes were

the source of malaria, yellow fever and other diseases.

Dr. Crawford clashed vigorously with the famed Dr.

Benjamin Rush, a signer of the Declaration of Inde*

pendence, who believed that yellow fever was caused

by something foul in the air.

Dr. Carlos Juan Finlay of Cuba, in experiments in

the 1880s, tested the theory that the Aedes Aegypti

mosquito was the vector of yellow fever. Taking off

from Dr. Finlay’s inconclusive work, a U.S. Army
Medical team led by Dr. Walter Reed in 1901 showed

once and for all that the mosquito was the culprit in a

medical experiment that was the theme of a famous

Broadway play of a generation ago, “Yellow Jack.”

It fell to William Crawford Gorgas of the Army
Medical Corps to demonstrate that he could stop yel-

low fever in Havana by eradication of the mosquito

from the swamps and waterways of the Cuban capital.

He repeated his success in Panama, making possible

the digging of the Panama Canal by laborers freed from

the hazard of the serious disease.

Gen. Gorgas later headed the Rockefeller Founda-

tion Yellow Fever Commission that wiped out the

disease in many Latin American countries and later

worked on the problem in Africa. In the late 1930s a

researcher at the Rockefeller Foundation laboratories

perfected a vaccine against yellow fever.

The last yellow fever epidemic in the United States

was in New Orleans in 1905, causing more than 400

deaths in almost 3,500 cases. New Orleans had ne-

glected to carry out a mosquito eradication campaign,

but after the epidemic moved to eliminate the breed-

ing areas.

Ironically, at an international medical meeting some
years ago the Republic of Panama pointed out that

the Aedes Aegypti mosquito still flourished in some
Southern states of the United States, and that all that

was needed for another outbreak was for an infected

individual to come into a southern airport from abroad

and be bitten by a mosquito. An eradication cam-

paign was therefore carried out.

Prepared by the American Medical Association

HARDIN, BEDFORD FORREST, age 85. Died March

4, 1976. Graduate of University of Tennessee Medical

School. Member of Memphis-Shelby County Medical

Society.

HIGGINBOTHAM, JAMES M., age 65. Died March
29, 1976. Graduate of Tulane Medical School. Mem-
ber Chattanooga-Hamilton County Medical Society.

RAY, R. BEVERLEY, age 62. Died April 5, 1976.

Graduate of Vanderbilt Medical School. Member of

Memphis-Shelby County Medical Society.

WALKER, WILLIAM, age 79. Died March 26, 1976.

Graduate of Tulane Medical School. Member of Mem-
phis-Shelby County Medical Society.

WILLIAMSON, WILSON L., age 96. Died March 16,

1976. Graduate of Tulane Medical School. Member of

Memphis-Shelby County Medical Society.

Acul membcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BLOUNT COUNTY MEDICAL SOCIETY
Sandra Denton, M.D., Maryville

Bruce Green, M.D., Louisville

BUFFALO RIVER VALLEY MEDICAL SOCIETY
Robert M. Coleman, M.D., Dickson

COFFEE COUNTY MEDICAL SOCIETY
Hale Cook, M.D., Manchester

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
Robert Dunavant, M.D., Bolivar

Robert Pernot, M.D., Trenton

Lowell Stonecipher, M.D., Jackson

Jerald White, M.D., Brownsville

GILES COUNTY MEDICAL SOCIETY
R. V. Coble, M.D., Pulaski

KNOXVILLE ACADEMY OF MEDICINE
Daniel L. Dickerson, M.D., Knoxville

Russell H. Dreyer, M.D., Knoxville

Carmen B. Lozzio, M.D., Knoxville

John S. Marcy, M.D., Knoxville

Christiana Sugartharaj, M.D., Knoxville

MEMPHIS SHELBY COUNTY
MEDICAL SOCIETY
John P. Griffin, M.D., Memphis
Laila Kassees-Wahid, M.D., Memphis
William R. Little, Jr., M.D., Memphis
Patrick J. Murphy, M.D., Memphis
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William M. Murphy, M.D., Memphis
Kenneth D. Sellers, M.D., Memphis
Robert E. Tipton, M.D., Memphis
Stanley Dale Wells, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Gary W. Duncan, M.D., Nashville

Robert C. Dunkerley, Jr., M.D., Nashville

Roy O. Elam, III, M.D., Nashville

George Liebermann, M.D., Madison

Douglas P. Mitchell, M.D., Nashville

Richard J. Sanders, M.D., Madison

William B. Harwell, Jr., M.D., Memphis

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY
Clifford K. Callaway, M.D., Clinton

SEVIER COUNTY MEDICAL SOCIETY
Charles E. Kidd, Jr., M.D., Sevierville

John T. Lancaster, M.D., Sevierville

WASHINGTON-CARTER-UNICOI
COUNTY MEDICAL SOCIETY
James M. Wilson, M.D., Johnson City

WILLIAMSON COUNTY MEDICAL SOCIETY
A. J. Bethurum, M.D., Eranklin

W. P. Williams, M.D., Eranklin

WILSON COUNTY MEDICAL SOCIETY
Bernard A. Wiggins, M.D., Lebanon
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Knoxville Academy of Medicine

The Knoxville Academy of Medicine met on March
9 at the KAM headquarters building. The E Club met

at six o’clock with William J. MacArthur, Jr., Ph.D.,

Head of McClung Historical Collection, speaking on

“The Lamar House-Bijou Theatre, Knoxville’s Most

Historical Building.’’

At eight o’clock a film entitled “Management of

Parkinson’s Disease’’ was shown. Charles Quimby,

M.D., J.D., Hospital Anesthesiologist, Vanderbilt Hos-

pital and Professor, Vanderbilt Law College, spoke on

“Perspectives of the Malpractice Situation.” The Knox-
ville Society of Ophthalmology also met and the pro-

gram discussed was “Management of Retinal Breaks

Without Detachment.”

On March 17 at seven o’clock the area Pathologists

met to discuss interesting cases.

Memphis-Shelby County Medical Society

The monthly meeting of the Memphis-Shelby County

Medical Society was held April 6 at Wassell Randolph

Student Alumni Center, Schreier Auditorium. The
guest speaker was Congressman Larry P. McDonald,

M.D., from Georgia who spoke on “Inflation—Its Cause

and Cure.”

Nashville Academy of Medicine

The Total Health Care plan, administered by the

Davidson County Foundation for Medical Care for

Metro employees and dependents, terminated on March
31. The contracts of all Foundation physicians to pro-

vide services to the Metro patient group, all pending

claims for services, office furniture and equipment were

transferred to the new administrator for health insur-

ance under the Metro Employee Benefit Board.

Nashville has been selected as one of twelve cities

to participate in a nationwide hospital staff visitation

plan designed to bring the “spoken word” from the

AMA leadership to as many physicians as possible. In

this effort the Academy designated May 16-18 as

“Federation Week” in Nashville and has initiated plans

to assist local hospital staffs in conducting open meet-

ings for one-on-one discussions with AMA leaders.

iKiliofMil neui/

Mass Immunization for ’Flu

The American Medical Association has sup-

ported President Ford’s decision to undertake a

mass immunization program against the swine

influenza virus.

The President will ask Congress for $135 mil-

lion to undertake the program in an attempt to

stave off a possible epidemic of the virus this

coming fall and winter.

The AMA said it felt the President’s decision

was “absolutely correct”.

Most of the medical community seemed to

agree with the Ford decision, though many
pointed out it was a tough one. “This is a most

difficult decision,” said Albert B. Sabin, partner

in the development of the polio vaccines, “It has

an aspect of—you’re damned if you do, and

you’re damned if you don’t.”

AMA leadership is scheduled to appear before

both the Senate and House in support of the

Ford decision.

The AMA statement in full:

“The American Medical Association sup-

ports the decision of President Ford to

undertake a massive national immunization

campaign against the swine influenza virus.

Under the circumstances, we believe his de-

cision is absolutely the correct one.

“The AMA stands ready to assist in the

national campaign in any way possible, in-

cluding organizing the medical profession to

insure that every person who wants to be
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vaccinated will be—regardless of ability to

pay.

“We speak for the medical profession in

eommitting the doetors of this nation to

make whatever efforts are necessary to vac-

cinate the entire population. It will not be

easy, but it can and must be done.”

Medicaid Fraud and Abuse

A federal-state campaign to reduce Medicaid

fraud and abuse has been launehed by Health,

Edueation, Welfare Secretary David Mathews.

A team of federal and state Medieaid exam-

iners will begin its work in Massaehusetts soon

at the invitation of Gov. Michael Dukakis. An-

other team will begin operations in June in Ohio

at the request of Gov. James Rhodes.

HEW said it plans to focus the joint effort on

states with the largest Medicaid programs. With

reviews in at least five states this year.

The federal-state examiners will have two

basic objectives, Seeretary Mathews said. They

will identify fraud and abuse and refer specifie

violations for possible proseeution. They will

help states develop efficient program management

and abuse deteetion systems.

HEW has developed a computerized Medicaid

management information system (MMIS) to aid

in the processing of claims. MMIS will alert a

state if, for example, a patient was in a hosptal

the same day a physician claimed to have treated

him at home, or if a pregnancy test was ordered

on a male, HEW said.

HEW is assembling a Medicaid fraud and

abuse unit of 108 people in the Medical Services

Administration, and a criminal investigative

branch of 74 investigators which will report

direetly to Under Secretary Marjorie Lynch.

HEW said it will coordinate its Medicaid in-

vestigative efforts with the Department of Justice

and the Internal Revenue Service.

Mathews said he plans to invite representatives

of national health services provider organizations

to Washington shortly to solicit their ideas and

to urge them to undertake a self-polieing program

and to assist the states in identifying potentially

fraudulent providers.

“We recognize that the overwhelming majority

of health care providers are ethical and profes-

sional,” Mathews said. “They share our desire to

bring efficiency to Medicaid in its management

and in the quality of health care it offers. We
want to ferret out the comparative few who break
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the law. We believe the health professions organ-

izations will give us their enthusiastic support in

this effort.”

Heading the HEW office of investigators will

be John J. Walsh, senior investigator for the

Senate permanent subeommittee on investigations

and former FBI agent.

Talmadge Amendments to Medicare

Major changes in the Medicare-Medicaid pro-

grams are called for in proposed legislation

introdueed by Sen. Herman Talmadge (D-Ga.).

The proposal would establish ineentives for

physicians to accept assignment; restrict payment

methods for hospital-based specialists; mold

Medicare, Medicaid, and the Bureau of Quality

Assurance into a single agency; and set up reim-

bursement incentive programs for hospitals.

Talmadge, Chairman of the Senate Finanee

Subcommittee on Health, said in a Senate speech

“either we make Medicare and Medicaid more

efficient and economical or we reduce benefits.

We have just too many worthwhile demands on

the limited federal dollar to be able to allocate

increasingly disproportionate amounts to Medi-

care and Medicaid.”

Hearings will be held sometime this year, Tal-

madge promised, but he set no date. He stressed

that the proposals are not “frozen in concrete”

and are subject to change following the hearings

according to the testimony received.

The influential Senator surprised the health

field last year when he made a Senate speech

outlining the ideas finally put in the legislative

form recently. Many of the reconunendations

are controversial, especially the reorganization of

health activities at HEW that are bound to be

opposed by the administration and the restrictions

on payment of hospital-based specialists.

Talmadge describes the specialist provision as

follows:

“Under the legislation specialists—such as cer-

tain radiologists, pathologists, and anesthesiolo-

gists—would be eligible under Medicare-Medicaid

for fee-for-service, or other reasonable fixed com-

pensation agreed upon with a hospital, for ser-

vices which they personally render or which are

provided under their direct personal supervision.

For their administrative and general supervision

of an X-ray, laboratory or anesthesia department,

the hospital could compensate them on a basis

comparable to what a salaried radiologist, pathol-

ogist or anethesiologist receives for comparable
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time and work. No percentage, lease, or direct

billing arrangements would ordinarily be recog-

nized for Medicare or Medicaid reimbursement

purposes. . .

Physicians who choose assignments, to be

called Participating Physicians, would be able to

submit simplified and fewer claims and receive a

$1 per patient bonus for most office visit charges.

Medicaid would have to pay not less than 80

percent of the Medicare reasonable charge for

non-surgical care. As a means of encouraging

physicians to move into physician shortage areas,

new physicians could establish customary charges

at the 75th percentile of prevailing charges in the

locality, rather than the present 50 percent.

A single administration for health care financ-

ing (CAPS) would contain the present Medicare,

Medicaid and Bureau of Quality Assurance

Agencies to be headed by an Assistant HEW
Secretary. Within this Agency a central fraud and

abuse unit headed by an inspector general would

monitor performance and violations of law.

The bill would abolish the Health Insurance

Benefits Advisory Council.

A new reimbursement system is designed to

reward hospitals with less than average operating

costs and penalize those with higher costs.

Asst Secy, for Health and

Environment Resigns

James Cowan, M.D., has resigned as Assistant

Secretary for Defense for Health and Environ-

ment. Among those reported under consideration

as Cowan’s successor is Malcolm Todd, M.D.,

Immediate Past President of the American Medi-

cal Association. Dr. Cowan, former New Jersey

Commissioner of Health, is understood to be

contemplating an entry into politics in his home
state, possibly running for the GOP nomination

for the Senate.

Medical Device Legislation

Now passed by both Houses and awaiting con-

ference, medical devise legislation has made
members of that industry predict a bullish

future.

The legislation will add $250,000 to $700,000

in costs to products requiring pre-market ap-

proval. The hottest medical device will continue

to be the pacemaker. Sales are expected to in-

crease at an average annual compound rate of

9 percent. Another big item is the cat (CAPS)
scanner. Manufacturers predict 3,000 placements

by 1980. The use of renal dialysis is expected

to triple by 1980. Catastrophic or comprehensive

national health insurance will also help the in-

dustry. Makers of orthopedic and surgical

appliances, clinical diagnostics, medicinals, and

pharmaceuticals all expect steady growth. Drug

companies predict biggest growth in anti-

arthritics sales.

The legislation provides three categories for

devices—class I, general controls; class II, per-

formance standards; and class III, premarket

approval, the general controls give FDA authority

to move against devices that are misbranded or

badly-made and require their registration as if

they were drugs. FDA can exempt some devices

from this control, such as custom devices not

intended for general sale.

Class II devices would be required to meet

certain manufacturing standards.

The class III classification involves pre-market

clearance for new products and essentially the

same type of clearance for existing products. The

House Commerce Committee report said it ex-

pected that intrauterine devices would fall in the

class III category.

Laboratory Licensure

The Senate Labor and Public Welfare Com-
mittee has approved legislation subjecting clinical

laboratories in both intrastate and interstate

commerce to federal licensure and standards re-

quirements.

The revision of the Clinical Laboratories

Improvement Act (CLIA) would cover labs op-

erating only within one state for the first time,

and give HEW a stronger role in supervising the

nation’s clinical laboratories.

Individual physicians who perform tests solely

in connection with treatment of their own patients

could be exempted from the law’s requirements

if HEW wished.

The measure, expected to be voted soon by

the full Senate, provides leeway for continuation

of existing accreditation and certification programs

by the Joint Commission on Accreditation of

Hospitals and the College of American Pathol-

ogists (CAP). AMA and the CAP had urged

Congress to allow these activities to continue.

One provision adopted by the Committee

would require disclosure of fees and contractual

relationships between labs and physicians using

their services.

The House Commerce Subcommittee on Health
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is slated to start hearings soon on similar legis-

lation.

MAC-Drug Reimbursement

The government’s controversial plan to limit

reimbursement for some Medicare-Medicaid

drugs to the lowest cost available is slated to

take effect soon (April 26) despite opposition

from pharmaceutical and medical groups and

questions raised by lawmakers.

HEW Secretary David Mathews said the dis-

puted proposal inaugurated by his predecessor,

Caspar Weinberger, will be implemented on sched-

ule. “We will never find out what will happen

until we do it,” Mathews said in a letter to G.

Joseph Stetler, President of the Pharmaceutical

Manufacturers Association (PMA).

TTie PMA and the AMA have filed suit against

the proposed Maximum Allowable Cost (MAC)
regulations. The AMA contends the plan violates

patients’ rights to seek the best medical care

according to their physicians’ best judgment in

prescribing.

Rep. Daniel Flood (D-Pa.), Chairman of the

House Appropriations Subcommittee on Health,

recently asked Mathews “What’s magic about

now? The states are not ready; why can’t you

wait to prove the soundness of the program?”

In his letter to Stetler, Mathews said that if

MAC proves detrimental to drug development or

distribution, “it will be changed or dropped.”

Federal administrative costs were estimated at

more than $2 million a year by Mathews. States

will have to pay an initial $3 million.

Economic Impact of

Health Care Legislation

The American health care system is due for

tight government control because costs are be-

coming more than the economy can bear.

This was the grim message of speaker after

speaker at a Washington, D.C. conference on the

economic impact of health care legislation. The

meeting was sponsored by Arthur D. Little, Inc.,

a Cambridge, Mass., consulting and research out-

fit.

“The cost is becoming prohibitive,” declared

Charles Edwards, M.D., former Assistant HEW
Secretary for Health. “The U.S. health care sys-

tem is headed toward fundamental changes that
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are certain to occur and sooner than most ex-

pect.” Dr. Edwards warned he predicted health

care will cost $135 billion next year. $600 for

every person in the country.

Declaring that this decade for physicians could

be called the “showdown seventies.” Malcolm

C. Todd, M.D., Immediate Past President of

the AMA told the conference of business and

health leaders that he hoped for a “proper ac-

commodation” between the medical profession

and the federal government. Unless a pluralistic

system is retained. Dr. Todd warned, “federally

inspired chaos” could emerge.

“There could be a vicious circle . . . with pro-

grams foundering on their own shortcomings and

blunders . . . and government blaming doctors

and hospitals for the failures in order to justify

even more repressive programs,” he said.

A study was released by the Arthur D. Little

firm estimating that the passage of national cata-

strophic health insurance would add $4.5 billion

to 1980 expenditures for principal health care

products and services. If no new national health

coverage becomes effective, spending for health

care is expected to grow at an average annual

rate of four percent over the next five years, or

from $98.8 billion in 1975 to $112 billion in

1980, the study said.

Enactment of national comprehensive health

insurance, which Little said is not regarded as

very likely to happen before 1980, would increase

health care spending by 12 percent or $13.6

billion, for an annual total of $125.6 billion in

five years.

Commenting on the study. Dr. Todd said “it

confirms that any of the national health insur-

ance programs before the Congress will result in

greater utilization by patients and thus increased

expenditures.”

Lawrence Hill, Executive Vice President of

the American Hospital Association, said that the

future holds “more expenditures, rising costs,

concern with those expenditures, and costs lead-

ing to attempts to control by price controls and

by tinkering with the delivery system.”

Hill foresaw a collision between rising costs

and “capped” prices. Hospitals, he said, might

have little option but to limit services. “Lines of

doctors and patients will form and the hospital

will patrol these, admitting as resources allow.”

“The price-cost collision will cause some ra-

tioning which, in turn, will cause internal ad-
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justments concerning how physicians use hos-

pital facilities. The community relations implica-

tions in rationing are obvious, and, of course, at

this point in time we simply do not know how

to ration health care because we never have

tried before.”
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Valley Fidelity Bank to

Sponsor Tel-Med in 1976

The management of Valley Fidelity Bank has

voted to sponsor Tel-Med for the coming year.

Since its inception on December 16, 1974, Tel-

Med has been supported by The Answering Ser-

vice and Doctor’s Exchange, E. T. Baptist Hos-

pital, Fort Sanders Presbyterian Hospital, Park

West Hospital, Physician’s Medical Education

and Research Foundation, St. Mary’s Memorial

Hospital, and the Knoxville Academy of Medi-

cine.

Faced with critical financial problems in late

1975, the Board of Tel-Med, Inc. appealed to

the hospitals and the Academy for additional

financial support needed to keep Tel-Med oper-

ating until suitable guaranteed support could be

obtained. The hospitals and the Academy donated

additional money to help during this crisis.

Appeals were made by the Board of Tel-Med to

community businesses to back this public service

project.

In early February Valley Fidelity Bank voted

to sponsor Tel-Med, making the 1974 Christmas

gift from the health professionals of Knoxville to

the community an on-going gift. New tapes have

been ordered, necessary repairs to the equipment

are being made, and new brochures printed.

Family Practice Center Opened

The Kingsport Family Practice Center opened

with a ribbon cutting ceremony and open house

on March 22. The Center will enroll up to eight

resident physicians each year with a maximum of

24 resident physicians when it is in full operation.

The Center will occupy the second floor of the

Kingsport Professional Building. Facilities in-

clude 16 examining rooms, 10 consultation rooms,

7 faculty offices, a conference room and a wait-

ing room.
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DR. JAMES L. ALLEN, Sweetwater; DR. JOHN T.

MOORE, JR., Algood; DR. ROBERT A. MOORE,
Gallatin; DR. CURTIS C. SEXTON, Lake City; and

DR. PHILIP G. WILLIAMS, Milan have completed

continuing education requirements to retain active

membership in the American Academy of Family

Physicians.

Honored with the first TMA “Community Service

Award” was MISS MAY ARCHIBALD of Chattanooga

at the TMA Annual Meeting in Memphis. She held the

position as Executive Director of the Chattanooga Area

Heart Association for 20 years.

DR. GEORGE W. BOOZE of Kingsport has been

appointed chairman of the medical service at Indian

Path Hospital. DR. PETER WADEWITZ was ap-

pointed chairman of the surgical service and DR. WAR-
REN Y. SMITH was reappointed chairman of the fam-

ily practice service.

DR. ROBERT E. CLENDENIN of Union City has

been appointed by Gov. Ray Blanton to the Tennessee

Board of Nursing.

At the TMA Annual Meeting, two physicians were rec-

ognized for their contributions to medicine. The “Dis-

tinguished Service Award” went to DR. L. W. DIGGS
of Memphis and DR. MORSE KOCHTITZKY of Nash-

ville. Dr. Diggs was honored for his years of research

on the history of sickle cell anemia. Dr. Kochtitzky is

a former TMA President and has served as chairman of

the TMA Legislative Committee for seven years. He
also serves as President of the newly created State

Volunteer Mutual Insurance Company.

DR. JAMES O. FIELDS of Milan was the winner of

the attendance prize at the 141st Annual Meeting in

Memphis.

DR. MARSHALL D. HOGAN and DR. DON A.

FLORA of Kingsport have joined the newly created

Indian Path Hospital courtesy medical staff.

DR. LAWRENCE R. NICKELL of Columbia has been

cited for distinguished achievements by being named a

Fellow of the American College of Radiology.

DR. CECIL PITARD of Knoxville has been elected

vice chairman of the Knox County American Party.

DR. ROBERT D. PROFFITT of Maryville has an-

nounced his candidacy for the Republican nomination

for the Eighth Senatorial District seat in the state

Senate.

DR. GLEN C. SHULTS of Newport has been elected

to the Board of Directors of the Newport Federal

Savings and Loan Association.

The following Tennessee physicians have published

articles in the Southern Medical Journal: Jerome S.

Siegel, M.D., Memphis, THE VARIANT FORM OF
ANGINA PECTORIS; Robert T. Corney, M.D., and

Howard B. Roback, Ph.D., both of Nashville, LIFE
STRESS AND PSYCHIATRIC CLINIC REFERRAL;
Marc H. Hollender, M.D., Nashville, LARGE STATE
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HOSPITALS: PROBLEMS AND A SOLUTION; and

Embry A. McKee, M.D., Nashville, TRANSSEXUAL-
ISM: A SELECTIVE REVIEW.

DR. IRIS SNIDER of Athens spoke on “Child Abuse”

at the monthly meeting of the Parent-Teacher Associa-

tion, Etowah City Schools.

DR. PETER STIMPSON of Lenoir City has been

named Chairman of the Special Events Campaign to

light lung disease in children.

May 27-29 American Cancer Society, National Con-

ference on Radiation Oncology, San

Francisco Hilton and Tower, San Fran-

cisco.

June 8-11 Society of Nuclear Medicine, Dallas Con-

vention Center, Dallas.

June 12-17 Medical Library Association, Radisson,

Minneapolis.

DR. C. GORDON PEERMAN of Nashville was in-

stalled as President of TMA during the Annual Meet-

ing. DR. DAVID H. TURNER, representing East

Tennessee, was elected President-Elect. Also elected were

DR. VIRGIL H. CROWDER, JR., of Lawrenceburg,

member of Board of Trustees; DR. ROBERT H. HAR-
ALSON, JR., Maryville, State-at-Large Delegate to the

American Medical Association; and DR. THOMAS K.

BALLARD, Jackson, State-at-Large Alternate Delegate

to the American Medical Association.

The TMA House of Delegates elected DR. GEORGE
G. YOUNG of Chattanooga, “Outstanding Physician of

the Year.”

June 14-16 American Neurological Association, Mark
Hopkins, San Francisco.

June 17-18 Society for Vascular Surgery, Hilton, Al-

buquerque.

June 20-22 American Diabetes Association, Hilton,

San Francisco.

June 26- American Medical Association, Dallas.

July 1

June 27-28 American College of Preventive Medicine,

Dallas.

CALENDAR OF MEETINGS

NATIONAL

1976

June 27- International College of Surgeons, US
July 4 Section, Cherry Hill, NJ.

July 21-24 Idaho Medical Association, Sun Valley

Inn, Sun Valley.

STATE

1976

May 25-29 American Gynecological Society, The 20

Homestead, Hot Springs, Virginia.

Middle Tennessee Medical Association,

Shelbyville Country Club, Shelbyville.

May 26-28 American Society for Gastrointestinal

Endoscopy, Fontainebleu, Miami Beach.

June 16-17 Upper Cumberland Medical Society,

Hotel Donoho, Red Boiling Springs.

Clinical Center Study of Patients witn

the Zollinger-Ellison Syndrome
The cooperation of physicians is requested in the referral of patients with Zollinger-Ellison

syndrome, to participate in studies being conducted by the National Institute of Arthritis,

Metabolism, and Digestive Diseases’ Section on Gastroenterology, at the Clinical Center,

National Institutes of Health, Bethesda, Maryland.

Needed are patients with Zollinger-Ellison syndrome (islet cell pancreatic neoplasm,

gastric acid hypersecretion, gastrointestinal ulceration, and elevated serum gastrin). Patients

suspected of having this diagnosis will be admitted to the Clinical Center for appropriate

diagnostic studies.

A complete spectrum of therapy including drugs capable of inhibiting gastric acid secretion

(such as Metiamide®, antineoplastic chemotherapy; and gastrointestinal surgery will be

provided.

Also needed are selected patients who have had a total gastrectomy and who have per-

sistent elevated serum gastrin concentration.

Physicians interested in having their patients considered for admission may write or tele-

phone:

Dr. jERRy D. Gardner, Chief

Section on Gastroenterology

Clinical Center, Room 9D-15
National Institutes of Health

Bethesda, Maryland 20014

Telephone: (301) 496-4201
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The continuing medical education accredita-

tion program of TMA has full approval by

AMA’s Council on Medical Education. If the

continuing medical education program of your

hospital or medical society is accredited by

TMA’s committee, you may receive for your

attendance at its junctions Category I credit for

the AMA Physician*s Recognition Award. If

you wish information as to how your hospital

or society may receive accreditation, write:

Director of Continuing Medical Education, Ten-

nessee Medical Association, 112 Louise Avenue,

Nashville, Tennessee 37203.

IMPORTANT NOTICE

Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

'specialties have been developed by the School of

Medicine and the Division of Continuing Education of

Vanderbilt University. The practicing physician, with

the guidance of the participating department chairman

can plan an individualized program of one-to-four

weeks to meet recognized needs and interests. The

experience will include contact with patients, discussion

with clinical and academic faculty, conferences, ward

rounds, learning individual procedures, observing new
surgical techniques, and access to excellent library

resources. Experience in more than one discipline

may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith. M.D.

Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III, M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz. M.D.
Infectious Diseases Zell A. McGee, M.D.
Oncology Robert Oldham, M.D.

Renal Diseases H. Earl Ginn, M.D.

Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.

Neurology Gerald M. Fenichel. M.D.

Obstetrics & Gynecology John S. Zelenik. M.D.

Orthopaedics Paul W. Griffin. M.D.

F’athology William H. Hartmann. M.D.
Pediatrics David T. Karzon. M.D.

Psychiatry Marc H. Hollender. M D
Radiology A. Evert James Jr., Sc.M., M.D.
Surgery

General H. William Scott. Jr.. M.D.

Neurological William F. Meacham. M.D.

Ophthalmology James H. Elliott. M.D.

Oral H. David Hall, D.M.D.

Pediatric James A. O’Neill, M.D.

Plastic John B. Lynch. M.D.

Thoracic & Cardiac Harvey W. Bender. M.D.

Urology Robert K. Rhamy, M.D.

Cancer Chemotherapy Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

.^05 Medical Arts Building

Nashville, TN 37212 Tel. 615/322-2716

Vanderbilt University School of Medicine
Continuing Medical Education Schedule

May 26-27 ANNUAL SEMINAR IN PSYCHIATRY,
Tennessee Dept, of Mental Health, Cen-

tral State Psychiatric Hospital; Vander-

bilt School of Medicine and Meharry

Medical College Depts. of Psychiatry &
Divs. of Continuing Education; Tennes-

see Academy of Family Physicians.

Sept. ANNUAL PEDIATRICS SYMPOSIUM,
Department of Pediatrics and Division

of Continuing Education, Vanderbilt

School of Medicine.

Oct. 11-16 FAMILY PRACTICE INTENSIVE RE-
VIEW, Division of Continuing Education,

Vanderbilt School of Medicine; Tennes-

see Academy of Family Physicians.

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212
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University of Tennessee Clinical

Education Center-Chattanooga

1976 Program Schedule

June 3-4 Infectious Disease

Spring 1976 Diagnostic Radiology for the F.P. and

E.R. Physician (One week in Gatlin-

burg)

Spring 1976 Tax and Estate Planning for Physicians

(2-3 days in Callaway Gardens or Hil-

ton Head Island)

June 17-18 Management of the Burn Patient

Sept. 16-17 Current Methods in Obstetrics and Gyne-

cology

Oct. 28-29 Infectious Disease

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street, Chattanooga, Tennessee 37403.

will be co-sponsored by the Royal College of Physicians

and Surgeons of Canada.

The course will review topics of current interest in

cardiology, emphasizing recent advances in knowledge
and understanding of cardiovascular disease which have
immediate impact on the diagnosis and management of

patients with cardiovascular problems.

Hematology Course

The American College of Physicians (ACP) will

sponsor a four-day postgraduate course entitled “Topics

in Clinical Hematology: Disorders of Proliferation” on
June 14-17, 1976, near Seattle, WA. The course, held

in conjunction with the American Society of Hematol-
ogy and the University of Washington School of Med-
icine, will be held at Rosario Lodge, Orcas Island, WA.
The course will deal with subtopics in hematology

concerned with disorders of proliferation. It is planned

to provide the primary physician and subspecialist with

a better uderstanding of the basic pathophysiologic

principles underlying these disorders and appropriate

problem-solving and management schemes.

American College of Physicians

Postgraduate Courses

lUne 1-4 CURRENT CONCEPTS IN IMMUNO-
LOGICAL DISEASES, Royal Victoria

Hospital, Montreal, P.Q., Canada.

June 7-9 PERSPECTIVES IN INTERNAL MEDI-
CINE: A CRITIQUE OF RECENT AD-
VANCES AND CLINICAL CONTRO-
VERSIES, University of Iowa College

of Medicine, Iowa City, lA.

June 14-17 INTERNISTS’ APPROACH TO HEMA-
TOLOGY, University of Washington

School of Medicine, Seattle, WA.

June 21-25

June 23-25

June 24-26

June 28-30

HEMATOLOGY FOR INTERNISTS
WITH EMPHASIS ON RECENT AD-
VANCES, University of Rochester

School of Medicine, Rochester, NY.

CLINICAL PHARMACOLOGY—RA-
TIONAL BASIS OF THERAPEUTICS,
University of California School of

Medicine, San Francisco, CA.

SELECTED TOPICS IN INTERNAL
MEDICINE, McMaster University Medi-
cal Centre, Hamilton, Ont., Canada.

CURRENT CONCEPTS OF INFEC-
TIOUS DISEASES, Royal College of

Physicians of Canada and the University

of Alberta, Edmonton, Alta., Canada,
Jasper Park Lodge, Jasper, Alta., Canada.

Cardiology Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “Gen-
eral Cardiology” on June 9-11, 1976, in Halifax, Nova
Scotia, Canada. The course, held in conjunction with
Dalhousie University and Victoria General Hospital,

Hematology Course

The American College of Physicians (ACP) will

sponsor a five-day postgraduate course entitled “Hema-

tology for Internists with Emphasis on Recent Ad-

vances” on June 21-25, 1976, in Rochester, N.Y. The

course, held in conjunction with the University of

Rochester School of Medicine, will take place at the

University.

The course is planned to provide insight into the

clinical implications of recent research advances in

areas which form the basis for our understanding and

management of common or important hematologic dis-

orders. Topics to be covered include iron deficiency,

anemias, and modern transfusion practices.

Clinical Pharmacology Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “Clin-

ical Pharmacology—Rational Basis of Therapeutics” on

June 23-25, 1976, in San Francisco. The course, held

in conjunction with the University of California, San

Francisco, will take place at the University’s Cole Hall.

The course will examine the quality of evidence

purporting efficacy of drugs in clinical use, and the

rational use of drugs developed through a correlation

between pathophysiologic mechanisms and known or

suspected pharmacologic actions. These principles will

be applied to cardiovascular, metabolic, renal, infections,

and psychiatric disorders.

Selected Topics in Internal Medicine

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “Se-

lected Topics in Internal Medicine” on June 24-26,

1976, in Hamilton, Ontario, Canada. The course, held

in conjunction with the McMaster University Medical

Centre, will take place at the Medical Centre.

The course is designed to review certain topics in
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internal medicine that will be of interest to the general

internist and certain subspecialists. Formal presentations,

followed by discussion periods, will be given in the

areas of immunology, thromboembolism, neuromuscular

diseases, cardio-respirology, and gastroenterology.

Infectious Diseases Course

The American College of Physicians (ACP) will

sponsor a three-day postgraduate course entitled “Cur-

rent Concepts of Infectious Diseases” on June 28-30,

1976, in Jasper, Alberta, Canada. The course, held in

conjunction with the Royal College of Physicians of

Canada and the University of Alberta, Edmonton, Alta.,

Can., will take place at the Jasper Park Lodge.

The course is planned to update current concepts of

diagnosis and treatment of most common infections,

with more detailed reviews of newer antibiotics, anaero-

bic infections, venereal diseases, opportunistic infec-

tions, and the increasingly important role of the

internist in the management of tuberculosis. The effi-

cient use of the microbiology laboratory in the diagnosis

and treatment of infection will be stressed.

Hematology and Oncology Course

The American College of Physicians (ACP) will

sponsor a six-day postgraduate course entitled “Topics

in Clinical Hematology and Oncology: Disorders of the

Lymphoid and Plasma Cells” on July 12-17, 1976, in

Waterville, Maine. The course will be held in conjunc-

tion with the American Society of Hematology, the

American Association for Cancer Education, Colby

College, Mid-Maine Medical Center, and the Maine
Division of the American Cancer Society. It will take

place at Thayer Hospital, Dean Medical Education

Center,

The course will deal with the basic, normal prolifera-

tion, maturation, and distribution function of lymphoid

and plasma cells. This information will then form a

basis for the clinical management of non-neoplastic

and neoplastic disorders in these areas.

Information: Registrar, Postgraduate Courses, ACP,
4200 Pine Street, Philadelphia, PA 19104.

See August, 1975 issue for complete 1975-76 listing of

Regional meetings and Postgraduate courses.

University of Maryland, School of Medicine
Baltimore, Maryland

1976 Program Schedule

June 13-19 Family Practice Review Program

For further information and brochures, contact: Pro-

gram of Continuing Education, University of Maryland
School of Medicine, 29 South Greene Street, Baltimore,

Maryland 21201.

Emory University School of Medicine
Continuing Medical Education

Atlanta, Georgia

1976 Program Schedule

Sept, to be Chest Disease, “Tri-State Consecutive

announced Case Conference,” Ponte Vedra, Florida.

Sept. 1, Postgraduate Courses on Videocassettes

1975- available for rental, purchase or mem-
Sept. 1, bership. (Catalogue by request).

1976

Accreditations: These courses are all approved by the

AMA in Category I toward the AMA’s Physician’s

Recognition Award and by the AAFP when appropriate.

For further information write to:

Associate Dean for

Continuing Medical Education

69 Butler St.

Atlanta, GA 30303

Tel: (404) 659-1676

Bowman Gray School of Medicine

Division of Continuing Education

Winston-Salem, North Carolina

May 31- Radiation Therapy, Ophthalmology

June 4

June 6-11 Adult Cardiology

June 14-18 Adult Cardiology

June 21-25 Pediatric Cardiology

Contact: Application forms and further information

may be obtained by writing to;

Division of Continuing Education

Bowman Gray School of Medicine

300 South Hawthorne Road
Winston-Salem, NC 27103

New York University
POSTGRADUATE MEDICAL SCHOOL

NEW YORK, NEW YORK

May 29-30 Two-day course in nuclear radiology.

Waldorf Astoria Hotel in New York City.

This course is approved for 12 hours

credit in Category I. Tuition: $125.

May 31- Eive-day course in general diagnostic

June 4 radiology. Waldorf Astoria Hotel in New
York City. This course is approved for

30 hours credit in Category I. Tuition:

$275.

New York University

New York, N.Y.

“Antibiotics in Clinical Medicine—Case Studies”

This course will meet four consecutive Wednesdays

and one Thursday as follows: May 5, 12, 19, 26 and

June 3. It will be held in the Arnold and Marie

Schwartz Lecture Hall, 401 East 30th Street, New York
City.

A tuition fee of $125 is payable in advance. There

is a 25 per cent reduction in tuition for alumni and

former residents and fellows of NYU School of Medi-

cine, which brings the fee to $94.

This continuing medical education offering is ap-

proved for 12 hours credit in Category I for the
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Physician’s Recognition Award of the American Medi-

cal Association.

For additional information:

Office of the Associate Dean
New York University Post-Graduate Medical School

550 First Avenue
New York, New York 10016

Tel: (212) 679-3200, ext. 4033

University of Kentucky
Lexington, Kentucky

LAW AND MEDICINE—1976
May 26-28, 1976

University of Kentucky Medical Center
and the Law Building

Registration Fee: $75.00

CARDIOVASCULAR DIAGNOSIS
AND TREATMENT SYMPOSIUM

June 11-12, 1976

Registration Fee: $100.00

For further information;

Frank R. Lemon, M.D.
Continuing Education

College of Medicine

University of Kentucky

Lexington, Kentucky 40506

Duke University Medical Center
Durham, North Carolina

FIVE DAY RADIOLOGY
POST-GRADUATE COURSE

October 25-29, 1976

This course will be held at the Southampton Princess

Hotel in Bermuda, by the faculty of the Department

of Radiology, Duke University Medical Center and a

distinguished guest faculty. The scientific program will

take place from 8:00 a.m. to 1:00 p.m. each day with

a disease-oriented format covering Pediatric and Adult

Radiology and Nuclear Medicine of the Chest, Genito-

urinary Tract, Gastrointestinal Tract and Skeletal Sys-

tem. There will be twenty-five hours of AMA Category

I accreditation for this course:

Guest faculty:

1. Chest: E. Robert Heitzman, M.D., Syracuse, New
York

2. Gastrointestinal tract: Roscoe E. Miller, M.D.,

Indianapolis, Indiana

3. Genitourinary: John A. Evans, M.D., New York,

New York

4. Nuclear Medicine: Alexander Gottschalk, M.D.,

New Haven, Connecticut

5. Pediatric Radiology: J. Scott Dunbar, M.D., Cin-

cinnati, Ohio

6. Skeletal System: Elias G. Theros, M.D., Washing-

ton, D.C.

Duke University Medical Center faculty:

1. Herman Grossman, M.D.

2. Irwin S. Johnsrud, M.D.

3. Robert McLelland, M.D.

4. Robert A. Older, M.D.

For further information:

Robert McLelland, M.D.
Radiology-Box 3808

Duke University Medical Center

Durham, North Carolina 27710

Tel: (919) 684-4397 or 684-2711

* Hs *

Diphtheria Vaccination Urged As Immunization Push Opens

Despite decades of available protection with an effective toxoid, diphtheria is still with

us, and it still kills.

In the 12-year period of 1959-70, there were 3,627 cases of diphtheria reported to the

Center for Disease Control at Atlanta.

There were 253 deaths.

Immunization with the diphtheria toxoid offers excellent protection. The occasional case

in an immunized individual is seldom fatal.

The study by a research team of the Center for Disease Control at Atlanta found that

persons with no history of diphtheria toxoid immunization had five times greater risk of

death from the disease, and persons with partial immunization had two times greater risk

of dying than those with a history of full immunization. Small children are particularly

susceptible.

Only 60 per cent of American children aged 1 to 4 years have been adequately immunized.

Physicians and other health care officials should audit their patients to determine who is in

need of immunization, and make the public aware of the need for immunizations.
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CITY OF MEMPHIS
HOSPITAL AUDIT CRITERIA

MALIGNANT NEOPLASMS OF THE
RESPIRATORY TRACT

I. Diagnositic Considerations

A. Pertinent history with specific

reference to: 100%
1. Cough
2. Wheeze
3. Hemoptysis

4. Pain

5. Weight loss

6. Age
7. Race

8. Sex

9. Occupation

10.

Smoking

B. General physical examination to in-

clude careful examination of the chest

and search for metastatic manfesta-

tions such as: 100%
1. Palpable lymph nodes

2. Subcutaneous masses

3. Superior caval obstruction

4. Vocal cord paralysis

5. Hepatomegaly

6. Abdominal masses

C. Laboratory tests

1. CBC 100%
2. Urinalysis 100%
3. PA and lateral chest x-ray 100%
4. Cytologic examination of sputa 100%
5. Electrocardiogram on candidates

for surgery 100%
6. Chemical profile (SMA-12) 100%
7. AFB and fungus smears and

cultures 50-75%

8. Laminograms 60-90%

9. Pulmonary angiograms <25%
10. Thoracic aortogram <15%
11. Special hematologic studies <50%
12. Other hepatic function studies in-

cluding liver scan <50%
13. Complete pulmonary function stud-

ies in surgical candidates 60-80%

14. Special studies to detect intra-

cranial, skeletal, hepatic or other

areas of possible metastasis <30%
D. Special diagnostic procedures

1. Bronchoscopy with or without

bronchial brushing and/or cytoL

ogy 90%
2. Exploratory thoracotomy <25%
3. Biopsy of nodes or masses 20-40%

4. Mediastinoscopy 20-40%

5. Esophagoscopy <20%

6. Transthoracic needle biopsy <20%
7. Thoracentesis and/or pleural bi-

opsy with approprite studies of

removed material <20%
8. Bone marrow and bone scan <20%
9. Electromyography <20%

II. Possible Associated Problems

A. Chronic obstructive pulmonary disease

B. Metastatic lesions

III. Patterns of Treatment

A. Special therapy services

1. Pre-operative respiratory therapy

and/or chest physiotherapy 75-100%

2. Post-operative respiratory ther-

apy and/or chest physiotherapy 75-100%

3. Roentgen therapy and cytotoxic

or other chemical agents for pa-

tients with nonresectable or in-

completely resected tumors (Ef-

fects: generally to increase spu-

tum output, diminish febrile re-

sponse and improve patient re-

covery) <50%
B. Specific services

1. Post-operative intensive care unit

(for major thoracotomy) 100%

2. Blood bank (T & C blood) for

surgery 100%

3. Repeated roentgenograms for

evaluation of therapy (all types) 100%

C. Medications

1. Pre-operative and post-operative

antimicrobials as indicated for in-

fection <90%
2. Agents for pre-operative and post-

operative control of bronchial

constriction and secretions 50-75%

3. Cytotoxic and other chemical

agents for patients with non-

resected, incompletely resected, or

recurrent tumors <33%
4. Palliative treatment of symptoms

(Effects: Reduce incidence of pneu-

monia, improve patient comfort) 100%

D. Surgical treatment

1 . Exploratory thoracotomy for diag-

nosis, combined with resection

when possible <35%
2. Conservative resection such as

lobectomy or segmental resection 25%

3. Pneumonectomy 15%

4. Palliative resection (gross tumor

left behind to relieve hemorrhage
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or suppurative complications (Ef-

fects: Remove tumor, reduce symp-

toms) <12%
E. Contraindicated measures without spe-

cific justifications on the chart:

Attempts at resection in the pres-

ence of (exception D-4 above): 100%
1. Distant metastasis

2. Right vocal cord paralysis

3. Pleural effusion containing malig-

nant cells

4. Associated Horner’s syndrome

5. Associated superior caval syndrome

6. Proven mediastinal metastasis

7. Inadequate ventilatory function

IV. Expected Response to Therapy
A. Short Term

1. Medical roentgen therapy: Im-

prove symptoms, diminish infec-

tion. Little or no effect on lon-

gevity or mortality rate.

2. Surgical: Non-resected, same as

above. Complete resection, 10%
alive at 2 years. Short term quality

of life improved.

B. Re-assessment: All diagnostic proce-

dures may be used, as listed, to assess

recurrences, metastases or suboptimal

responses.

C. Long-Term: <10% long term survivors

V. Expected incidence of Complications
A. Of Disease

Pneumonia 33-55%
Hemorrhage <30%
Empyema <25%
Metastasis <95%
Treatment

Medical: As in V,A.

Surgical: Post-operative

a. Hemorrhage <5%
b. Heart failure <25%
c. Pulmonary insufficiency <25%
d. Pneumonia <50%
e. Atelectasis ~ 90%
f. Empyema <20%
g. Residual pleural space <25%
h. Wound infection <10%
i. Thrombophlebitis <25%
j. Thromboembolism <10%
k. Renal failure <5%
1. Hepatic failure <5%
m. Endocrine failure— (specify) <15%

VI. Disposition

A. Type of care (home, ambulatory care,

domiciliary nursing care, or extend-

ed care facility) depends on degree

of disability.

B. Medical

1. Physician’s evaluation of therapy

2. Antibiotics, bronchodilators, etc.

3. Inhalation therapy

4. Oxygen therapy

5. Roentgenologic examination of the

chest at appropriate intervals

6.

Frequent leukocyte and platelet

counts during or after use of cy-

totoxic agents

Utilization Aspects

I. Indications for Admission to Hospital (with

presumptive or proved malignant neoplasms
of the respiratory tract)

A. Asymptomatic lung lesion: For diag-

nostic work-up

B. Symptoms, such as:

1. Hemorrhage (hemoptysis)

2. Pneumonitis (pneumonia)

3. Dyspnea

4. Pain, dysphagia, weakness or

neurological deficit

5. Thromboembolic complications

II. Projected Length of Stay
A. Single Problem (begins with date of

service

)

1. Diagnosis

a. Uncomplicated 1 to 7 days

b. Complicated Indeterminate

2. Thoracotomy with curative

resection

a. Uncomplicated 7 to 21 days

b. Complicated Indeterminate

3. Nonsurgical treatment

a. Uncomplicated 7 to 21 days

b. Complicated Indeterminate

Multiple Problems (begins with

date of service)

1 . Thoracotomy with non-

curative resection

a. Uncomplicated 7 to 21 days

b. Complicated Indeterminate

2. Nonresectable

a. Uncomplicated 7 to 21 days

b. Complicated Indeterminate

3. Institution of chemotherapy

or radiation therapy

a. Uncomplicated 7 to 21 days

b. Complicated Indeterminate

4. Control of pleural fluid

a. Uncomplicated 7 to 21 days

b. Complicated Indeterminate

5. Treatment of other metastasis

a. Uncomplicated 7 to 21 days

b. Complicated Indeterminate

C. Development of new or different

diagnosis: Depends on complications

and patient response to therapy

III. Indications for Discharge from Hospital

A. No longer requires acute level of

hospital care

B. Availability of adequate home or

domiciliary care

C. Availabilty of adequate medical su-

pervision

D. Transfer to facility for special ser-

vices

E. Ancillary or other medical problems

under control
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NEOPLASMS OF THE ESOPHAGUS
I. Diagnostic Considerations

A. Pertinent history with specific ref-

erence to: 100%
1. Dysphagia

2. Weight loss

3. Hematemesis

4. Pain

5. Regurgitation

6. Age, race, sex

7. Dysphagia in relation to kind of

food

8. Night aspiration

9. Occupation

10.

Smoking

B. General physical examination to in-

clude careful examination of the chest

and search for manifestations such as: 100%
1. Palpable lymph nodes

2. Subcutaneous masses

3. Superior caval obstruction

4. Hepatomegaly

5. Abdominal masses

6. Weight loss

C. Laboratory tests:

1. Complete blood count 100%
2. Urinalysis 100%
3. PA and lateral chest x-ray 100%
4. Electrocardiogram on candidates

for surgery 100%
5. Chemical profile (SMA-12) 100%
6. Esophagogram and upper GI series 100%
7. Pathology examination of excised

tissues 100%
8. Laminograms <30%
9. Asygosgram <25%

10. Cineradiography of esophagus <30%
D. Special Diagnostic Procedures

1. Esophagoscopy with or without

biopsy 90%
2. Bronchoscopy <50%
3. Thoracentesis <25%
4. Special studies to detect intracranial,

skeletal, hepatic or other areas of

possible metastasis <30%
5. Exploratory thoracotomy <25%
6. Exploratory laparotomy to

determine resectability <25%
II. Possible Associated Problems

A. Chronic obstructive pulmonary disease

B. Metastatic lesions

C. Arteriosclerotic heart disease and/or

hypertensive cardiovascular disease

D. Marked debility

III. Patterns of Treatment
A. Specific services

1. Postoperative intensive care unit

(for major thoracotomy) 100%
2. Blood bank (T&C blood) 100%
3. Repeated roentgenograms for eval-

uation of therapy (all types) 100%
4. Intravenous fluids 100%
5. Repeated electrolyte determinations

to guide fluid therapy <75%

B. Special therapy services

1. Preoperative respiratory therapy

and/or chest physiotherapy 50-70%
2. Postoperative respiratory therapy

and/or chest physiotherapy 75-100%
3. Roentgen therapy and cytotoxic or

other chemical agents for patients

with non-resectable or incompletely

resected tumors <50%
4. Dietary ~ 50%

C. Medications

1. Preoperative and postoperative

antimicrobials as indicated for

infection >90%
2. Agents for preoperative and post-

operative control of bronchial

constriction and secretions 50-75%
3. Cytotoxic and other chemical

agents for patients with non-

resected, incompletely resected,

or recurrent tumors <33%
4. Palliative treatment of symptoms

(pain, nausea, etc.) 100%
5. Vitamins 100%

D. Surgical treatmnt

1. Exploratory thoracotomy for diag-

nosis, combined with resection

when possible <25%
2. Conservative resection, benign lesion 15%
3. Esophagectomy 15%
4. Palliative resection (gross tumor

left behind) to relieve hemor-

rhage or obstruction <12%
(Effects: Remove tumor, reduce

symptoms)

5. Intestinal reconstruction following

resection for carcinoma 100%
6. Gastrostomy/ enterostomy for

feeding purposes ~ 12%

E. Consultants, as indicated

1. Gastroenterology <30%
2. Internal medicine/cardiology 50%
3. Radiology (special studies) 100%
4. Pathology (tissue removed) 100%
5. Anesthesiology (surgery) 100%

IV. Expected Response to Treatment
A. Short Term

1. Medical roentgen therapy: Improve

symptoms; diminish obstruction;

little or no effect on longevity or

mortality rate.

2. Surgical: Non-resected same as

above;

Complete resection: 10% alive at

2 years; short term quality of

life improved.

B. Reassessment: All diagnostic proce-

dures may be used, as listed, to

assess recurrences, metastases or

suboptimal responses.

C. Long term: <10% long term, sur-

vivors (5 year)

V. Expected Incidence of Complications
A. Of Disease
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1. Debility >75% b. Complicated Indeterminate

2. Hemorrhage <30% 3. Institution of chemotherapy

3. Obstruction >75% or radiation therapy

4. Metastasis <75% a. Uncomplicated 14 to 35 days

Of Treatment b. Complicated Indeterminate

1. Medical/ Roentgen: As in A above. 4. Control of pleural fluid

2. Surgical: Postoperative a. Uncomplicated 7 to 21 days

a. Hemorrhage <5% b. Complicated Indeterminate

b. Heart failure <20% 5. Treatment of other metastasis

c. Pulmonary insufficiency <20% a. Uncomplicated 7 to 21 days

d. Pneumonia <50% b. Complicated Indeterminate

e. Atelectasis ~ 90%

f. Empyema <30%
g. Residual leak <25%
h. Wound infection <10%
i. Thrombophlebitis <25%
j. Throboembolism <10%
k. Renal failure <5%
l. Hepatic failure <5%
m. Endocrin failure—(specify) <15%

VI. Disposition

A. Type of care (home, ambulatory care,

domiciliary nursing care, or extended

care facility) depends on degree of

disability.

B. Medical

1. Physician’s evaluation of therapy

2. Method of alimentation

3. Roentgenologic examination of the

chest at appropriate intervals

4. Erequent leukocyte and platelet

counts during or after use of

cytotoxic agents

Utilization Aspects
I. Indications for Admission (with presumptive

or proved neoplasms of the esophagus)
A. Weight loss: Eor diagnostic work-up

B. Symptoms, such as:

1. Dysphagia

2. Eood intolerance

3. Dyspnea, night cough

4. Pain in swallowing

5. Regurgitation

II. Projected Length of Stay

C. Development of new or different

diagnosis: Depends on com-

plications and patient response

to therapy.

III. Indications for Discharge
A. No longer requires acute level

of hospital care

B. Availability of adequate home
or domiciliary care

C. Availability of adequate medical

supervision

D. Transfer to facility for special

services

E. Ancillary or other medical prob-

lems under control

E. Satisfactory return of swallowing

function or establishment of

appropriate method of feeding

PRE-SCLAMPSIA
Definitions:

Antenatal admission: Any patient admitted at least 24

hours prior to delivery or being

given magnesium sulfate who
meets indications for admission

under Utilization Aspects.

MgS04: Patients treated with magnesium sulfate.

Postpartum: Those patients who are not treated with

magnesium sulfate, but who require so-

dium luminal postpartum for managem.ent

of pre-eclampsia.

Antepartum MgSOi Postpartum

I. Diagnostic Considerations

Single problem (begins with date of service) A. Evaluation of

1. Diagnosis retina 100% 100% 0%
a. Uncomplicated 1 to 7 days B. Blood pressure

b. Complicated Indeterminate determination 100% 100% 100%
2. Thoracotomy with curative C. Urine protein 100% 100% 0%

resection D. BUN, electro-

a. Uncomplicated 10 to 24 days lytes 100% 100% 0%
b. Complicated Indeterminate E. Hematocrit,

3. Nonsurgical treatment urinalysis 100% 100% 100%
a. Uncomplicated 7 to 21 days E. Evaluation of

b. Complicated Indeterminate sensorium 100% 100% 0%
c. Roentgen, for cancer Indeterminate G. Evaluation of

Multiple Problems (begins DTR’s 100% 100% 100%
with date of service) H. Evaluation of

1. Thoracotomy with non- history for pre-

curative resection vious hypertensive

a. Uncomplicated 10 to 24 days disease, renal

b. Complicated Indeterminate disease 100% 100% 100%
2. Nonresectable I. Evaluation of

a. Uncomplicated 7 to 21 days recent history
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Antepartum MgSO^ Postpartum

for headaches,

epigastric pain 100% 100% 0%
J. Determination of

gestational age 100% 100% 0%

II. Possible Associated Problems
A. Diabetes mellitus

B. Multiple gestation

C. Molar pregnancy

III. Patterns of Treatments

A. Expected Use of Treatment

1. Bed rest until

BP controlled

(140/90) 100% 100% 100%
2. Sedation and/

or diuretics 90% 100% 100%
3. Delivery of in-

fant with or

without active

induction 50% 100% 0%
4. Oral salt

restriction 100% 100% 100%
(Postpartum)

B. Monitor effects of Treatment

1. BP at least

QID 100% 100% 100%
2. BP at least

qlh 0% 100% 0%
3. Intake and

output q8h 0% 100% 0%
4. Daily weights 100% 0% 0%
5. Daily fetal

heart tones

(if unde-

livered) 100% 0% 0%
6. 24-hour

creatinine

clearance 100% 0% 0%
IV. Expected Response to Treatment

A. Short Term: Decreased blood pressure

1. Patients on

MgS04-
within

2 hours 0% 90% 0%
2. Patients on

conservative

therapy within

48 hours 90% 0% 90%
B. Reassessment Of

Patients With Less

Than Expected

Response: Evalu-

ate for other

cause of

hypertension 100% 100% 100%
C. Long Term: Nor-

mal BP at 6

weeks postpar-

tum evaluation 60% 60% 60%

V. Expected Incidence of Complications

A. Of Disease

1. Cerebrovascu-

lar accident <10% <10% <10%

2. Convulsions 10% 10% 10%
3. Congestive

heart failure <5% <5% <5%
4. Hepatic or

renal failure <5% <5% <5%
5. Acute psy-

chosis <10% <10% <10%
6. Retinal de-

tachment <10% <10% <10%
7. Abruptio

placenta 10% 10% 10%
Of Treatment

1. Magnesium
toxicity 0% <1% 0%

2. Hypoten-

sion <5% <5% <5%
>position

Discharged on

medication neces

sary to keep dia-

stolic <100 mm
Hg 100% 100% 100%
6 weeks postpar-

tum evaluation of

blood pressure 100% 100% 100%
C. If patient undeliv-

ered at discharge,

follow-up in clinic

at one week inter-

vals with evalua-

tion of weight, BP,

urine protein 100% 0% 0%

Utilization Aspects

I. Indications for Admission to Hospital (Any

one of the following)

A. Diastolic pressure 90 mm Hg
B. 1-2+ proteinuria

C. Excessive weight gain

D. Headache, epigastric pain

E. Visual disturbances

II. Projected Length of Stay

A. 3 to 5 days 50%
B. 5 to 10 days 35%
C. 11 to 15 days 10%
D. <15 days 5%

III. Indications for Discharge from Hospital

A. Clear sensorium 100%
B. Afebrile 100%
C. Diastolic BP controlled <100 mm Hg 100%
D. Normal wound healing 100%
E. Adequate control of any associated

complications 100%

URETERAL CALCULUS
I. Diagnostic Considerations

A. History should record presence or

absence of: 100%
1. Pain—if present, location

2. Eever

3. Hematuria

4. Previous history of stone disease

5. Nausea with/or vomiting

6. Previous urologic disease
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THIS SPACi PROVIDED BY THE PUBLISHER AS A PU BUG SERVICE.

She’s a graduate of Columbia with a Masters

in hterature.

She’s a vice president of a publishing company.

She’s watched television programs and read

dozens of pamphlets and articles about early

cancer detection.

She has relatives and close, personal friends

who have had mastectomies.

She’s about as aware of the need for breast self-

examination as any intelligent woman could be.

Yet she does not get regular checkups nor

does she even examine her own breasts.

Why? Because her doctor never told her to .

But 92% of the women who receive personal instruction

from their doctors do regularly practice BSE.*

You don’t have to be told how important early detection is.

But maybe you need this reminder that a few personal

words from you can often mean more than the millions of

words that go into publicity and television programs.

’Based on a Gallup study conducted for the American Cancer Society.

american

Photo; Roy SolowInskI

Tennessee Division

2519 White Avenue
Nashville, Tennessee 37204
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B. Physical examination should include: 100% 3. Consider alternate diagnosis 1%
1. Notation of presence or absence a. Papillary necrosis

of flank tenderness b. Clot colic

2. Body temperature recorded c. Ureteral neoplasm

3. Genital examination IV. Expected Incidence of Complications
4. Rectal examination A. Of Disease

5. Vaginal examination in females 1. Pyelonephritis 5%
C. Laboratory evaluation should include: 2. Post obstructive renal deterioration 1%

1. Complete blood count 100% 3. Ureteral stricture 1%
2. Urinalysis 100% B. Of Treatment

3. Urine culture and sensitivity 100% 1. Ureteral stricture 2%
4. Evaluation of renal function 100% 2. Ureterocutaneous fistula <1%

( BUN, creatinine, or creatinine 3. Wound infection 2%
clearance) 4. Vesicoureteral reflux <1%

5. Intravenous pyelogram 100% 5. Urinary infection (not present pre-

6. Serum calcium, phosphorous. treatment) 5%
uric acid 50% 6. Retained calculus 5-10%

7. Urine calcium, phosphorous. 7. Urinoma <1%
uric acid 50% V. Disposition

8. Stone analysis 75% A. Office follow-up within one month 100%
II. Patterns of Treatment B. Intravenous pyelogram within three

A. Expected Use of Treatment months 100%
1. Non-operative 25% C. Antibiotics 50%
2. Stone manipulation 50% D. Pain medications 100%
3. Open surgery 25% E. Instructions in postoperative wound care

B. Monitor Effects of Treatment (if open surgery performed) 100%
1. Non-operative F. Instructions in postoperative activity

a. Stone progressing through ureter 75% level with precautions 100%
b. Pain under control 75% Utilization Aspects
c. Absence of infection 95% 1 . Indications for Admission

2. Operative A. Intractable pain

a. Postoperative observation 100% B. Fever

b. Observation of urinary drainage 100% C. Renal insufficiency

c. Observation of wound 100% D. Hematuria

III. Expected Response to Treatment E. Elective evaluation of patient with known cal-

A. Short Term cuius

1. Patient free of stone 75% II. Projected Length of Stay
2. Pain diminishing 100% A. Diagnosis: 3 to 7 days

3. Infection absent or abolished 100% B. Treatment: 5 to 21 days

4. Absence of ureteral stricture 97% III. Indictions for Discharge
B. Reassessment of Patients With Less A. Pain under control

Than Expected Response B. Infection absent or successfully under

1. Consider residual calculus 5% treatment

2. Consider ureteral stricture 3% C. Renal function stable

"No problem with the oil change and lube, but

it keeps rejecting the new oil filter."

MAY, 1976 377



Valley Psychiatric Hospital
P. O. Box 21373 ShaUowford Road

Chattanooga, Tennessee 37421
Phone 615-894-4220

A 50 bed private acute intensive treatment facility with programs designed to treat psy-

chological, alcoholic, and drug abuse problems.

A full range of treatment modalities are utilized including individual and group psycho-

therapy, chemotherapy, electro-convulsive therapy, and adjunctive and family therapies. Ad-

junctive Therapy includes continuing education through home-bound teaching for school-aged

adolescents, recreational, occupational, and other supportive therapies. Group therapy is five

days each week with individual therapy at least two days a week. Patients have six hours

a day in scheduled therapeutic activities. Comprehensive outpatient services are available

with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Teimessee. A member of the Teimessee Hospital Association, the

American Hospital Association, and the National Association of Private Psychiatric Hospitals.

Accredited by the Joint Commission on Accreditation of Hospitals.

STAFF:

Psychiatry Clinical Psychology

Davis G. Garrett, M.D. Michael J. Guttler, Ph.D.

Henry Evans, M.D. Thomas L. Cory, Ph.D.

Internal Medicine Consultant

Charles D. Kennedy, M.D.

R. Lindsay Shuff, M.H.A.
Administrator

Adjunctive Therapy

Dan B. Page, M.Ed.

CL Scovunina ^c^uare
NASHVILLE, TENNESSEE

Two and Three Bedroom Luxury Apartments

Beginning at $360

Resident Manager

(615) 385-3141

Located at:

4141 Woodlawn at Harding Road
Across from new St. Thomas Hospital

A private community of leased residences molded after

the grace and charm of colonial Williamsburg.

Managed By:

Ghertner & Co.

(615) 255-8531
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According to her major

ptoms, she is a psychoneu-

: patient with severe

iety. But according to the

:ription she gives of her

ings, part of the problem
' sound like depression.

5 is because her problem,

ough primarily one of ex-

ive anxiety, is often accom-
ied by depressive symptom-
ogy. Valium (diazepam)

provide relief for both—as
excessive anxiety is re-

jd, the depressive symp-

s associated with it are also

n relieved.

There are other advan-

s in using Valium for the

lagement of psychoneu-

^ anxiety with secondary

'essive symptoms: the

:hotherapeutic effect of

um is pronounced and
d. This means that im-

^ement is usually apparent

in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.Ld.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

2-mg, 5-mg, 10-mg scored tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

jillance because of their predisposi-

;o habituation and dependence. In

nancy, lactation or women ofchild-

ng age, weigh potential benefit

1st possible hazard,

autions: If combined with other psy-

'opics or anticonvulsants, consider
'ully pharmacology of agents em-
id; drugs such as phenothiazines,

Dtics, barbiturates, MAO inhibitors

)ther antidepressants may potentiate

ition. Usual precautions indicated in

nts severely depressed, or with latent

2ssion, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

r\ Roche Laboratories

ROCHE Division of Hoffmann-La Roche Inc.

/ Nutley, New Jersey 07110
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Abstract of the Proceedings of the House of Delegates

Of the Tennessee Mediccd Association

Memphis, Tennessee — April 7-10, 1976

Tlie House of Delegates of the Tennessee

Medical Association met in Memphis, Tennessee

with headquarters in the Hilton Inn-Airport,

April 7-10, 1976 in conjunction with the 141st

Annual Meeting of the Association, with Dr.

William H, Edwards, Speaker of the House of

Delegates and Dr. Allen S. Edmonson, Vice

Speaker, presiding.

The invocation was rendered by Dr. John H.

Burkhart, Knoxville:

“Almighty God, our Father, You who are

the only stable and certain force in a world

divided, a world confused by its own division,

who are mindful of every event, every thought,

every word, every action on this earth which

You have created. You who did make man in

Your own image and charge him to care for

and be concerned about his fellow men, we
seek Thy blessing on this House of Delegates,

representatives of a noble profession, the chief

aim of which is and ought to be carrying out

Your charge, help us to be capable, kind, con-

siderate and diligent in the performance of Your

purposes. Bless us as we convene today to re-

view our past, to contemplate our present, to

plan our future, and in matters that seem routine

and often tiresome, give us patience to do those

things which may be necessary to the orderly

procedure of this House of Delegates. In those

matters which require expression of ideas, care-

ful consideration of various aspects and some-

times controversial positions and conflicting opin-

ions, give us the openness of mind to be receptive,

the stoutness of principle to be fair, the courage

of conviction to be counted, and the greatness of

heart to be tolerant of the opposite view. Keep

us always aware of the nobility of the work to

which we are called, and may the business of

this Association be Your business and the work

of its members Your work, for we are nothing

if we are not acceptable in Your judgment.

Amen.”

REPORT OF THE COMMITTEE
ON CREDENTIALS

Dr. James N. Proflitt, Maryville, Committee

on Credentials, reported that there was a quorum

present. The Speaker pointed out that there were

eighty-four members of the House of Delegates

present and represents a quorum. The Speaker

declared the House was in session.

1975 MINUTES APPROVED

The Speaker announced that an abstract of

the Minutes of the last regular session of the

House of Delegates were reproduced in the June,

1975 issue of the Journal of TMA. It was

moved and seconded that the abstracted Minutes

of the 1975 session of the House of Delegates

be approved as published in the June, 1975

issue of the Journal. The motion was adopted.

REFERENCE COMMITTEES

The Speaker announced the personnel of the

Reference Committees to consider reports, reso-

lutions, amendments, and all matters requiring

action by the House of Delegates.

REFERENCE COMMITTEE
ON CREDENTIALS
John P. Nash, M.D., Memphis, Chairman

James N. Proffitt, M.D., Maryville

Robert W. Ikard, M.D., Nashville
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REFERENCE COMMITTEE ON
AMENDMENTS TO THE CONSTITUTION
AND BY-LAWS
John H. Burkhart, M.D., Knoxville, Chairman

Will G. Quarles, Jr., M.D., Livingston

Wilford H. Gragg, Jr., M.D., Memphis

REFERENCE COMMITTEE A
Hugh Francis, Jr., M.D., Memphis, Chairman

F. Houston Lowry, M.D., Madisonville

Ronald E. Overfield, M.D., Nashville

REFERENCE COMMITTEE B
H. T. Lavely, M.D., Nashville, Chairman

James H. Ragsdale, M.D., Union City

Robert B. Gilbertson, M.D., Knoxville

REFERENCE COMMITTEE C
Donald J. Russell, M.D., Chattanooga, Chairman

Hamel B. Eason, M.D., Memphis

Carl T. Stubblefield, M.D., Shelbyville

REFERENCE COMMITTEE D
Robert L. Bomar, Jr., M.D., Nashville, Chairman

A. Barnett Scott, M.D., Jackson

C. Windom Kimsey, M.D., Chattanooga

REFERENCE COMMITTEE ON
OUTSTANDING PHYSICIAN
OF THE YEAR AWARD
William T. Satterfield, Sr., M.D., Memphis,

Chairman

Morse Kochtitzky, M.D., Nashville

E. Kent Carter, M.D., Kingsport

NOMINATING COMMITTEE
As required in the By-Laws, the Board of

Trustees in its January meeting, appointed a

Nominating Committee with representatives from

each of the three grand divisions of the state.

The Speaker announced the personnel of the

Committee.

EAST TENNESSEE:
David P. McCallie, M.D., Chattanooga

John H. Burkhart, M.D., Knoxville

Gilbert A. Rannick, M.D., Johnson City

MIDDLE TENNESSEE:
Malcolm R. Lewis, M.D., Nashville

Clarence R. Sanders, M.D., Gallatin

Olin O. Williams, M.D., Murfreesboro

WEST TENNESSEE:
Tinnin Martin, Jr., M.D., Memphis
Thomas K. Ballard, M.D., Jackson

Arden J. Butler, Jr., M.D., Ripley
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ELECTION OF
OFFICERS AND COUNCILORS

APRIL 10, 1976

The report of the Nominating Committee was

presented in the second session of the House of

Delegates on Saturday, April 10. Nominees sub-

mitted by the Committee were voted upon indi-

vidually and in each instance, the Speaker called

for additional nominations from the floor. Those

elected were:

President-Elect—David H. Turner, M.D., Chatta-

nooga

Speaker—House of Delegates—William H. Ed-

wards, M.D., Nashville

Vice Speaker—House of Delegates—Allen S.

Edmonson, M.D., Memphis
Vice President (East Tennessee)—John S. Bur-

rell, M.D., Lake City

Vice President (Middle Tennessee)—Dawson
Durrett, Jr., M.D., Clarksville

Vice President (West Tennessee)—Robert L.

Harrington, M.D., Dyersburg

AMA Delegate (East Tennessee)—John H.

Burkhart, M.D., Knoxville (January 1, 1977-

December 31, 1978)

AMA Alternate Delegate (East Tennessee)

—

David H. Turner, M.D., Chattanooga (Jan-

uary 1, 1977-December 31, 1978)

AMA Delegate (State-at-Large)—Robert H.

Haralson, Jr., M.D., Maryville (Filling the un-

expired term of Julian K. Welch, M.D., de-

ceased, through 1976 and a term of his own
from January 1, 1977-December 31, 1978)

AMA Alternate Delegate (State-at-Large)—
Thomas K. Ballard, M.D., Jackson (Filling

the unexpired term of Robert H. Haralson,

Jr., M.D., and a term of his own from Jan-

uary 1, 1977-December 31, 1978)

TRUSTEES
Middle Tennessee:
Virgil H. Crowder, Jr., M.D., Lawrenceburg

(1979)

COUNCILORS
First District—Gilbert A. Rannick, M.D., John-

son City (1978)

Third District—James R. Royal, M.D., Chatta-

nooga (1978)

Fifth District—Anne U. Bolner, M.D., Fayette-

ville (1978)
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Seventh District—Parker D. Elrod, M.D., Center-

ville (1978)

Ninth District—Arden J. Butler, Jr., M.D., Ripley

(1978)

Nominees for Public Health Council: (Three from

Middle Tennessee, one of which will be subse-

quently appointed by the Governor.)

Kirkland W. Todd, Jr., M.D., Nashville

Lloyd T. Brown, M.D., GaUatin

Robert S. Sanders, M.D., Murfreesboro

Nominees for Advisory Board for Tuberculosis

Control: (Three from East Tennessee, one of

which will be subsequently appointed by the

Governor.

)

Stewart H. Auerbach, M.D., Chattanooga

Jacob T. Bradsher, M.D., Knoxville

William P. Bailey, Jr., M.D., Johnson City

THE ABOVE WERE NOMINATED BY THE
HOUSE OF DELEGATES.

AMENDMENTS TO
THE CONSTITUTION AND BY-LAWS
The Speaker reported that there were no

amendments to the Constitution or By-Laws to

be considered by the House.

RESOLUTIONS
The Reference Committees have the option

of recommending a resolution for adoption or

rejection, for adoption as amended or substituted

for referral, or for no action. The resolutions

that follow are as amended, and in the form

in which the House of Delegates adopted, re-

ferred or rejected them.

RESOLUTION NO. 1-76

Dues Increase

By: Board of Trustees

Tennessee Medical Association

WHEREAS, The Tennessee Medical Association is

currently operating at a financial deficit, and as a result

must reduce its reserves to meet expenses; and

WHEREAS, The Association has been understaffed,

and in order to meet the issues and obligations to its

members, the Board of Trustees has approved a staff

reorganization calling for additional personnel to

strengthen the capabilities and autonomy of TMA; and

WHEREAS, This Association has operated on the

present dues structure since 1969 in spite of more than

40% inflation and increased costs every year; and

WHEREAS, The TMA budget for 1977 will be almost

double the budget of 1969; and

WHEREAS, The medical malpractice issue has re-

quired sizeable amounts of funds to meet the demands

of establishing a physician-owned insurance company

and other facets of the malpractice crisis which is with

us and which is likely to remain for an indefinite time;

and

WHEREAS, The rising costs of conducting Associa-

tion business must be met, i.e., inflation, postage costs

increasing drastically, travel costs escalating due to the

fuel problem, rising utility rates, taxes, paper shortages

and rising printing costs in an effort to keep communi-
cations open; and

WHEREAS, Government at legislative, administrative

and judicial levels, as well as the public, must hear

Medicine’s responses to the proposals by such agencies;

and

WHEREAS, In the next several years costly actions

will be necessary in order to protect the rights of phy-

sicians, requiring necessary funds for legal and other

expenses; and

WHEREAS, TMA dues are the lowest in all the fifty

states, and less than one-half the average of the other

southeastern states of $162.00 per year. Now therefore

be it

RESOLVED, That the House of Delegates approve an

annual dues increase of $50.00 for active members,

making the TMA annual dues for active members
$130.00 per year, effective January 1, 1977 pursuant

to the authority granted to this House of Delegates by

Chapter IX, Section 1 of the By-Laws of this Associa-

tion.

Reference Committee C—recommended adop-

tion of the resolution with the amendment that

the present membership dues be increased $50

rather than $30 as stated in the original resolu-

tion.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 2-76

Opposition to Identifying Numbers for Physicians

By: Board of Trustees

Tennessee Medical Association

WHEREAS, In 1934 the Social Security Act was

created as a social insurance vehicle; and

WHEREAS, A numbering identifier was assigned to

every covered insured; and

WHEREAS, There are Federal regulations specifying

that the Social Security number may only be required

for Social Security Administration and Internal Revenue

Service purposes with all other uses being voluntary;

and

WHEREAS, We are now being informed by the De-

partment of Health, Education and Welfare that they

are mandating the use of such Social Security number

as an identifier on all hospital records in order to enable

the Bureau of Quality Assurance to tie medical records

to an individual physician. Now, therefore be it

RESOLVED, That the Tennessee Medical Association

is herewith expressing its total opposition to the use

of the Social Security number as a universal numbering

identifier, and be it further

RESOLVED, That this resolution be directed to the

American Medical Association, all County Medical So-

cieties in Tennessee, all Professional Standards Review
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Organizations, the Department of Health, Education and

Welfare, and the Tennessee State Agencies for their in-

formation.

Reference Committee A—recommended adop-

tion of the resolution.

ACTION: ADOPTED

RESOLUTION NO. 3-76

Examination of Patients in Nursing Homes

By; Blount County Medical Society

WHEREAS, The Department of Health, Education

and Welfare, by bureaucratic edict, now requires exami-

nation by a physician of all nursing home patients at

intervals of not less than sixty days; and

WHEREAS, The need for frequent periodic examina-

tion for all patients has not been established nor is

necessary; and

WHEREAS, The acute shortage of physicians is fur-

ther aggravated by this requirement; and

WHEREAS, This requirement is an additional and

unnecessary expense to patient and government. Now,
therefore be it

RESOLVED, That the Tennessee Medical Associa-

tion affirm its opposition to the Department of Health,

Education and Welfare’s unyielding time requirements

for the examination of all nursing home patients even

though they are deemed unnecessary in the judgment of

the attending physicians; and be it further

RESOLVED, That the Tennessee Delegation to the

American Medical Association House of Delegates intro-

duce this or a similar resolution in the House of Dele-

gates at the annual session in June, 1976 requesting that

the American Medical Association petition the Depart-

ment of Health, Education and Welfare for revocation

of the sixty-day requirement; and be it further

RESOLVED, That the House of Delegates instruct

the Chairman of the Board of Trustees to appoint a

Committee on Long Term Health Care.

Reference Committee A—recommended the

resolution be adopted with the amendment that

TMA oppose the unyielding time requirements

for the examination of nursing home patients

directed by the Department of Health, Educa-

tion and Welfare and that the TMA Board of

Trustees appoint a TMA Committee on Long
Term Health Care.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 4-76

Advertising

By: Board of Trustees
Tennessee Medical Association

WHEREAS, Under the guise of acting in the public

interest, the Eederal Trade Commission has called for

the removal of the ban on physician advertising; and
WHEREAS, The very strength of the profession’s

reputation springs from the patient’s confidence in his
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doctor and not by mass marketing through the various

communication media; and

WHEREAS, Dismantling the Mode of Ethics could

lead only to higher medical costs; and

WHEREAS, The removal of this century-old patient

safeguard would encourage hucksterism by some physi-

cians. Now, therefore be it

RESOLVED, That the Tennessee Medical Association

reaffirm its policy that advertising by the medical pro-

fession is unethical; and be it further

RESOLVED, That the Tennessee Medical Association

lend its support to the American Medical Association

in upholding the highest standards of ethics in the pro-

fession.

Reference Committee B—recommended that

the resolution be adopted with the amendment
of a minor word change.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 5-76

Joint Practice

By: Board of Trustees

Tennessee Medical Association

WHEREAS, The House of Delegates directed the

Tennessee Medical Association to develop guidelines

relative to Joint Practice Arrangements existing in Ten-

nessee; and

WHEREAS, The Interprofessional Liaison Commit-
tee, and more recently the TMA/TNA Joint Practice

Committee, have spent two years in developing a state-

ment that would give physicians and nurse professionals

direction in any joint practice setting. Now, therefore

be it

RESOLVED, That the attached statement is recom-

mended for adoption as policy on Joint Practice.

April, 1976

TENNESSEE MEDICAL ASSOCIATION—
TENNESSEE NURSES ASSOCIATION

JOINT PRACTICE COMMITTEE

STATEMENT ON JOINT PRACTICE
This statement embodies guiding principles and pro-

fessional opinion on elements of joint practice by phy-

sicians and registered nurses in any health care setting.

This statement testifies to mutually agreed upon prin-

ciples of practice and can be used to validate generally

acceptable practices or patterns of care. It also serves

as a focal point for responding to health care needs

through expanded methods of delivery.

The Tennessee Medical Association and Tennessee

Nurses Association cannot, through this statement,

alter the legal authority of the physician or registered

nurse. Physicians and registered nurses are issued in-

dependent licenses to practice their respective profes-

sions by the State of Tennessee (TCA 63-6, TCA 63-7),

and are thereby accountable to the citizens of Tennessee.

The following principles of joint practice, when ap-

plied, can provide optimum utilization of the services of

physicians and registered nurses to increase availability,

accessibility and quality of health care in Tennessee.
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(1) The foremost concern of all joint practice ar-

rangements is the provision and maintenance of quality

health care.

(2) Medical and nursing services are complementary

but they are not interchangeable either in responsibility

or accountability. Each practitioner shall perform only

those acts for which that person has been licensed,

prepared and has demonstrated ability to perform.

(3) All physicians and nurses in active practice shall

have a knowledge and understanding of the laws that

regulate and influence their professions and other health

care providers.

(4) The joint practice of physicians and nurses in-

cludes both independent and cooperative decision mak-

ing. Jointly developed protocols can clarify shared re-

sponsibilities and delegated functions. Appropriate

medical and nursing supervision must be available at

all times by on-site communication or at least the

access to telephone. A regular communications sched-

ule shall be established between the nurse (s) and phy-

sician(s) in joint practice to facilitate discussions and

review of patient care management and to assure avail-

ability of consultation. Mechanisms for patient referral

shall be jointly agreed upon.

(5) In each joint practice situation, written protocols

jointly developed by the nurse (s) and physician (s)

shall outline delegated medical tasks and drug manage-

ment to be used in patient care. Protocols shall be

individualized according to the physician and nurse

using them and represent an agreement between them

regarding that specific practice setting. Protocols shall

be reviewed and revised periodically.

(6) Each practitioner is accountable and responsible

for the quality of care he renders. Each practitioner

is also responsible for the maintenance and improve-

ment of his practice proficiency.

(7) Joint practice arrangements can exist in any

health care delivery setting, including but not limited

to coronary care units, intensive care units, private

physician offices, hospital emergency rooms and primary

care clinics.

(8) Joint practice settings require registered nurses

to have formal preparation for the specialty practice in

which they will function. Physicians must have a knowl-

edge and understanding of that preparation. Both the

physician and the nurse must understand that the limits

on the scope of practice are dependent on the complexity

of the situation and the preparation of the nurse.

(9) Each practitioner shall receive remuneration

commensurate with qualifications, proficiency, and ser-

vices rendered.

(10) It is advantageous for joint practice committees

to be established by local medical societies and dis-

trict nurses associations and/or within each health care

delivery setting to facilitate communications between

physicians and nurses and to monitor delivery of care.

The Joint Practice Statement shall be reviewed and

revised as necessary to incorporate appropriate con-

cepts which may develop.

Reference Committee D—recommended that

the resolution be re-referred to the Board of

Trustees for further study, however, testimony

from the House recommended that although this

statement was not perfect, it did give a basis for

which to work and build in the future for phy-

sician-nurse relationships.

ACTION; ADOPTED AS AMENDED

RESOLUTION NO. 6-76

Establishment of Emergency Medical

Services Committees

By: Emergency Medical Services Committee
Nashville Academy of Medicine

WHEREAS, Effective systems of response should be

established to encompass both the common medical

emergency and major disaster; and

WHEREAS, These systems should be developed by

county medical societies in the framework of area

Emergency Medical Services (EMS) systems; and

WHEREAS, Orderly pre-determined lines of author-

ity should be established by county medical societies in

accordance with local practices and capabilities to per-

mit advance planning and decision making. Now, there-

fore be it

RESOLVED, That county medical societies be en-

couraged to establish EMS Committees to further their

involvement of EMS planning, organization, and imple-

mentation; and be it further

RESOLVED, That in communities where emergency

physicians are responsible for staffing emergency depart-

ments, every effort be made to involve such physicians

in the EMS Committee of the local county medical

society.

Reference Committee B—recommended adop-

tion of the resolution.

ACTION: ADOPTED

RESOLUTION NO. 7-76

Direct Election of TMA Alternates and

Delegates to AMA
By: Thomas G. Dorrity

WHEREAS, The Tennessee Medical Association’s

Alternates and Delegates to the American Medical As-

sociation do not now represent specific groups of doc-

tors; and

WHEREAS, It would be desirable to give doctors of

Tennessee specific liaison with their own elected repre-

sentatives to the American Medical Association; and

WHEREAS, Election by geographic area does fix

responsibility and allow a helpful, mutual and specific

two-way communication between physicians and their

representatives; and

WHEREAS, It is traditional at all levels of govern-

ment to have elected officials represent specific areas.

Now, therefore be it

RESOLVED, That the House of Delegates of the

Tennessee Medical Association directs the Council to

develop districts, based on a county and physician-

population basis and thereby assign Delegates/Alternates

to the American Medical Association on a geographic

basis; and be it further
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RESOLVED, That appropriate changes be made in

the By-Laws to allow for such districting and times

set for nomination, balloting and tabulating procedures

for direct election of the American Medical Associa-

tion Delegates and Alternates by district or area; and

be it further

RESOLVED, That the vote on these changes be car-

ried on by secret mailed ballot to the entire membership

and the vote tabulated so that, if passed in the affirma-

tive, nominations and elections can be completed before

the next session of this House.

Reference Committee A—recommended the

resolution not be adopted.

ACTION: NOT ADOPTED

RESOLUTION NO. 8-76

Professional Standards Review Organization

(PSRO’s)

By: Thomas G. Dorrity, M.D.

WHEREAS, Public Law 92-603, Section 249E, Title

XI, Part B, requires the establishment of Professional

Standards Review Organizations by the Secretary of the

Department of Health, Education and Welfare through-

out the nation; and

WHEREAS, These PSRO’s exist as the pleasure of

the Secretary of HEW and will function as directed

by him or will be abolished and replaced by him when-

ever he determines that they are incapable of perform-

ing their designated duties; and

WHEREAS, These PSRO’s will be required to set and

judge national norms of medical care, diagnosis and

treatment, have authority to determine in "advance any

elective admission of any Federally subsidized patient

to any health care facility or any admission of said

patient for extended or costly courses of treatment, will

review the professional activities of physicians and other

providers of health care in hospitals and in their offices

as to the necessity, quality and economy of such health

care, will maintain and review profiles of care and

services provided said patients and profiles on each

health care practitioner and provider as regards quality

and need for service rendered in institutions and in

private offices, and will perform other duties under this

law; and

WHEREAS, Physicians that are providers of health

care who do not comply regularly in their treatment of

Federally subsidized patients with the norms and stan-

dards determined by PSRO’s and approved by the Sec-

retary of HEW may have sanctions and fines up to

$5,000.00 levied against them and their unapproved

activity or behavior publicized by the Secretary of HEW;
and

WHEREAS, These PSRO’s and, indeed, all physicians

treating Federally subsidized patients, if they volunteer

to assist in establishing said PSRO’s will in effect be-

come the agents of the Federal Government under vir-

tual dictatorial control of the Secretary of HEW; and

WHEREAS, The establishment of PSRO’s under this

law, for the reasons noted above, directly interferes

with the actual practice of medicine and is not in the
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best interests of our profession or of our patients. Now,
therefore be it

RESOLVED, That the Tennessee Medical Association

and the Tennessee Foundation for Medical Care, Inc.,

take no action to establish any Professional Standards

Review Organization under Public Law 92-603.

Reference Committee C—recommended the

resolution not be adopted.

ACTION: Upon a vote of 61 to 40, the resolu-

tion was NOT ADOPTED

RESOLUTION NO. 9-76

Professional Liability Insurance

By: Blount County Medical Society

WHEREAS, Medical malpractice insurance is in a

chaotic state throughout the United States, and Ten-

nessee is no exception; and

WHEREAS, In recent years, the number of malprac-

tice claims, the cost of paying these claims, and the

cost of defending them have escalated sharply; and

WHEREAS, The rate for the Joint Underwriting As-

sociation’s “occurrence” coverage premiums and Stabili-

zation Reserve Fund approved by the Tennessee De-

partment of Insurance results in a 300% increase over

January, 1975 Insurance Service Office rates; and

WHEREAS, The Ad Hoc Committee on Professional

Liability of the Tennessee Medical Association has con-

cluded that the long range solution to this crisis will

come from: (1) additional legislative action; (2) more
efficient and aggressive claims handling and defense

work; (3) better education of physicians with concern

for the reduction of number of claims; and

WHEREAS, Approximately 25% of the premium

dollar is returned to our patients, indicating approxi-

mately 75% overhead for malpractice insurance. It,

therefore, is evident that the obvious and unusual profit

motive made possible through extensive physicians mal-

practice insurance coverage stimulates increase in the

magnitude of the crisis from year to year; and

WHEREAS, The professional liability coverage of

physicians for increasingly large sums of money offers

no long term solution to the problem. Now therefore

be it

RESOLVED, That the Tennessee Medical Associa-

tion renew its efforts for: (1) additional legislative

relief through the State Legislature; (2) more efficient

and aggressive claims handling in defense work utiliz-

ing the state and local Medical and Bar Associations;

and (3) better education of physicians in regard to re-

duction of claims.

Reference Committee C—supported the State

Volunteer Mutual Insurance Company and its

stated claims policy, but felt it was inappropriate

for the Tennessee Medical Association to adopt

this poUcy of non-liability insurance coverage,

and therefore recommended adoption of the reso-

lution with the deletion of the first resolve.

ACTION: ADOPTED AS AMENDED
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RESOLUTION NO. 10-76

Installation of Wats Line at TMA Headquarters

By: Knoxville Academy of Medicine

WHEREAS, Immediate communication between TMA
Headquarters and the officers and membership of the

comFK)nent county societies has become not only highly

desirable but a distinct necessity; and

WHEREAS, Present lines of communication through

long distance telephoning and mail creates delays which

are many times detrimental and sometimes even fatal.

Now, therefore be it

RESOLVED, That the Board of Trustees of the Ten-

nessee Medical Association be requested to investigate

the fiscal and practical feasibility of the installation of

a Wide Area Telecommunications Service (WATS) sys-

tem at the TMA Headquarters.

Reference Committee D—recommended adop-

tion of the resolution.

ACTION: ADOPTED

RESOLUTION NO. 12-76

Plaintiff’s Responsibilities in

Malpractice Lawsuits

By: Bradley County Medical Society

WHEREAS, The court system in the State of Ten-

nessee in recent years has been strained by the marked

increase in litigation; and

WHEREAS, A large portion of this litigation is made
up of suits asking compensation for injury of one form

or another; and

WHEREAS, The cost of insurance against this type

of claim has increased tremendously in almost all

fields; and

WHEREAS, A large portion of these insurance pre-

miums is used up paying the costs of defending these

claims. Now, therefore be it

RESOLVED, That the House of Delegates of the

Tennessee Medical Association request and instruct the

officers and Board of Trustees of the Tennessee Medical

Association to prepare and support legislation regarding

plaintiff’s liabilities to defendants for reasonable defense

costs resulting from plaintiff’s pursuit of a frivolous

malpractice action; and be it further

RESOLVED, That sponsors be found to introduce

this bill in the House and Senate of the Tennessee State

Legislature and every effort be made to gain its passage;

and be it further

RESOLVED, That the House of Delegates request

the officers to contact other organizations such as the

Tennessee Hospital Association, insurance organiza-

tions and manufacturing organizations to enlist their

support for this bill.

Reference Committee A—recommended with

amendment of the first resolve, that the resolution

be adopted.

ACTION: ADOPTED

RESOLUTION NO. 13-76

Formal Recognition of Primary Care Specialties

By: Charles E. Allen, M.D.

Sponsored By: Tennessee Society of Internal

Medicine/Tennessee Region, American
College of Physicians

WHEREAS, The original Millis report, that originated

the term “primary care” predieted confusion; and

WHEREAS, The American Medical Association

House of Delegates and AMA testimony before Con-

gressional Committees use the term “primary care spe-

cialties”; and

WHEREAS, There appears to be confusion as to the

meaning of primary care and primary care physicians;

and

WHEREAS, Primary care is a function, not a dis-

cipline provided by all physicians but most often by

internists, pediatricians, general practitioners, obste-

trieians, gynecologists and family practitioners. Now,
therefore be it

RESOLVED, That the medical specialties of family

practice, internal medicine, pediatrics and obstetrics/

gynecology be recognized formally as major compo-

nents of the profession which, together with general

practice, provide most primary medical care to the

American public; and be it further

RESOLVED, That the Tennessee Medical Associa-

tion’s Board of Trustees be urged to communicate this

resolution to the Tennessee State Legislature.

Reference Committee B—stated that while

there were many aspects of the resolution that

were laudable, it generally fell into the area in

which TMA should not go on record as en-

dorsing, and it was therefore recommended that

the resolution not be adopted.

ACTION: NOT ADOPTED

RESOLUTION NO. 14-76

Licensing and Regulation of Clinics

Performing Abortions

By: Knoxville Academy of Medicine

WHEREAS, Preventable complications and death

have occurred under the present system of non-regula-

tion of abortions in Tennessee; and

WHEREAS, It is alleged abortions are being per-

formed by persons other than licensed physicians in

certain advertised abortion clinics; and

WHEREAS, Abortions are allegedly being performed

on non-pregnant patients; and

WHEREAS, Medically indicated accurate laboratory

tests are not being performed on each patient before

the abortion procedure; and

WHEREAS, There is currently no inspection of the

adequacy of equipment, sterility, appropriate ancillary

equipment, and resuscitation equipment, nor the ability

to rapidly transfer a patient to a hospital; and

WHEREAS, In certain cases no suitable follow-up of

the patient where complications arise has been provided;

and
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WHEREAS, Abortions are allegedly being initiated

on an out-patient basis beyond the 12th week of gesta-

tion; and

WHEREAS. Currently there is poor reporting of in-

duced abortions performed in Tennessee. Now, there-

fore be it

RESOLVED, That the House of Delegates of the

Tennessee Medical Association develop legislation and

seek its adoption which would require the licensing

and regulation of all clinics performing abortions in

the State of Tennessee.

Reference Conimiffee B—stated that, since

the 89th General Assembly had adopted H.B.

1381 which implements the suggestions embodied

in the resolution, it was no longer pertinent and

recommended the resolution not be adopted.

ACTION: NOT ADOPTED

RESOLUTION NO. 15-76

Time of Submission of Resolutions to

TMA House of Delegates

By: Board of Trustees

Tennessee Medical Association

WHEREAS, Resolution No. 9-75 adopted by the

House of Delegates required that all resolutions to be

acted upon in the House of Delegates be submitted to

the TMA office no less than six weeks prior to the

annual session of the House; and

WHEREAS, Such resolutions received are to be dis-

tributed to component medical societies no less than five

weeks prior to the opening session of the House; and

WHEREAS, Many important resolutions do not reach

the TMA Headquarters until well beyond the deadline;

and

WHEREAS, Resolutions which represent matters of

an urgent nature must be approved by 5 1 % of the

members of the House of Delegates if received less

than six weeks prior to the opening session of the

House; and

WHEREAS, With the many issues facing Medicine

today, it is imperative that these resolutions be put be-

fore the House regardless of time. Now, therefore be it

RESOLVED, That all resolutions received prior to

the opening session of the House be introduce.d without

special approval of the House of Delegates; and be it

further

RESOLVED, That all resolutions received at the Ten-

nessee Medical Association Headquarters two weeks
prior to the TMA Annual Meeting be forwarded to the

Delegates prior to the opening session of the House.

Reference Committee D—recommended that

with a change in the last resolve the resolution

be adopted.

ACTION: ADOPTED AS AMENDED
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RESOLUTION NO. 16-76

National Health Planning and Resources

Development Act (NHPRDA)
By: George R. Mayfield, Jr., M.D.

WHEREAS, Organized medicine opposed the hasty

enactment by Congress of NHPRDA; and

WHEREAS, The Executive Vice President of the

AMA, Dr. Sammons, has stated that AMA intends to

file suit challenging the constitutionality of the Act; and

WHEREAS, This Act grants sweeping regulatory pow-

ers, including the regulation of fees for medical services,

and -provides all the bureaucracy for “Socialized Medi-

cine”; and

WHEREAS, Typical Health Planning Councils under

the Act contain as few as 8% physicians on their gov-

erning boards and as many as 55% non-professional

consumers, and therefore lack the necessary expertise

to carry out their considerable powers; and

WHEREAS, Partisan political considerations have

affected the formation and choosing of members to

these Councils in Tennessee. Now, therefore be it

RESOLVED, That the Tennessee Medical Associa-

tion, without opposing the concept of Health Care

Planning, record its concern in regard to the dangers

and deficiencies of the National Health Planning and

Resources Development Act as outlined in part above;

and be it further

RESOLVED, That our Delegates to the American

Medical Association carry this concern to its House of

Delegates and support any action on the part of the

AMA which might repeal, nullify, or ameliorate the

undesirable features of this Act.

Reference Committee A—recommended the

resolution be adopted with a minor change.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 17-76

Tennessee Child Passenger Protection

Act of 1977

By: Carl E. Adams, M.D.

WHEREAS, Fatalities from automobile accidents ac-

count for the leading cause of death in children be-

yond one month of age; and

WHEREAS, Young Tennessee children under four

years of age are especially vulnerable to injury and

death from automobile accidents, resulting in 20-25

deaths and over 1,000 injuries per year; and

WHEREAS, Standard safety belts do not offer ap-

propriate protection nor adequate means of securing

such a young child; and

WHEREAS, Young children under four years of age

are incapable of responsible behavior and judgment in

an automobile and are, accordingly, completely depen-

dent on their parents or guardians; and

WHEREAS, Over 90% of these young children now
ride unprotected in automobiles; and

WHEREAS, There are now available Federally ap-

proved, relatively inexpensive child restraint systems

that greatly reduce the likelihood of death or injury

in case of an automobile accident or mishap; and
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WHEREAS, Educational efforts to encourage adults

to voluntarily use automobile safety belts have been

notably unsuccessful; and

WHEREAS, This proposed legislation has been en-

dorsed by:

1. Tennessee Pediatric Society

2. Tennessee Chapter, American Academy of Pedi-

atrics

3. Accident Prevention Committee, American Aca-

demy of Pediatrics

4. Legislative Committee, Tennessee Medical Associ-

ation

5. Chairman, Trauma Section, American College of

Surgeons, Tennessee

6. Tennessee Public Health Physicians

7. Stones River and Rutherford County Medical

Society

8. Tennessee Committee on Emergency Medical

Services

9. Physicians for Automotive Safety

10.

Tennessee Department of Safety

Now, therefore be it

RESOLVED, That the House of Delegates of the

Tennessee Medical Association reaffirms its support and

strongly recommends legislation that would require

Tennessee children under four years of age or under

forty pounds be properly and safely restrained in a

Federally approved child restraint system while riding

in automobiles on Tennessee streets, roads, and high-

ways. Such legislation is timely and would very ap-

propriately serve to “immunize” our helpless, young

children against automobile accidents, a leading cause

of death and serious injury in our state.

Reference Committee A—recommended adop-

tion of the resolution.

ACTION; ADOPTED

RESOLUTION NO. 18-76

Study of Membership Requirements and Classes

In the Tennessee Medical Association

By: Nashville Academy of Medicine

WHEREAS, There are Doctors of Medicine, not

licensed in Tennessee, who reside in Tennessee and

are reputable members of the medical profession but

are not eligible for membership in the Tennessee Medi-

cal Association; and

WHEREAS, If given the opportunity, many of these

physicians would welcome membership in the Tennessee

Medical Association as a means of becoming actively

involved in the politico-socio-economics affairs of medi-

cine; and

WHEREAS, Among these physicians are full-time

faculty members of accredited medical schools, those

who have relocated to Tennessee after retirement, and

others in practice under the direct supervision of a

physician licensed in Tennessee; and

WHEREAS, Most of these physicians, particularly

those in active practice, are licensed to practice medicine

in one or more other states and have applied for

licensure in Tennessee; and

WHEREAS, The American Medical Association, as

well as the Nashville Academy of Medicine and possibly

other component societies of the Tennessee Medical

Association, have recognized the potential of these

physicians as worthy members of the Federation and

have revised their Constitution and By-Laws to include

these physicians as active members. Now, therefore be

it

RESOLVED, That the Committee on Constitution

and By-Laws of the Tennessee Medical Association

conduct a study into the eligibility requirements and

classes of membership of the Tennessee Medical Associ-

ation with respect to those non-licensed physicians de-

scribed herein; and be it further

RESOLVED, That the Committee report its findings

and recommendations in appropriate form to the TMA
House of Delegates in 1977.

Reference Committee on Amendments to the

Constitution and By-Laws—recommended adop-

tion of the resolution.

ACTION: ADOPTED

RESOLUTION NO. 19-76

Mass Immunization Program

By: Board of Trustees

Tennessee Medical Association

WHEREAS, A mutation of the swine influenza virus

has occurred making it now transmissible among hu-

mans and likely of producing an epidemic in the United

States in the winter of 1976; and

WHEREAS, There is a very low level of immunity

in the American population because this virus has not

infected the human significantly since 1918-19 making

it likely that an epidemic of swine influenza would

produce extraordinarily high levels of morbidity and

mortality; and

WHEREAS, The President of the United States has

called for a nationwide mass immunization program

aimed at vaccinating every American citizen against

swine influenza this fall; and

WHEREAS, Representatives of the American Medi-

cal Association, the American Academy of Family

Practice and the American Academy of Pediatrics have

testified before the President and committees of Con-

gress endorsing the vaccination program and pledging

the support of their organizations in the nationwide

medical program; and

WHEREAS, It is considered that the success of this

program depends largely upon the support and involve-

ment of the physicians of this nation and of this state

since medical supervision and medical aftercare are

necessary. Now, therefore be it

RESOLVED, That the House of Delegates of the

Tennessee Medical Association pledge its full coopera-

tion in the mass immunization program against swine

influenza and urge its members to participate fully by

immunizing his own patients and by volunteering his

professional expertise in the development and operation

of community mass immunization activities to the end

that the physicians’ individual patients and every other

citizen in the State of Tennessee will be maximally pfo-

tected against the swine influenza virus.
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Reference Committee B—recommended adop-

tion of the resolution.

ACTION: Upon a vote of 77 to 28, the resolu-

tion was ADOPTED

RESOLUTION NO. 20-76

Proposed Resolution on the “Talmadge

Amendments”

By: George R. Mayfield, Jr., M.D.

WHEREAS, The iong contemplated “Talmadge

Amendments” have at last been introduced in the

U. S. Senate (S-3205); and

WHEREAS, This bill provides extensive administra-

tive and payment changes and controls in regard to

physicians’ services; and

WHEREAS, This bill dictates the types of contrac-

tual arrangements which certain medical specialists may
have with hospitals. Now, therefore be it

RESOLVED, That the Tennessee Medical Association

House of Delegates reaffirm its position that all phy-

sicians should bill patients directly for their personal

services; and be it further

RESOLVED, That it is not proper for the Congress

to pass laws which would abridge the right of medical

specialists to contract with institutions such as hospitals

for remuneration on any basis achieved through

negotiation and agreed upon by the parties concerned

in each separate instance; and be it further

RESOLVED, That it is improper by laws or regula-

tions to place unfair limits on reimbursement of phy-

sicians which do not recognize current inflationary pres-

sures and the rising costs of medical practice as they

occur; and be it further

RESOLVED, That physicians should not be forced

by law or regulations to accept assignment payments

from third parties and that physicians should carefully

study the implications before voluntarily accepting such

assignment payments.

Reference Committee A—recommended adop-

tion of the resolution.

ACTION: ADOPTED

RESOLUTION NO. 21-76

Excessive Regulation of Clinical Laboratories

By: George R. Mayfield, Jr., M.D.

WHEREAS, Clinical laboratories are now working

under an excessive burden of regulations largely de-

rived from Federal agencies; and

WHEREAS, These regulations, especially in smaller

hospital and physicians’ laboratories, add significantly

to the costs of laboratory testing; and

WHEREAS, Some of these regulations are so un-

reasonable as to be ridiculous in their effect or impos-

sible for small laboratories to achieve with presently

available personnel; and

WHEREAS, New legislation is now pending in Con-

gress which would increase the flood of Federal regula-

tion of laboratories and extend these controls to the

individual physician’s office; and
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WHEREAS, The State of Tennessee has a reasonable

Laboratory Licensing Act which is being gradually

implemented through careful promulgation of regula-

tions after study by competent advisory committees

composed of knowledgeable Tennessee physicians and

laboratorians. Now, therefore be it

RESOLVED, That the Tennessee Medical Associ-

ation express its opposition to the flood of often un-

wise, unnecessary, and costly regulations governing

clinical laboratories which originate from various Fed-

eral agencies; and be it further

RESOLVED, That the Tennessee Medical Association

express its opposition to the unnecessary proposed addi-

tional national legislation called “Clinical Laboratory

Improvement Act of 1975” (S. 1737 by Senators Ja-

vits and Kennedy) and “Clinical Laboratory Improve-

ment Act of 1976” (H.R. 11341 by Representative

Rogers); and be it further

RESOLVED, That the Tennessee Medical Association

affirm its support for the principle of laboratory li-

censing at the State level of government as would be

possible in Tennessee under our Laboratory Licensing

Act without such incredible regulatory interference by

Federal agencies; and be it further

RESOLVED, That the Tennessee Medical Association

encourage the State of Tennessee to continue it lead-

ing role in improving quality and that the Tennessee

Medical Association also support programs of voluntary

inspection and accreditation of laboratories such as

those provided by the College of American Pathologists,

the American Association of Blood Banks and the Joint

Commission for the Accreditation of Hospitals.

Reference Committee B—recommended adop-

tion of the resolution with an amendment to the

last resolve.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 22-76

The Uniformed Services University of the

Health Sciences

By: A. Roy Tyrer, Jr., M.D.

WHEREAS, The Uniformed Services University of

the Health Sciences was established through the Uni-

formed Services Health Professions Revitalization Act

of 1972 (P. L. 92-426) as an approach to providing

top quality physicians for the Armed Forces following

the discontinuation of the “Doctors’ Draft”; and

WHEREAS, The School of Medicine of the Uni-

formed Services University has been established and is

recruiting a quality faculty drawn from both the military

and civilian sectors; and

WHEREAS, The physical facilities are under con-

struction in Bethesda, Maryland; and

WHEREAS, The primary teaching hospitals will be

the National Naval Medical Center, Walter Reed Army
Medical Center and Malcolm Grow U. S, Air Force

Medical Center; and

WHEREAS, A charter class is being selected nation-

wide to matriculate in the fall of 1976 pending pro-

visional accreditation; and
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WHEREAS, The developments of the School of

Medicine of Uniformed Services University of the

Health Sciences have followed the highest standards

of the medical profession. Now, therefore be it

RESOLVED, That the Tennessee Medical Association

acknowledges the establishment of the School of Medi-

cine of the Uniformed Services University of the Health

Sciences with its mission that of creating an academic

environment in which students will acquire knowledge

not only in currative medicine, but in health mainte-

nance and in the global problems which the Uniformed

Services may face both in peace time and war; and be

it further

RESOLVED, That the Tennessee Delegation to the

American Medical Association at its discretion en-

courage and support similar action by the American

Medical Association House of Delegates.

Reference Committee B—having reservations

about the fiscal responsibility and the intervention

of the Federal Government in the field of edu-

cation, recommended the resolution be not

adopted.

ACTION: NOT ADOPTED

TENNESSEE’S OUTSTANDING PHYSICIAN OF THE YEAR
George G. Young, M.D.

Each year county medical societies in Tennessee

are given the opportunity to present candidates for

one of the Tennessee Medical Association’s highest

honors—the Outstanding Physician of the Year. The

candidates may represent any specialty and may
be selected for service to the community, a civic

project, scientific and medical achievement, or any

other activity which a county medical society de-

termines the candidate to be outstanding.

For the nineteenth year the House of Delegates

of TMA elected an outstanding physician to receive

this Award.

George G. Young, M.D., Chattanooga, has con-

tributed vigorously to every facet of his profession

and given willingly in dedicated service to his fellow-

man. His biography is listed in Who’s Who in Medi-

cine, Who’s Who in Tennessee, and Who’s Who in

the United States.

Dr. Young was born in West Arnuchee Valley,

Georgia. He attended Berry College in Rome and

received the Alumni Award for community service.

He graduated from the Medical College of Georgia

in 1938, and was President of his medical fraternity.

Beta Kappa Psi. He served as Chief Surgical Resi-

dent for six months, followed by a one-year fellow-

ship in surgery at the Lahey Clinic in Boston. In

1946, Dr. Young became an active member in his

local medical society, state medical association and

the AMA.

Following his residency. Dr Young volunteered for

active duty with the Army Medical Corps one year

prior to Pearl Harbor. He served as Assistant Chief

of Surgery at the 58th Evacuation Hospital, Ameri-

can Division, which participated in the Leyte, Cebu
and Behol Pacific Islands campaigns. He received

the Bronze Star citation for skilled surgery per-

formed under fire over long periods of time. He
retired in the Reserves with the rank of Colonel.

Dr. Young has served as a Delegate to the Ten-

nessee Medical Association several times, and has

filled the office of Chairman of his medical society’s

sponsored medical assembly, and President of his

county medical society. He holds many memberships

in medical organizations including the American

Board of Surgery, the American College of Surgeons,

the Southeastern Surgical Congress, and the Southern

Medical Association. He holds staff privileges in

practically eveiy hospital in the city where he resides

and serves. Dr. Young has served as Chairman of

the Health and Sanitation Committee, Director of

T.B. and Respiratory Diseases of his city’s Chamber

of Commerce, and is presently Director of the T.B.

and Respiratory Disease Association. Our recipient

has served on the Georgia-Tennessee Bi-State Re-

gional Planning Commission for Health, and many
other related health organizations in his city and

county.

In 1969, Dr. Young and his wife joined a group

who participated in a mission to Bolivia. He worked

with a Bolivian doctor and later assisted the foreign

physician in coming to train at his city’s largest

hospital.

In 1975, Dr. Young received the Distinguished

Governor’s Award from Kiwanis International and

he will serve as International Chairman of Member-
ship Growth and Education for 1976-77. Dr. Young
is active in the Wesley Memorial Methodist Church

and is past Chairman of the official Board and Presi-

dent of his Sunday School Class. He is a charter

member of the Christian Medical Society. Dr. Young
and his wife have five daughters. His wife is an

R.N. and four of his daughters are also R.N.’s.

Because of his outstanding work in the community

,

the Chattanooga-Hamilton County Medical Society

ivoj' proud to recommend Dr. Young to receive this

A ward.
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DISTINGUISHED SERVICE AWARE

The Distinguished Service Award is presented an-

nually by the Board of Trustees of the Ten-

nessee Medical Association to physician members

who have made eminent contributions to the public

welfare or to the advancement of medical science.

At the 14lst Annual Meeting of TMA on April 9,

the Chairman of the Board of Trustees announced

that there were two recipients of the Award in 1976.

The following are those who received the award.

Lemuel Whitley Diggs, M.D., Memphis, at age

seventy-six could counsel us cdl on the theory that

life begins at retirement.

Since retiring from practice some eight year ago,

he has devoted his time to his life-long project of

sickle cell information and research. Throughout his

fifty years in medicine, he has established himself

as a world authority on the history of sickle cell

anemia. He has compiled almost 4,000 articles and

papers on sickle cell studies and his library is prob-

ably the most comprehensive in the world. In addi-

tion, he is the author of more than sixty published

articles in sickle cell disease. He founded the Uni-

versity of Tennessee Sickle Cell Center in 1954

which has since become the nation’s resource center

for educatio}ial and informational material on sickle

cell disease. Many of the world’s noted researchers

have studied from his library’s exhaustive files and

countless physicians have requested information for

clinical application.

Dr. Diggs began his medical career in 1926 re-

ceiving his M.D. Degree from Johns Hopkins Uni-

versity followed by an internship and residency from

Strong Memorial Hospital in Rochester, New York.

Beginning in 1929, he has held a number of pro-

fessorships in pathology and medicine at the Uni-

versity of Tennessee and since 1968 has been the

Goodman Professor of Medicine Emeritus. He is a

diplomate of the American Board of Clinical Pa-

thology and a member of the board of editors of

the American Journal of Clinical Pathology.

Dr. Diggs served as a consultant to the Armed
Forces Institute of Pathology and the National Sickle

Cell Disease Research Foundation.

His medical publications include the Morpholo

of Human Blood Cells which last year was prim

in its third edition, and the text, Basic Medu
Laboratory Procedures, which is currently bei

published in its fourth edition. In the past Dr. Di}.

has received numerous awards for his work on sici

cell disease. The Award presented to him signifiei

career of excellence as a researcher, author and p.

fessor and most of all a physician who has put s

vice to mankind and devotion to his profession abc

all else.

It was with great pleasure and honor that \

Board of Trustees presented this Award to Dr. Dig

^ ^ ^

Morse Kochtitzky, M.D., Nashville, has in reCi

years served in the legislative, political, and prof

sional liability arenas of medicine. The manner

which the Tennessee Medical Association has

sponded to these challenges is a success story wh^

has been told across this state and throughout i

country.

Behind this success has been the leadership a

dedication of many, but one person in particul

Dr. Kochtitzky. A dynamic influence in organic

medicine for many years, he exemplifies the int

and purpose of the TMA Distinguished Serv

A ward.

Dr. Kochtitzky has served as a legislative Cont

Doctor and as Chairman of the TMA Legislat

Committee for a record seven years, including

current year. His achievements in this capacity ale

are deserving of special recognition, as he has

a most effective and forceful lobby for medicine

the Tennessee General Assembly.

As the first Chairman this past year of the Medi
Political Action Committee of Nashville—Davidi

County, or MEDPAC, his efforts brought forth

all-time increase in both regular and sustaining me
berships at all Political Action Committee levels

the Nashville area. As a result, IMPACT has

ceived a national AMPAC award for the greatest

REPORTS OF OFFICERS

REPORT OF THE PRESIDENT

J. Kelly Avery, M.D.

The abstract of the President’s report states

that his experience as President of the Association

during the past year was the highlight of his

professional life. Dr. Avery said that the primary

purpose of this or any other medical association

must always be the promotion of the science and

art of the practice of medicine. TMA is one of

408

the strongest state medical associations in its

capabilities at the state level as far as continuing

medical education is concerned. The extent to

which these capabilities are tapped by component

medical societies and hospital staffs over the

State of Tennessee determines the success or fail-

ure in this area. What we do in the field of

medical education rather than what we are

capable of doing is the important parameter.

The President submitted that the Association

should begin this year to seriously consider the
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’ in sustaining memberships of any State PAC.

0 years ago the TMA was thrown into the

ssional liability insurance dilemma. Dr. Koch-

was asked to chair an Ad Hoc Committee on

ssional Liability to resolve this critical and per-

t problem. The Committee was instrumental

veloping the legislative package on medical li-

f which was carried to the recent session of

tate Legislature.

'ther, the Committee w>as the forerunner to the

'-formed physician-owned State Volunteer Mu-
Jnsurance Company which also called on this

gue to serve as its first President and lead a

nde capitalization campaign.

? dedication and leadership of this physician

rely a proven quantity. Dr. Kochtitzky has

'rly served this Association as its 85th Presi-

as Secretary-Treasurer and member of the

1 of Trustees, Chairman of the Finance Com-

% and Chairman of the Committee on Com-
:ations and Public Service.

n'ently, he is a member of the Governmental

'al Services, Mediation, Medical Licensure, and

Review Committees, a Delegate to the TMA
? of Delegates, and an Alternate Delegate to

\MA House of Delegates.

Kochtitzky received the M.D. Degree from

^anderbilt University School of Medicine in

and subsequently completed internship and

ncy programs in medicine at St. Thomas Hos-

He has been in the active practice of internal

ine in Nashville since 1954. He has served

lairman of Park View Hospital and Chief of

ine at Baptist Hospital in Nashville.

He being one of the most active physicians,

ians, and administrators that organized medi-

ias ever known in Tennessee, he has managed

ild and maintain a happy home with his lovely

Marjorie and their two children, Catherine

lodney.

^ Board of Trustees was proud to present this

d to Dr. Kochtitzky

.

question of correlation between continuing

medical education and practice patterns can be

demonstrated, but the physician who is stimulated

to attend continuing medical education offerings

is more than likely to be benefited professionally

by this exposure. Dr, Avery said that “closely

aligned with medical education is the increasing

demand from sources in and out of the profession

to take a more active role in disciplining phy-

sicians. Armed with the recent changes in the

Medical Practice Act, the Board of Medical

COMMUNITY SERVICE AWARD
Miss May Archibald

This year, as it will in years to come, the Ten-

nessee Medical Association has chosen to honor

someone outside the medical profession for service

in their particular community. Leading very busy

and hectic lives, we are all guilty of failing to give

proper recognition to those around us who con-

tribute greatly to our community's total health.

The Community Service Award is intended to show

our respect and appreciation for exemplary service.

Miss May Archibald, Chattanooga, was nomi-

nated by the Chattanooga-Hamilton County Medical

Society to receive this Award. She is a native Chatta-

noogan and was educated at the Girl’s Preparatory

School and McKenzie College. Miss Archibald served

four years with the American Red Cross in Italy

and North Africa, followed by eight years of service

with the U. S. Department of the Army in Germany

as an Administrative Assistant. Upon returning to

the United States, she took the position of Execu-

tive Director of the Chattanooga Area Heart Associ-

ation. It is primarily for her years of dedicated

service with the Heart Association that she iroi'

nominated for this Award. Throughout the nineteen-

county area, her name is synonymous with the

Health Association. Miss Archibald concluded her

career after twenty years as Executive Director of

the Chattanooga Area Heart Association at the end

of 1975. She is truly deserving of this first TMA
Community Service Award, and it was with great

pleasure that she was presented this Award.

Examiners now has the capability of coming to

grips with this problem. Active participation is

essential and may be the only way in which we

can assure government that no need exists for

statutory requirements for relicensure. We may
need to ask for more statutory immunity from

charges of liability when we without malice in-

form Peer Review Committees or the Medical

Examiners Board of what we consider to be

dangerous conditions in the professional life of

a colleague. It appears that necessary legislation

has been introduced this year to cover this dis-

turbing possibility.”

“As we become more deeply involved in peer

review as a result of PSRO implementation, we

must vigorously protect legitimate variations in

standards and patterns of care that we know

exists across our state. . . . While we attempt

through continuing medical education to improve

the medical product available to the people of

the state, we must become increasingly active
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politically to protect the environment in which

our product is offered to our patients. No greater

threat exists than that which is possible on imple-

mentation of Public Law 93-641 (Health Plan-

ning and Resources Development Act). We must

be active in all levels in the implementation of

this law or we will face changes in our profes-

sional lives far more catastrophic than anything

implied by National Health Insurance. The AMA
plans at the proper time to take the government

to court on this law.”

Dr. Avery stated that under existing proposals

before the Congress pertaining to health man-

power, there are provisions which we view as

extremely coercive to the young professional.

Whether the coercive force applied to him comes

directly from the government or indirectly through

the medical school, physicians must vigorously

oppose it. At the same time we must get to-

gether with our training institutions and develop

alternatives with reasonable chances of success

in effecting a more equitable distribution of phy-

sicians by specialty and by location. He urged

that physicians play an active role in contacting

Congressmen and Senators in the matter of health

manpower legislation.

The President pointed out that activities of

our State Legislature became more and more vital

in the past year. It was much more easily moti-

vated and influenced than the national Congress.

Details of our activities with the State Legis-

lature will be covered in the report of the Com-
mittee on Legislation. The President touched on

some aspects of our relations with state govern-

ment that had always seemed to need clarifica-

tion. He said TMA does not function in Nash-

ville through a lobbyist in the traditional sense.

Rather our staff on Capitol Hill monitors ac-

tivities in the House and Senate and contacts

the legislators, but TMA depends upon phy-

sicians and our contact-doctor system to force-

fully state our case to individual Representatives

and Senators. He stated that physicians are much
more effective with legislators that we vote for

than our paid staff will ever be, despite the

fact that each of them has considerable personal

influence which they use in TMA’s behalf. Dr.

Avery said that this is the best system for us.

However, if this House of Delegates desires a

change, it should express itself in that direction

and make needed provisions for increasing the

budget.

The report discussed the areas of strengthening

our Board of Medical Examiners and the tort

changes that should materially influence the entire

spectrum of medical liability. Dr. Avery pointed

out that of more importance in this field, though

on an even longer range basis, is the social change

that will of necessity result as we realistically

tackle the extremely difficult questions of liability.

The President said perhaps the most important

and far-reaching decision ever made by the

House of Delegates of the Tennessee Medical

Association was made in the called meeting in

October when the House directed the Board of

Trustees to initiate the formation of a captive

medical liability insurance company. This was

ambitiously begun with the incorporation of the

State Volunteer Mutual Insurance Company. The

President discussed the capitalization and licens-

ing of the company and the dissolution of the

State-operated Joint Underwriting Association.

The President stated that it was his belief that,

through the implementation of this company, the

physicians of Tennessee will demonstrate their

willingness to “pay their own way” in the field of

medical liability. He said that through this vehicle

physicians will have a more effective voice for

needed changes in the liability situation as it

affects us and other segments of our society.

He urged every physician to put his full weight

and personal influence behind the efforts toward

capitalization in order to get the company into

business. He said that unless we are successful

in forming the company, we will continue to be

at the mercy of a State-operated monopoly as

far as our medical malpractice needs are con-

cerned.

The President described the dedication, effi-

ciency and effectiveness of the TMA staff in

Nashville.

In closing, the President offered five sugges-

tions that he believed to be imperative for the

Tennessee Medical Association. They were:

( 1 ) We must double and redouble our efforts

in the functions of peer review, mediation com-

mittees, and the matter of discipline.

(2) We must make available to the public

more complete information as to the medical

manpower and facilities in a given area, and

take an active part in the dissemination of this

information.

(3) We must begin to take notice of the

medical care dollar and how it is shared among

us, not with any idea of establishing fee sched-

ules, but with the intention of offering possible
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solutions to the distribution problems as to

specialty and location.

(4) We must re-emphasize the service aspects

of our profession, and once again teach by pre-

cept and example the paradoxical truth of getting

by giving.

(5) Finally, we must re-establish professional-

ism in its highest sense. That has been defined

as the following of a vocation out of a sense of

devotion to its potential for the betterment of

mankind with the economic gains inherent in

that vocation occupying truly a secondary place.

Inherent in that kind of professionalism is the

ethical system which is only a restatement of the

Golden Rule.

REFERENCE COMMITTEE C—accepted the report

of the President with commendation and recommended
that it be filed.

REPORT OF THE BOARD OF TRUSTEES
Nat E. Hyder, Jr., M.D., Chairman

The Chairman of the Board of Trustees ab-

stracted his report and gave highlights of the

report as follows.

During the past twelve months, the Board of

Trustees held eight meetings and acted upon 108

items of business. The Board met quarterly and

in two of the sessions, the Board conducted two-

day meetings. A special session of the Board was

called on September 14.

A consolidated profession is a necessity and

offers the opportunity to become involved with

every level in the Federation. The Board con-

tinues to take a stand and voice policy state-

ments on many issues. As individuals, we can

never be unanimous on all of our personal feel-

ings, but as an organization we must remain

unified and build on our strength. The Board

desires to provide to this House an overview

of the Association’s work.

The chairman said that “The last twelve months

covered in this report have been one of the most

active and demanding years in the Association’s

history. We had a called meeting of the House

of Delegates last fall and a special meeting of

the Board of Trustees. Following that meeting,

we implemented the formation of a new insurance

company.”

“The Association’s business continues to make
heavy demands upon the Trustees.- The Board

has spent more total time in the past year than

any previous year. The attendance of Board

members was excellent. Your officers and Board

work earnestly and tirelessly in the best interest

of the members of this Association. All delibera-

tions of the Board are handled seriously. The

Trustees have acted with dedication and responsi-

bility and I have been most impressed with the

seriousness of the Board members as we have

met in our deliberations. I want to report to you

that I think the men you have elected to the

Board are dedicated in serving you and this

House as well as the members of the Tennessee

Medical Association.”

Second Quarter Meeting, April 12, 1975

The Board:

—Appointed Standing and Special Committees of TMA
and the Board of Trustees.

—Appointed Division Coordinators for Scientific Ser-

vices, Legislation and Governmental Medical Af-

fairs, Communications and Public Service, Health

Services and Socio-Economics, and Medical Edu-

cation.

—Established and directed the staff to publish and

distribute a monthly TMA Newsletter, and to dis-

continue the yellow pages appearing in the Journal.

—Implemented Resolution No. 26-75 re professional

liability insurance. The resolution called for dis-

tribution of materials sent to patients by the Knox-
ville Academy of Medicine pertaining to the mal-

practice insurance problem. The Board acted to

purchase pertinent materials from the Knoxville

Academy and distribute it to local county medical

societies in the state. The county societies were

urged to use the material on a mass basis which

would enable the public to contact their respective

Representative or Senator and urge them to pass

meaningful legislation on malpractice insurance.

—Adopted the CPA’s audit of the fiscal affairs of TMA
for 1974.

Third Quarter Meeting, July 13, 1975

—Established policy to implement a Community Dis-

tinguished Service Award, the recipient to not be a

physician. The award would be given for meritorious

service such as meaningful contributions to the

medical and health field by other organizations,

the news media, etc.

—Considered at length the formation of a physician-

owned professional liability insurance company.

Following an in-depth discussion, the Board adopt-

ed a motion that the Trustees go on record as

recommending the concept of a physician-owned

insurance company. The Board further directed

the Ad Hoc Committee on Professional Liability

to proceed working with the Armistead, Miller and

Wallace insurance consultants with the idea that

they would bring to the Board a written report

with total information required for the House of

Delegates to vote on establishing a physician-owned

company. The Board approved funds not to exceed

$10,000 to implement this action.
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—Adopted a motion to submit in writing to the Com-
missioner of Insurance that TMA supports an oc-

currence type insurance to be established by the

Joint Underwriting Association. The Board recom-

mended nominees to be submitted to the Governor

for three physicians to serve on the JUA Board.

—Received a report from Dr. Avery, President, per-

taining to getting medical students involved in

medical association affairs; a report on an organi-

zation called Partners of the Americas which has

to do with students who come to this country and

are sent to Tennessee schools by the government

of Venezuela; requested the Board to explore in-

creased utilization of the Woman’s Auxiliary; and

heard a report from Dr. Avery pertaining to the

Professional Standards Review Organization in

Areas I and II of the state.

—Reviewed a closer working partnership with the Ten-

nessee Bar Association and the functioning of the

Interprofessional Liaison Committee.

—Directed the Finance Committee and the Executive

Director to invest TMA’s reserves to the maximum
to get the most interest and safest investment on a

short-term basis.

—Approved the second quarter Financial Statement.

—Approved TMA member tours recommended by the

Travel Committee.

—Heard a report from the President on Public Law
93-641 (Health Planning Legislation). Dr. Avery

asked the Board’s permission to write the member-
ship setting out the need for the Health Department

to be the single state agency and to request the

Governor that the Health Department be so desig-

nated. The Board approved the feasibility of the

letter to the membership.

—Strongly opposed the inclusion of the School of

Optometry to become a part of the University

of Tennessee Center for the Health Sciences.

—Discussed the Health Manpower Act requiring medi-

cal graduates to pay back capitation funds. This

matter had been discussed with legislators from

Tennessee and in Washington.

—Studied and acted upon recommendations from the

Armistead, Miller and Wallace Company pertain-

ing to a physician-owned professional liability in-

surance company for Tennessee physicians to be

sponsored by the Tennessee Medical Association,

the company to be a physician-owned mutual in-

surance company. A detailed plan was submitted

by AMW.

Special Board Meeting, September 14, 1975

—Took action to make an official protest to the Insur-

ance Commissioner requesting immediate review

of the exhorbitant professional liability insurance

rates that physicians were required to pay under

the JUA; to urge the Commissioner to request

the JUA Board to allow premiums to be paid

quarterly without interest financing; to appeal and

recommended that the Stabilization Fund be as-

sessed on basic premiums rather than total pre-

mium; and to discontinue the 20% corporation

add-on charge.

—Adopted a motion that a special session of the House
of Delegates be called to act on the professional

liability issue. October 12 was the date selected

for the special meeting of the House.

—Adopted a recommendation that the TMA Com-
mittee on Legislation be instructed to continue

upgrading the appropriate changes necessary to

strengthen the professional liability law.

—Adopted a motion to recommend to the House of

Delegates that a mutual insurance company be

formed for a “modified claims made” insurance

plan including the necessary built-in safeguards

and protections for physicians that die, retire, or

leave the state.

—Adopted action that not only should the Board rec-

ommend to the House of Delegates that the mutual

insurance company be formed, but that it be es-

tablished as soon as feasible and administratively

possible.

—Approved the report of the Ad Hoc Committee and

directed that the staff give full support to actions

needed in this matter, and that pertinent material be

forwarded to members of the House of Delegates

at least one week prior to the special session.

Fourth Quarter Meeting, October 11-12, 1975

—Directed that a report from the Joint Practice Com-
mittee be submitted to the January Board meeting

for approval. Further, that an Ad Hoc Com-
mittee be appointed to develop such guidelines that

would be required for the purpose of recommend-
ing guidelines to the House of Delegates.

—Adopted a motion appointing a three-man committee,

with counsel, to study the Nurse Practice Act and

any other Acts available in this area of practice,

and requested the TMA attorney to interpret the

legal facts for the committee members.

—Adopted action that TMA should not set a precedent

by joining anyone in a lawsuit. The Board recom-

mended that this precedent be established.

—Declined and felt it inappropriate to endorse any

health services agency, as this was a matter of

local concern. It should be left to the county medi-

cal society to make such an endorsement.

—Accepted a recommendation to make a Distinguished

Service Award to Dr. L. W. Diggs of Memphis.

—Adopted action that TMA encourage members of

the Medical Examiners Board to formulate a

letter and plans, with liaison from the Tennessee

Medical Association Board of Trustees, to en-

lighten the membership as to the many responsi-

bilities, views and powers of that Board.

—Directed Dr. Carter to reply to a letter from HEW
pertaining to PSRO, Medicare/ Medicaid relation-

ships, Federal regulations, etc., and other issues

facing TMA at the time, and to send a copy of

such letter to the Secretary of HEW.
—Approved the fourth quarter Financial Statement.

—Approved and adopted the budget for 1976.

—Directed the Long Range Planning Committee to

study the reorganization of the TMA staff.

—Adopted a motion that the Board strongly reiterate

its position regarding the Drug Substitution Law
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and forward that position to the Tennessee Pharma-

ceutical Association.

—Declined to endorse nurse practitioners for the Na-

tional Health Service Corps.

—Adopted action to establish a Committee on Maternal

and Child Care and instruct the Committee to as-

sume the responsibility of being aware and knowl-

edgeable of planning trends. Appointed physicians

to serve on the Committee.

—Discussed physician-patient contracts. Directed the

TMA attorney to frame a letter to be sent to the

membership advising of the legality in Tennessee of

a “Covenant Not to Sue,” and urged physicians

to consult with their own attorney as to whether

or not such an instrument would be of benefit to

them in their practice.

—Directed the staff to inform and bring up-to-date the

legislative changes, and to make these known to

all physicians through the TMA Newsletter.

—Adopted a motion that the Board of Trustees, in addi-

tion to the members of the Ad Hoc Committee on

Professional Liability, serve as a committee to

obtain a charter for implementing the Physicians

Mutual Insurance Company.
—Discussed a name to use for the insurance company

and established the capitalization assessment for

Classes 1 through 7.

First Quarter Meeting, January 10-11, 1976

—Acted that TMA support legislation to establish a

Uniform Arbitration Act.

—Heard a report from the Committee on Legislation

pertaining to a pediatric age group Statute of Limi-

tations.

—Referred to the Judicial Council a matter submitted

by the Mediation Committee where a physician

failed to appear before the Committee at a hearing.

The Council was requested to develop guidelines

re procedures as to what is expected from the phy-

sician in such an appeal.

—Directed that the Joint Practice Committee submit

in the form of a resolution to the House of Dele-

gates from the Board of Trustees, the Joint Practice

Statement, and that a letter of endorsement from the

Judicial Council be attached to the resolution.

—Received a report on the status of the JUA.
—Made appointments to fill terms expiring of Board

members on the Tennessee Medical Foundation.

—Recommended a physician for the vacancy on the

Basic Science Board.

—Recommended a physician for the vacancy on the

Board of Examiners for Nursing Home Adminis-

trators.

—Selected two physicians to receive the Distinguished

Service Award for 1976.

—Appointed the attorney and accountant for the year

1976.

—Recommended representatives to attend the AMA
National Leadership Conference.

—Heard a report from the Committee on Long Range

Planning pertaining to the organizational structure

of the TMA staff and acted to adopt the recom-

mendations of the Committee.

—Approved the first quarter Financial Statement.

—Approved amendments to 1976 budget submitted by
Executive Director.

—Adopted action that the Board of Trustees submit

a resolution to the House of Delegates requesting

a dues increase to become effective January 1,

1977.

—Discussed methods and measures to obtain capitali-

zation for the State Volunteer Mutual Insurance

Company.
—Directed the Committee on Governmental Medical

Services be given the charge of working with the

Tennessee Hospital Association with regard to

health planning legislation.

—Appointed a Board member to the Early Periodic

Screening Diagnosis and Treatment Committee
under Medicaid.

—Directed Dr. Edwards to prepare a resolution to be

submitted to the House of Delegates by the Board
that advertising by physicians is not in the best

interest of the public.

REFERENCE COMMITTEE C—received the report

of the Board of Trustees and recommended that it be

filed.

REPORT OF THE
SECRETARY-TREASURER
Charles B. Thorne, M.D.

The annual audit for the fiscal and calendar

year ending December 31, 1975 has been com-

pleted. The customary examination of Associ-

ation records was made by Ezra Jones, Certified

Public Accountant. The accountant’s report con-

tains a summary of accounting policies and

pertinent notes to financial statements as well as

the statements themselves. The Association uses

the fund accounting method by specific purposes.

The net value of property has been reduced by

recording depreciation on a straight-line basis and

charged as an expenditure. A condensed financial

report prepared in a format similar to the annual

audit is appended hereto in order to show the

assets, liabilities, fund balance, operating rev-

enues, and expenditures of the Association. The

complete audit for 1975 is available for exami-

nation.

In spite of sizable unbudgeted expenditures

for attorney and other fees, the Association in

1975 operated again without a deficit by virtue

of another increase in membership and an excel-

lent return on investments. No provision has

been made for income tax on unrelated income

that might be assessed by the Internal Revenue

Service, You will note that no provision has

been made for any possible losses on notes re-

ceivable, but total notes receivable (from Stu-
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PROPERTY FUNDdent Education Fund) amount to only $29,200.00

since repayment of $50,000.00 during the year.

The Board of Trustees must estimate TMA’s

hnancial requirements at least two to three years

ahead, a task that has become increasingly diffi-

cult in an uncertain economic environment. The

Board has approved an operating budget for 1976

calling for expected revenues of $360,700.00 and

anticipated expenses of $420,087.00, which rep-

resents a deficit of $59,387.00. The 1976 budget

for the first time contains a 5% general contingen-

cy fund.

At this time last year your Secretary-Treasurer

expressed his opinion that a dues increase would

soon become a must. Our Association dues are

now the lowest of the fifty states and at $80.00

are less than half the average of the other south-

eastern states ($162.00). At the request of the

Board of Trustees, a detailed analysis of the

TMA operating and reserve funds for the period

since the last dues increase in 1970 has been

made. A copy of that analysis is attached for

your study.

The fact that this Association has been able

to operate without a deficit up to this time is

overwhelming evidence of sound financial man-

agement and fiscal responsibility. We must act

to preserve our strong financial position. With an

acute awareness of the consequences of deficit

spending, I urge you to adopt Resolution No.

1-76 calling for an annual dues increase begin-

ning in 1977.

ASSETS (at cost)

Land $ 64,803.09 $ 64,803.09

Building 185,595.50 185,595.50

Equipment 19,525.01 20,121.07

Auto 8,748.72 8,748.72

Less—accumulated

278,672.32 279,268.38

depreciation

Invested in plant.

52,313.24 46,657.82

net $226,359.08 $232,610.56

FUND BALANCE
$226,359.08 $232,610.56

THE TENNESSEE MEDICAL ASSOCIATION
OPERATING FUND

STATEMENT OF REVENUES,
EXPENDITURES AND FUND BALANCE

Year Ended December 31

1975 1974

REVENUES
Dues TMA (net of

$19,040.00 to

Journal) $282,220.00 $268,555.00

Annual meeting

—exhibits 11,800.00 8,625.00

—tickets 1,903.00 1,897.00

Investment income 33,165.06 30,212.19

Building income

AMA fees for dues

2,400.00 4,654.85

collection 3,278.52 4,092.90

Miscellaneous 84.00 135.00

Total revenues $334,850.58 $318,171.94

THE TENNESSEE MEDICAL ASSOCIATION
FUND BALANCE SHEET
OPERATING FUND

ASSETS
Cash

Prepaid expenses

Investments:

Certificate of deposit

Savings certificate

Interfund notes

December 31

1975

$111,929.64
-0 -

500,000.00

20,000.00

29,200.00

1974

$338,749.61

10 ,000.00

200,000.00

20,000.00

79,200.00

$661,129.64 $647,949.61

LIABILITIES AND FUND BALANCE
LIABILITIES

Accounts payable $ 5,715.14

Accrued payroll—taxes 29.22

FUND BALANCE
655,385.28

$ 110.00

51.56

647,788.05

$661,129.64 $647,949.61

EXPENDITURES
AMA National

Leadership

Conference

Administrative

AMA delegates

Annual meeting

Attorney

Committee expense

Headquarters building

Health careers

IMPACT
Legislative expense

Organizational

memberships

Student AMA chapters

Taxes

Travel

Contingencies

Women’s Auxiliary

Insurance—general

Continuing education

program

Total expenditures

$ 1,200.00 $

161,235.43 153,063.67

8,733.64 7,369.21

17,564.82 16,889.56

37,857.50 7,650.00

7,756.96 5,055.93

9,753.96 12,286.86

1,250.00 1,250.00

3,000.00 3,000.00

6,869.49 4,382.30

150.00 150.00

50.00 100.00

6,506.81 6,274.65

9,448.34 10,343.42

11,645.00

500.00 500.00

372.00 778.00

25,000.00 20,000.00

$308,893.95 $249,093.62
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EXCESS OF
REVENUE OVER
EXPENDITURES

$ 25,956.63 $ 69,078.32

EXCESS JOURNAL
COSTS

( 18,359.40) ( 15,003.40)

7,597.23 54,074.92

FUND BALANCE
Beginning 647,788.05 593,713.13

Ending $655,385.28 $647,788.05

REFERENCE COMMITTEE C—recommended that

the report be filed.

REPORT OF THE JUDICIAL COUNCIL
Robert E. Clendenin, Jr., M.D., Chairman

The Judicial Council met during the annual

session of the Tennessee Medical Association in

April, 1975 in Chattanooga, Tennessee and in

January, 1976 in Nashville.

Under old business, the Council reviewed a

method of sending to all new TMA members

and candidates for licensure in Tennessee, a com-

pendium of recent opinions of the House of

Delegates and the Judicial Council on matters

of ethics—particularly in regard to separate bill-

ing. An attempt to have this done through the

State Licensing Board could not be worked out.

As an alternative, the Council has directed that

this information be included in the packet of

material that the TMA sends to each new mem-
ber each year, and that this information will be

included in the TMA quarterly placement flier

to those hospitals over the state having residency

programs in an attempt to reach newly licensed

physicians who are not members of the TMA.
The Council was requested by the Board of

Trustees to develop brief, simple guidelines to

the procedure necessary for appeal to the TMA
Mediation Committee, and what is expected from

the physician who is subject to the appeal.

The Council recommended;

(a) The patient of the physician should be

requested in writing by the Mediation

Committee to attend such a hearing at

the state level.

(b) If the physician does not consent to

attend, then the Councilor for the Dis-

trict should make contact with the phy-

sician to urge him to attend.

(c) The Councilor of the District should in-

sist that the local medical society not

only consider the case initially, but also

exert influence on the physician if he

refuses to appear before the county or

state Mediation Committee.

(d) If the physician does not agree to attend

the hearing, the matter should be brought

to the Judicial Council. The Council con-

sidered that attendance of the physician

at such a hearing is an ethical duty for

him to abide by, and this should be

stated in the written notice.

(e) The procedure should be spelled out in

the letter of notice for the manner of

how the complaint is instituted.

The Council reviewed and endorsed the TMA/
TNA Joint Practice Statement that was submitted

to the Board of Trustees on January 11, 1976.

The Statement is to be presented to the House

of Delegates by resolution for a policy decision

at the Annual Meeting.

REFERENCE COMMITTEE C—received the report

of the Judicial Council which contains policy concern-

ing the procedure necessary for appeal to the TMA
Mediation Committee and recommended the report be

filed.

REPORT OF THE EXECUTIVE DIRECTOR
Mr. J. E. Ballentine

The Executive Director abstracted his report.

The Tennessee Medical Association serves

some 4,100 physicians and conducts programs

to advance the professional and economic affairs

of its members as well as providing specific

services.

TMA continues on an escalating scale to be

active in a myriad of socio-economic, legislative,

scientific, public service, insurance, educational,

health planning, and many other programs and

projects. Major issues are the professional li-

ability insurance issue. National Health Planning

and Resouces Development Act (Public Law
93-641), National Health Insurance, and pro-

fessional review. The liability insurance crisis

required literally hundreds of hours in trying to

resolve the overall problem while helping indi-

viduals who had lost, or were about to lose li-

ability coverage. Lengthy sessions were spent with

the Insurance Commissioner and other officials

in the State Government pertaining to this ques-

tion. The Federal Government’s posture during

the past year was characterized by the issuance

of regulations by the Department of Health, Edu-
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cation and Welfare that not only would drastically

alter the practice of medicine, but apparently

would take those matters intended and given

away by Congress through regulatory action,

TMA contacted Congressional representatives this

year more than in any previous year. Changing

regulatory actions are greatly affecting the type

of medical care provided.

Looking into the immediate future, TMA’s
programs and projects conducted this year must

be expanded. It is believed that the State Volun-

teer Mutual Insurance Company is the most

effective way to get at the malpractice problem.

With the exception of the malpractice problem,

the Planning Act (P. L. 93-641) is one of the

most important and far-reaching issues that face

physicians. The TMA Committee on Govern-

mental Medical Services has been designated by

the Board of Trustees to be active in this area.

Tlie affairs of the Association extend in many
directions that involve major decisions by the

House of Delegates, the Board of Trustees, Ju-

dicial Council and the Committees of the Associ-

ation. The staff functions in all of these activities.

In accordance with the actions taken by the

House of Delegates in the 1975 annual session

and the called session of the House in October,

the officers and executive staff have expedited

all of the business called for through House

actions. The proceedings of the 1975 annual

session of the House were published in the June,

1975 issue of the Journal. Necessary adminis-

trative matters have occurred to implement the

directives of the Delegates.

Administrative Responsibilities

With the intention of being brief, the follow-

ing are some of the major administrative items

in which the staff is involved.

—Development and continuous monitoring of the budget.

—Membership administration.

—Staffing AMA delegation, service to TMA officers,

Trustees, Committees and members, and staffing the

Judicial Council.

—Development of information and material to officers

and Committees.

—Services to component medical societies.

—Cooperating and assisting specialty societies.

—Publication of the Journal, TMA Newsletter, phy-

sician recruitment and publications.

—Administration and implementation of TMA’s legis-

lative program.

—Liaison with allied professions.
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—Constant liaison with governmental agencies State

and Federal).

—Coordinating, planning and staffing the Annual Meet-

ing, House of Delegates and other conferences, semi-

nars and meetings (State and National).

—Maintenance of all TMA records including financial

and membership.

—Dues collection.

—Providing informational services to the public and

various governmental agencies.

—Maintaining building and property.

The Board of Trustees has been selective in

authorizing TMA representation at national, re-

gional and state conferences, TMA was repre-

sented in the past year at the following: Ameri-

can Medical Association—annual and clinical

meetings; National Leadership Conference;

Rural Health Conference; Journal Editor’s Work-

shop; annual visit to Washington for an entire

day in consultation with Congressional Delega-

tion from Tennessee. The Board members have

made themselves available to county medical

societies for visits and consultation.

Budget and Financial Management

The Executive Director receives and disburses

all funds, subject to the approval of the Secretary-

Treasurer; arranges for the annual audit; prepares

quarterly financial statements for the Board of

Trustees; and monthly statements to the Trea-

surer. The 1976 budget is $420,087.00. Esti-

mated income is $360,700.00, The 1976 budget

as a deficit of $59,387.00. Resolution No. 1-76

submitted by the Board of Trustees to this House

calling for a dues increase is a must, and the

Executive Director urged careful consideration

of the resolution.

Staff Expansion

The Executive Director is responsible for re-

cruitment, employment and management of the

headquarters staff. At the direction of the Board

of Trustees, the Executive Director was charged

to submit to the Board’s Committee on Long

Range Planning, a reorganization of the TMA
staff. Recommendations have been made to the

Board and adopted wherein the staff has been

expanded by the employment of an additional

man to administer the additional duties in which

the Association is now involved. TMA employed

a staff attorney working in the legal and legis-

lative area.
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Membership Report

As of January 1, 1976

1975 1974 1973

Active Dues Paying Members

Active Resident-Intern

3,770 3,622 3,480

Members 38 45 28

Dues Exempt Members: 275 279 241

Veteran Status 264

Postgraduate 7

Military 4

Total 4,083 3,946 3,749

Deaths 45 58 50

AMA members from Tennessee Medical Association:

Active Dues Paying 3,312

Dues Exempt 270

TOTAL ACTIVE 3,582

(88% of TMA members are also AMA members.)

Journal of the Tennessee Medical Association

The Journal reports TMA activities, achieve-

ments, continuing medical education projects,

and provides scientific papers of importance to

the membership. The staff manages the busi-

ness of the Journal. Advertising revenues for

1975 were $26,530.60, compared to $29,322.59

in 1974. The Treasurer’s report contains total

cost figures for producing and distributing the

Journal.

The total direct and indirect cost of producing

the Journal in 1975 amounted to $65,178.00.

This figure includes overhead items allocated

to the Journal and other expenses such as staff

input and other allocated expenses. Exhibit in-

come in 1975 amounted to $11,800.00.

Committee Activities

The Executive Director urged the Delegates

to study the Committee Reports and become fa-

miliar with the activities that had taken place

during the past year. The Board and Committees

have been unusually active and in most instances

have produced worthwhile results.

Sponsored Tours for TMA Members

Your Association’s Travel Committee con-

tinues to present attractive tours for the pleasure

of TMA members. Practically all tours have

been highly accepted by the membership. This

year, the Association arranged for -the “Mayan
Adventure” in February, and has scheduled the

“Rhine Discovery” to Holland, Germany, France

and Switzerland from July 28 through August 10.

Leadership

TMA continues to be the central organization

for advice and counsel in health matters and a

source of information for the legislative and regu-

latory agencies. The quality of TMA’s leadership

role is a direct measure of the success of the

Association and the individual physician. To
maintain this control under today’s conditions

and pressures requires an ever-increasing effort

on the part of the Delegates, Officers, Committees

and staff.

Conclusion

It was not the intent of the Executive Director

to list every activity in which the staff is engaged.

He stated that the staff serves in support of every

action in which TMA is involved. Litigation is

occurring at a rapidly increasing rate, which is

an issue that has not been overly active in previ-

ous years. Changes in the patterns of medical

care are still on the march.

The report ended with an expression of appre-

ciation to the Officers, Board of Trustees, and

Committees for their help and cooperation and

also a grateful commendation to the TMA staff

who daily use the best of their abilities and

efforts to get the job done as the membership

rightfully should expect.

REFERENCE COMMITTEE C—received the

report of the Executive Director and recommend-

ed that it be filed.

COMMITTEE REPORTS
The following Standing and Special Commit-

tees made annual reports to the House of Dele-

gates:

Committee on Scientific Affairs

Committee on Legislation

Liaison Committee to the Public Health De-

partment

Committee on Governmental Medical Services

Committee on Tennessee Medical Association

Group Insurance

Committee on Hospitals

Mediation Committee

Peer Review Committee

Committee on Communications and Public

Service

Committee on Continuing Medical Education

Committee on Rural Health

Committee on Emergency Medical Services

Advisory Committee to the Woman’s Auxiliary

JUNE, 1976 417



Committee on Mental Health

Committee on Medicine and Religion

Committee on Rehabilitation

Tennessee Medical Association/Tennessee

Nurses Association Joint Practice Committee

Committee on Maternal and Child Care

Committees Not Reporting Were:

Committee on Constitution and By-Laws

Interprofessional Liaison Committee

Committee on Hospital Accreditation

Committee on Occupational Health

Committee on Environmental Health

Committee on Blood Banks and Medical Labo-

ratories

Liaison Committee to Medical Schools in Ten-

nessee

Committee on Comprehensive Health Planning

Abstract of the Minutes of the Meetings of the Board of Trustees

Tennessee Medical Association

Room 150, Hilton Inn-Airport — Memphis, Tennessee

April 7 and 10, 1976

The Board of Trustees of the Tennessee Med-

ical Association conducted two meetings during

the Annual Meeting of the Association in Mem-
phis. The meetings were held at the Hilton Inn-

Airport on Wednesday, April 7 and Saturday,

April 10.

RESUME OF THE BOARD MEETING
APRIL 7, 1976

Members of the Board Present:

Nat E. Hyder, Jr., M.D., Johnson City,

Chairman

Robert L. Allen, M.D., Cleveland

J. Kelley Avery, M.D., Union City

E. Kent Carter, M.D., Kingsport

John B. Dorian, M.D., Memphis
W. David Dunavant, M.D., Memphis
Allen S. Edmonson, M.D., Memphis
William H. Edwards, M.D., Nashville

Mark P. Fecher, M.D., Knoxville

James W. Hays, M.D., Nashville

Oscar M. McCallum, M.D., Henderson, Vice

Chairman

C. Gordon Peerman, Jr., M.D., Nashville

Charles B. Thorne, M.D., Nashville, Secre-

tary-Treasurer

Joseph L. Willoughby, M.D., Franklin

Also attending were:. Mr. Charles L. Cor-

nelius, Jr., Nashville, TMA Attorney, and the

TMA executive staff.
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(1) The Board finalized Committee appoint-

ments previously presented at the January meet-

ing. (A copy of all Committees are contained in

the files at the TMA headquarters office.) Com-
mittees that were amended included the Govern-

mental Medical Services Committee and appoint-

ments were made to the Newborn Advisory

Council.

The Governor’s office had requested three

nominees to fill one vacancy on the State Emer-

gency Medical Services Advisory Council. Rec-

ommended were Drs. Dan Scott, J. MacDonald

Burkhart, and C. Robert Clark.

(2) The Board further studied the matter of

the Third District TMA Judicial Councilor who
had been named in a lawsuit in his capacity as

District Councilor. This matter concerned legal

fees in the defense of the Judicial Council. The

Executive Committee of the Board had been

previously polled on this question and the Board

adopted a motion to ratify the action of the

Executive Committee.

(3) The Board heard a short report from the

Committee on Governmental Medical Services

regarding Medicare/Medicaid statewide fees. Dr.

Carter referred the Board to the report of his

Committee and stated that the Committee had

been informed that any changes made would

have to be documented and supported by facts.

(4) Under New Business, the Board discussed

sponsorship of Resolution No. 15-76. Follow-
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ing discussion, the Board adopted action to sup-

port and introduce this resolution in the House

of Delegates.

(5) The Board considered Resolution No. 19-

76 concerning mass immunization against swine

influenza. A motion was adopted that the TMA
Board sponsor the resolution in the House.

(6) The Board named the Trustees to attend

the Reference Committees of the House of Dele-

gates for the purpose of offering information,

clarification and assistance when needed by the

Reference Committees.

(7) The Board acted on the request from the

Nashville Academy of Medicine wherein the

Academy had been the defendant in a lawsuit

tried in a Nashville court and appealed to the

Supreme Court. TMA was not named in the suit,

but the case affected every physician in the State,

and the Academy requested TMA to be respon-

sible for the legal fees in the amount of $4,000.

The Board adopted a motion that TMA consider

its policy that the legal staff member review any

suits that seem to affect TMA, and that he dis-

cuss these with the Executive Committee to de-

termine whether or not TMA should participate.

The motion was not adopted.

(8) The Board directed the Executive Direc-

tor to investigate insurance plans available for

the purpose of protection for liability of officers

and other appropriate individuals of TMA who
speak for the Association on policy matters, and

bring a report to the July meeting of the Board.

(9) The Executive Director presented the an-

nual audit for the Board’s information and action

was approved to adopt the audit. Likewise, the

first quarter financial statement was presented and

a motion was adopted to approve.

(10) The Board heard a report and consid-

ered Journal advertising policy regarding adver-

tising for guaranteed income salary, etc. This

matter was left up to the discretion of the Editor

and Managing Editor, and the Board recom-

mended that the existing policy remain as previ-

ously established.

(11) Mr. Ballentine referred the Board to the

information that had been distributed at AMA’s
last session for the negotiation program that

AMA is sponsoring. AMA is now conducting

schools to train physicians and staff .personnel to

be negotiators for their respective associations.

The Board voted to send a staff representative to

one of the short-term seminars. The Board

recommended the staff attorney review the situa-

tion and report to the Board in July.

(12) The Board approved a request for Mr.

Williams to replace the automobile which had

been damaged in an accident.

(13) The Board received a request for next

year to present a Distinguished Service Award.

The Trustees took action to consider this when

recommendations are made.

(14) The Board approved co-sponsorship

with the Tennessee Hospital Association of sev-

eral seminars and workshops. This matter was

left to the Committee on Continuing Medical Ed-

ucation to decide if there was any change from

the previous type of presentations, otherwise the

Committee was given authority to approve these

presentations.

(15) The Board discussed input from physi-

cians on the Malpractice Review Boards. A mo-

tion was adopted that the staff contact the Execu-

tive Secretary of the Review Board daily or weekly

and offer our assistance, and also that a letter

over the President’s signature be sent to physi-

cians who have agreed to serve on the Review

Boards, requesting that if they cannot serve as

they had agreed to, that they inform TMA so

they can be replaced. It was directed that TMA
pledge to the State Agency TMA’s full coopera-

tion. In addition, discussion ensued and a mo-

tion adopted wherein the Committee on Medical

Education was directed to assist and institute a

program on malpractice counter education.

(16) The Board discussed resolutions that

were to be presented in the House of Delegates

and what recommendation the respective Trust-

ees attending the Reference Committee hearings

should make on these resolutions.

(17) At the conclusion of these Agenda items,

the Board held an executive session.

J. E. Ballentine, Executive Director

RESUME OF THE BOARD MEETING
APRIL 10, 1976

The Board of Trustees convened immediately

following the second session of the House of

Delegates.

Members of the Board Present:

W. David Dunavant, M.D., Memphis, Elected

Chairman

Robert L. Allen, M.D., Cleveland

J. Kelley Avery, M.D., Union City

Virgil H. Crowder, Jr., M.D., Lawrenceburg

John B. Dorian, M.D., Memphis
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Allen S. Edmonson, M.D., Memphis

William H. Edwards, M.D., Nashville

Mark P. Fecher, M.D., Knoxville

James W. Hays, M.D., Nashville, Elected

Secretary-Treasurer

Nat E. Hyder, Jr., M.D., Johnson City

Oscar M. McCallum, M.D., Henderson

C. Gordon Peerman, Jr., M.D., Nashville

David H. Turner, M.D., Chattanooga

Joseph L. Willoughby, M.D., Franklin,

Elected Vice Chairman

Also attending were; the TMA executive staff.

( 1 ) The first action taken was the organiza-

tion of the Board, and Dr. Dunavant was elected

Chairman, and he presided over the remainder of

the meeting. Dr. Willoughby was elected Vice

Chairman, and Dr. Hays was elected Secretary-

Treasurer.

(2) As a part of the Board organization, the

Trustees named the Committees of the Board,

which are: Executive Committee—Drs. C. Gor-

don Peerman, Jr., J. Kelley Avery, David H.

Turner, W. David Dunavant, and James W. Hays;

Finance Committee—Drs. Hays, Mark P. Fecher,

and Joseph L. Willoughby; Publications Com-

mittee—Drs. John B. Thomison, Addison B.

Scoville, Jr., and Oscar M. McCallum; Commit-

tee on Medical Licensure—Drs. Francis H. Cole,

Avery, Fecher, Howard R. Foreman, Eugene W.

Fowinkle, Harold W. Jordan, Tinnin Martin, Jr.,

and Mr. Charles L. Cornelius, Jr., TMA Attor-

ney, consultant; Committee on Exhibits—Drs.

Hays; Ad Hoc Committee on Confidentiality—
Drs. Charles B. Thorne, Robert L. Allen, and

John B. Dorian; Ad Hoc Committee on Profes-

sional Liability—Drs, Morse Kochtitzky, Jesse

E. Adams, Jr., E. Kent Carter, Allen S. Edmon-
son, William H. Edwards, Garth E. Fort, Robert

H. Haralson, Jr,, Peerman, William T. Satter-

field, Sr,, and Dunavant, Ex-Officio; Committee

on Long Range Planning—Drs. Peerman, Avery,

Dunavant, McCallum and Turner; Travel Com-
mittee—Drs. Avery, Peerman, and Turner.

(3) Following the organization of the Board,

appointments were made for Division Coordina-

tors, and the following were nominated and elect-

ed: Division on Scientific Services—Dr. Dorian;

Division on Legislation and Governmental Medi-

cal Affairs—Dr. Hays; Division on Communica-
tions and Public Service—Dr. Allen; Division on

Health Services and Socio-Economics—Dr. Mc-
Callum; and Division on Medical Education—Dr.

Crowder.
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(4) Matters referred to the Board of Trustees

from the House of Delegates included Resolution

No. 3-76 calling for the Board to establish a

Committee on Long Term Health Care. Ap-

pointees were made to this Committee.

(5) Resolution No. 10-76 referred to the

Board directed establishing a one-way WATS line

out of the TMA office. The motion was adopted

that a WATS Line from TMA throughout the

state be installed.

(6) Resolution No, 12-76 was presented to

the Board and the matter was referred to the

Committee on Legislation and Ad Hoc Committee

on Professional Liability with the direction that

these committees report back to the Board at the

July meeting.

(7) The Board set July 10-11 for the next

quarterly meeting date for the Board of Trustees.

(8) The Board Chairman read a letter from

the Woman’s Auxiliary President extending to the

Board the Auxiliary’s support and willingness to

help whenever called upon. The Board discussed

the requirements of the Auxiliary for office space

and other assistance. A motion was adopted that

Dr. Peerman meet with the President of the Aux-

iliary as to what specifics the Auxiliary required

and stating that TMA would furnish office space

to the Auxiliary if they feel that this is what is

needed. Dr. Peerman was to report to the July

meeting of the Board regarding this matter with

specifics as to secretarial help, amount of time

required, etc.

(9) A motion was adopted that the Board

hold its July meeting at the Hyatt Regency in

Memphis on July 10 and 11. This will be a

business and recreational meeting.

(10) Dr. Dorian inquired if the Travel Com-
mittee had made any further plans to submit

to the Board, and Mr. Williams pointed out that

the Committee would be meeting with the Travel

Agency shortly and recommendations would be

made to the Board at the July meeting.

(11) Dr. Dorian inquired if it would not be

appropriate for TMA to make tentative plans

to meet in Gatlinburg in 1979 and secure needed

facilities. Mr. Ballentine stated it was not too

early to make these arrangements for space giving

a firm commitment at a later date.

(12) Dr, Dorian stated he was impressed with

the necessity of making the Malpractice Review

Boards function properly and felt that TMA
should do something to encourage participation of

those who had committed their services. Follow-
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ing discussion on the matter, a motion was

adopted that a letter be sent over the Chairman’s

signature to each physician who has agreed to

serve on the Review Boards reiterating their re-

sponsibility, pointing out the problems arising if

the physicians delay in notifying the Executive

Secretary of the Review Board that they cannot

appear.

There being no further business, the meeting

adjourned until the next meeting on July 10-11.

W. David Dunavant, M.D., Chairman

J. E. Ballentine, Executive Director

Abstract of the Minutes of the Judicial Council

Tennessee Medical Association

Memphis, Tennessee — April 7 and 10, 1976

The Councilors of the Tennessee Medical As-

sociation met at 12:00 Noon in the Account

Executive Room of the Hilton Inn-Airport in

Memphis on April 7, 1976. Dr. Robert E. Clen-

denin. Chairman, presided. Members of the Coun-

cil present were: Drs. David H. Turner, Chatta-

nooga; Donald H. Bradley, Sparta; Olin O.

Williams, Murfreesboro; Parker D. Elrod, Cen-

terville; James H. Donnell, Alamo; James B.

Witherington, Memphis; and Robert E. Clen-

denin. Union City.

( 1 ) The Council reviewed a letter from Dr.

Richard W. Robinson, Knoxville, concerning his

dispute with the University of Tennessee Hospital

on separate billing. The Council recommended

that the Second District Councilor, Dr. Felix

Line, discuss the matter with Dr. Robinson and

determine if he has specific charges to bring

against Dr. McCammon at the University of

Tennessee. Dr. Robinson would be informed

that he should document these grievances in order

for the Councilor to present them to the Judicial

Council of the Knoxville Academy of Medicine.

(2) Dr. David Turner, Third District Coun-

cilor, presented a letter that he had written to

Dr. Schanze, who was employed by the Chatta-

nooga Women’s Clinic, regarding it being uneth-

ical to associate with a clinic that advertises. Dr.

Turner stated he was involved in a $3 million

lawsuit brought by the Chattanooga Women’s

Clinic against the Attorney General, the Chatta-

nooga Medical Society, and the Obstetrical and

Gynecological Society. The Council stated that

Dr. Turner’s letter to Dr. Schanze should be

endorsed and the principles so stated. The Coun-

cil adopted a motion that the Chairman in his

report to the House of Delegates inform the

House of the suit against Dr. Turner as a member
of the Judicial Council, and request that the

Board of Trustees consider an insurance policy

for his defense in this and in future cases. (Sub-

sequent to this meeting of the Council, the law-

suit involving the Third District Councilor has

been dismissed.)

The Council adjourned following the above

actions.

Second Meeting of the Judical Council

The Council held its second session during the

Annual Meeting of the Association at the close

of the House of Delegates session on April 10

with its newly elected members in attendance.

Dr. Parker D. Elrod, Centerville, was elected

Chairman of the Council.

The only business to be brought before the

Council was the election of officers and organi-

zation of the Council for the 1976 year.

There being no further business, the Council

adjourned until the next meeting, the date and

place to be announced.

JUNE, 1976 421



MEMPHIS-1976

Left Side: 1) 2) 4) Exhibit Hall and Exhibitors; 3) AMA-ERF check presented to Dr. Charles McCall (left), Dean

of the University of Tennessee Center for the Health Sciences by TMA President Dr. J. Kelley Avery; 5) 6) 7) and

8) General Session guest speakers (left to right): Dr. John A. Oates; Dr. H. Edward Garrett; Dr. Rudolph Kamp-
meier; and Dr. Gottlieb C. Friesinger, II.

Right Side: 1 ) Distinguished Service Award presented to Dr. Morse Kochtitzky (right) by Board Chairman, Dr.

Nat Hyder; 2) Distinguished Service Award presented to Dr. L. W. Diggs (right) by Board Chairman Dr. Hyder;

3) Outstanding Physician of the Year, Dr. George Young; 4) Dr. J. Kelley Avery presenting Community Service



ANNUAL MEETING HIGHLIGHTS

Award to Miss May Archibald; 5) Dr. Dale Teague (left), IMPACT Board Chairman with IMPACT Breakfast guest

speaker Congressman George M. O'Brien (R-Ill.); 6) Health Project Contest winner Miss Betty Sanders (left) pre-

sented $500 check from State Contest Chairman, Mrs. Jere Freeman; 7) House Session being conducted by Speak-

er, Dr. William H. Edwards, Nashville (left) and Vice-Speaker Dr. Allen S. Edmonson, Memphis; 8) Dr. J. Kelley

Avery (right) explaining State Volunteer Mutual Insurance Company to Dr. James Hall, Trenton; 9) Outgoing Pres-

ident Dr. J. Kelley Avery (left) exchanging gavel with incoming President Dr. C. Gordon Peerman; 10) House of

Delegates in session.
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American Cancer

How to close the critical gap between possible and
actual Survivals?

The “procto” can today help save more lives from
cancer than any other step in the checkup. Which is

why, in our constant emphasis on the importance of
annual checkups, we urge the inclusion of a “procto”
...and make available films and other pertinent
materials for the layman and the physician. We are
closing the “communications” gap.

Joint action by people and their doctors can help
close the “action” gap to reach a cure rate of almost
75°/o for colon and rectal cancer.

Of the more than 100 different types of cancer, colon

and rectal cancers are unique for two compelling

reasons:

High
incidence;

Annual new cases number about
73,000. Deaths now total 46,000
a year.

High Early diagnosis and prompt
curahility treatment could save almost 75%.
potential: Survival rate is now only 44%.



1976 TMA Annual Meeting—House of Delegates Composition

1st Session: April 7 / 2nd Session: April 10

EX-OFFICIO MEMBERS
First

OFFICERS Session
President J. Kelley Avery Present
President-Elect C. Gordon Peerman, Jr. Present
Vice-President James C. Bradshaw, Jr. Present
Vice-President Mary B. Duffy
Vice-President James O. Fields
Secretary-Treasurer Charles B. Thorne Present
Speaker William H Edwards Present
Vice-Speaker Allen S. Edmonson Present

AMA DELEGATES
Delegate to AMA John H. Burkhart Present
Delegate to AMA . Tom E. Nesbitt Present
Delegate to AMA A. Roy Tyrer, Jr. Present
Delegate to AMA . . . Robert H. Haralson, Jr. Present

PAST PRESIDENTS
Past President Tom E. Nesbitt Present
Past President John H. Saffold
Past President Wm. T. Satterfield, Sr. Present
Past President Morse Kochtitzky Present
Past President E. Kent Carter Present

COUNCILORS
First District James E. Boles
Second District Felix G. Line
Third District David H. Turner Present
Fourth District Donald H. Bradley Present
Fifth District Wm. D. Jones
Sixth District Olin O. Williams Present
Seventh District Parker D. Elrod Present
Eighth District James H. Donnell Present
Ninth District Robert E. Clendenin, Jr. Present
Tenth District James B. Witherington Present

OTHERS
Commissioner,

Public Health Eugene W. Fowinkle Present

DELEGATES
EAST TENNESSEE GRAND DIVISION

County Society
BLOUNT James N. Proffitt Present

H. Trent Vandergriff Present
R. H. Haralson, III (Alt.) Present
Marvin D. Peterson (Alt.)

BRADLEY William I. Proffitt

Marvin R. Batchelor(Alt.) Present

CAMPBELL.

CHATTANOOGA-
HAMILTON

COCKE

CUMBERLAND
GREENE
HAMBLEN
HAWKINS
KNOXVILLE
ACADEMY .

John S. Burrell Present
Burgin H. Wood (Alt.)

Jerome H. Abramson Present
Jesse E. Adams Present
John F. Boxell Present
Robert C. Coddington Present
Hathaway K. Harvey Present
C. Windom Kimsey Present
David P. McCallie Present
James R. Royal Present
Don J. Russell Present
A. J. Garbarino
Reece B. DeBerry (Alt.) Present
R. Eugene Cravens Present
Walter C. Chapman Present
Cleland C. Blake Present

McMINN

MONROE
ROANE-ANDERSON.

SCOTT.

SEVIER
SULLIVAN-JOHNSON

WASHINGTON-
CARTER-UNICOI .

MIDDLE
BEDFORD
BENTON-
HUMPHREYS . . . .

David F. Beals Present
Alfred D. Beasley
Robert B. Gilbertson Present
Abner M. Glover
William 0. Miller
Joseph B. Moon Present
John T. Purvis
Charles C. Smeltzer
James H. Waters, Jr. Present
George H. Wood
Mary B. Duffy (Alt.)

Robert P. Hornsby (Alt.) Present
Robert M. Overholt (Alt.) Present
George A. Zirkle (Alt.) Present
Robert G. Hewgiey Present
W. E. Foree, Jr.

F. Houston Lowry Present
Richard A. Dew
Joe E. Tittle
R. A. Johnson (Alt.)

Roy L. McDonald
Horace M. Leeds (Alt.)

Charles L. Roach
B. Y. Cowan Present
Kenneth C. Lynch Pr.esent
Joseph K. Maloy Present
Hugh W. Rule Present

Charles E. Allen Present
J. J. Range Present
Gilbert A. Rannick
TENNESSEE GRAND DIVISION
Carl T. Stubblefield Present

Second
Session
Present
Present
Present
Present

Present
Present
Present

Present
Present

Present

Present

Present
Present

Present
Present

Present
Present

Present
Present

Present

Present
Present
Present

Present

Present
Present
Present
Present
Present
Present
Present
Present
Present

Present
Present
Present
Present

Present
Present
Present

Present

Present
Present

Present
Present
Present
Present
Present
Present
Present

Present

Present
Present
Present
Present
Present
Present

Present
Present
Present

Present

First

Session
BUFFALO RIVER
VALLEY Virender Anand Present

COFFEE James M. King Present
NASHVILLE
ACADEMY Ben J. Alper

Robert L. Bomar, Jr. Present
George K. Carpenter, Jr
Burton P. Grant
Robert W. Ikard Present
H. T. Lavely Present
Malcolm R. Lewis Present
Ronald E. Overfield Present
C. Gordon Peerman, Jr. Present
David R. Pickens, Jr.

Dan S. Sanders, Jr. Present
Sarah Sell
David D. Thombs
Willard O. Tirrill, III Present
C. Richard Treadway Present
W. Carter Williams, Jr.

John K. Wright Present
Edmund W. Benz (Alt.) Present
Jerrall P. Crook (Alt.)

Kent Kyger (Alt.) Present
Cullen M. Merritt (Alt.) Present
Carl E. Mitchell (Alt.) Present
T. G. Pennington (Alt.)

Howard L. Salyer (Alt.) Present
DICKSON S. R. Curtis Present

J. T. Jackson (Alt.) Present
FENTRESS
FRANKLIN Dudley Fort
GILES
JACKSON
LAWRENCE V. H. Crowder, Jr. Present
LINCOLN Anne U. Bolner Present
MACON
MARSHALL Hoyt C. Harris Present
MAURY George R. Mayfield, Jr. Present
MONTGOMERY T. J. Montgomery Present
OVERTON
PUTNAM J. T. DeBerry Present

Charles E. Jordan (Ait.) Present
ROBERTSON James R. Quarles Present
RUTHERFORD Carl E. Adams Present

Bernard S. Davison
J. T. Cunningham (Alt.)

SMITH
SUMNER Clarence R. Sanders Present

Lloyd T. Brown (Alt.) Present
WARREN J. R. Troop

W. B. Bigbee (Alt.) Present
WHITE C. B. Roberts

Robert F. Baker (Alt.) Present
WILLIAMSON Joseph L. Willoughby Present

E. S. Wolcott Present
WILSON J. C. Bradshaw, Jr. Present

WEST TENNESSEE GRAND DIVISION

CONSOLIDATED
MEDICAL
ASSEMBLY Thomas K. Ballard Present

S. Lane Bicknell Present
Lee Rush, Jr. Present
A. B. Scott Present

HENRY
MEMPHIS-
SHELBY J. Malcolm Aste Present

Dee J. Canale
Edwin W. Cocke, Jr. Present
Francis H. Cole Present
George A. Coors Present
T. Kyle Creson
McCarthy DeMere Present
Richard L. DeSaussure
Thomas G. Dorrity Present
John K. Duckworth Present
Hamel B. Eason Present
Irvin D. Fleming
Hugh Francis, Jr. Present
Nicholas Gotten, Jr. Present
Wilford H. Gragg, Jr.

Tinnin Martin, Jr. Present
B. G. Mitchell
John P. Nash
John D. Pigott
Wm. T. Satterfield, Sr. Present
John D. Young
F. W. Chappell (Alt.)

Rufus E. Craven (Alt.) Present
E. W. Gadberry (Alt.)

James T. Galyon (Alt.) Present
Hollis H. Halford (Alt.) Present
Sam P. Patterson (Alt.) Present
Phillip A. Pedigo (Alt.)

Daniel J. Scott, Jr. (Alt.) Present
NORTHWEST
ACADEMY Arden J. Butler Present

James H. Ragsdale Present
TIPTON Warren A. Alexander Present

The above information taken from attendance record cards signed by the Delegates.

Second
Session

Present
Present

Present

Present
Present
Present
Present
Present
Present
Present

Present
Present

Present
Present
Present
Present
Present

Present
Present
Present

Present

Present
Present

Present
Present
Present

Present

Present
Present

Present

Present
Present

Present

Present

Present

Present

Present
Present

Present

Present
Present
Present
Present

Present

Present

Present
Present
Present
Present

Present

Present
Present
Present
Present
Present
Present
Present

Present
Present



RADIOLOGISTS—X-RAY DEPARTMENTS

A Monumental Goof by the Government has placed
a SANCHEZ-PEREZ SERIOGRAPH, Model IlOA in our
plant (and we are a Silk-Screen Printing House!).

Our technician reports that this machine is in excel-

lent operating condition. It looks nearly new to us; and
runs smooth as silk. The DeLuxe Model, with

automatic Elevating feature. Remote Outlet, X-Ray
Line, Variable exposure speeds of from V2 to 2 secs,

12 Serial Exposures, will take all 12 shots in succes-
sion or one at a time. Nineteen 11x14 inch Film

Cassettes, with 10 “Hi-Speed,” and 9 "Par-Speed”
Screens, all by DuPont.

Litton Medical Systems tells us that this unit sells

new at around $6,000, plus $100 a piece for the

Cassettes. All we want is our money back: $2,000.00,

Uncrated, F.O.B. Bristol, Tenn.

Call 615-764-4542. Ask for Roy Mueller. CROWN DE-
CAL & DISPLAY, Bristol, Tennessee 37620.

POEMS WANTED

THE TENNESSEE SOCIETY OF POETS
is compiling a book of poems. If you

have written a poem and would like our

selection committee to consider it for

publication, send your poem and a self-

addressed stamped envelope to:

THE TENNESSEE SOCIETY OF POETS
P.O. Box 6304

Chattanooga, Tennessee 37401

POSITIONS

AVAILABLE
Family Practice, Pediatrician,

General Practice, Solo Practice

—

Prime Office Space.

Conveniently located (Adjacent) to

expanding 27 bed hospital. Immedi-
ate acceptance by community, un-

limited recreational possibilities. 20

miles from Nashville in the fastest

growing industrial and recreational

area in State.

30,000 plus service area
(North Rutherford County)

Contact: Harris Dement Realty &
Auction Co.
117 South Academy Street

Murfreesboro, Tenn. 37130
Phone: (615) 893-2651

Cwner: Morris L. Frank, D.D.S.

Before prescribing, please consult
complete product information, a summary
of which follows:

Indications: In adults, urinary tract
infections complicated by pain (primarily
pyelonephritis, pyelitis and cystitis) due
to susceptible organisms (usually £. coli,

Klebsiella-Aerobacter, Staphylococcus
aureus, Proteus mirabilis, and. less fre-
quently, Proteus vulgaris) in the absence
of obstructive uropathy or foreign bodies.
Note: Carefully coordinate in vitro sulfon-
amide sensitivity tests with bacteriologic
and clinical response; add aminobenzoic
acid to follow-up culture media. The increas-
ing frequency of resistant organisms limits
the usefulness of antibacterials including
sulfonamides. Measure sulfonamide blood
levels as variations may occur; 20 mg/
100 ml should be maximum total level.

Contraindications: Children below age
12; sulfonamide hypersensitivity; preg-
nancy at term and during nursing period;
because Azo Gantanol contains phenazo-
pyridine hydrochloride it is contraindicated
in glomerulonephritis, severe hepatitis,
uremia, and pyelonephritis of pregnancy
with G.l. disturbances.

Warnings: Safety during pregnancy not
established. Deaths from hypersensitivity
reactions, agranulocytosis, aplastic ane-
mia and other blood dyscrasias have been
reported and early clinical signs (sore
throat, fever, pallor, purpura or jaundice)
may indicate serious blood disorders. Fre-
quent CBC and urinalysis with microscopic
examination are recommended during
sulfonamide therapy.

Precautions: Use cautiously in patients
with impaired renal or hepatic function, se-
vere allergy, bronchial asthma; in glucose-
6-phosphate dehydrogenase-deficient
individuals in whom dose-related hemoly-
sis may occur. Maintain adequate fluid
intake to prevent crystalluria and stone
formation.

Adverse Reactions: Blood dyscrasias
(agranulocytosis, aplastic anemia, throm-
bocytopenia, leukopenia, hemolytic ane-
mia, purpura, hypoprothrombinemia and
methemoglobinemia); allergic reactions
(erythema multiforme, skin eruptions,
Stevens-Johnson syndrome, epidermal ne-
crolysis, urticaria, serum sickness, pruritus,
exfoliative dermatitis, anaphylactoid re-

actions, periorbital edema, conjunctival
and scleral injection, photosensitization,
arthralgia and allergic myocarditis): G.l.

reactions (nausea, emesis, abdominal
pains, hepatitis, diarrhea, anorexia, pan-
creatitis and stomatitis); CNS reactions
(headache, peripheral neuritis, mental
depression, convulsions, ataxia, hallucina-
tions, tinnitus, vertigo and insomnia);
miscellaneous reactions (drug fever, chills,

toxic nephrosis with oliguria and anuria,
periarteritis nodosa and L.E. phenomenon).
Due to certain chemical similarities with
somegoitrogens, diuretics (acetazolamide,
thiazides) and oral hypoglycemic agents,
sulfonamides have caused rare instances
of goiter production, diuresis and hypo-
glycemia. Cross-sensitivity with these
agents may exist.

Dosage: Azo Gantanol is intended for
the acute, painful phase of urinary tract
infections. Usual adult dosage: 2 Gm
(4 tabs) initially, then 1 Gm (2 tabs)
B.I.D. for up to 3 days. If pain persists,
causes other than infection should be
sought. After relief of pain has been ob-
tained, continued treatment with Gantanol
(sulfamethoxazole) may be considered.

NOTE: Patients should be told that the
orange-red dye (phenazopyridine HCI) will

color the urine.
Supplied: Tablets, red, film-coated,

each containing 0.5 Gm sulfamethoxazole
and 100 mg phenazopyridine HCI—bottles
of 100 and 500.

\ Roche Laboratories

ROCHE > Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110
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Medical Malpractice Review Boards

In 1975 the Tennessee General Assembly enacted legislation to reduce

the number of medical liability cases in court, and to reduce the cost of

defending cases without merit. Doctors throughout the State have volunteered

to serve on these Boards. According to Mrs. Margaret Dudney, the

Executive Secretary of the Medical Malpractice Review Board, she has

received excellent cooperation from physicians to date.

This year legislation was passed to allow admissibility of the hearing

records as evidence in court. This has resulted in the defense attorneys

feeling that the case must be ready for trial at the hearing. This has further

resulted in continuances being requested and granted because the defense

does not feel adequately prepared. The intent of the law was that the hearing

be informal, and an expeditious decision made as to whether the case had

merit or not. Regardless of the decision, either party may take the case to

court. Another alternative is to allow settlement of the case with the help

of the Review Board if both sides are agreeable.

By the middle of last April, Review Boards had heard five cases. All of

these cases were decided in favor of the health care provider. The results

have been: one settled out of court, one went to court, and three were

dismissed. In addition, ten other cases were dismissed or withdrawn and

five cases were settled out of court.

At present, regulations are being prepared for the conduct of the hearing

that will hopefully result in more informal hearings. It is my understanding

that the presentations at the hearings should mainly be the facts in the

case, and there be a minimum of arguments so that a prompt decision can

be made. It is also desirable that only a necessary minimum of continuances

be granted so as to cause least inconvenience to the Board members who

have set aside time in their busy schedules for the hearings.

Every doctor and other members of the Board should realize the

possibility of the hearing not occurring as scheduled because of the

continuance, settlement or dropping of the case. Perhaps delaying until

the last possible minute to make final plans to attend the hearing would be

the best plan.

It is my feeling that a three-man Board as utilized in other states would be

preferable to our six or seven-man Board. The logistics of getting this large

a Board together from people who have an active schedule is no small

problem. Perhaps the General Assembly in its wisdom will further amend

the law next year.

The Tennessee Supreme Court is to decide soon on the constitutionality

of several points in the law which will further clarify the position of these

Boards.

The doctors of this State have the opportunity to act positively in

supporting the Review Boards. If the experience of these Boards is what

we hope, perhaps we shall have taken another step in helping to relieve the

medical liability crisis.

Sincerely,

PRESIDENT

c . (^2
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edilofiol/
A Debt You Owel

I wish it were possible in the pages of the

Journal, this issue of which is devoted to the

Annual Meeting of TMA, to give those of you

who were not involved some idea of the amount
of work done for you over the past year by those

who are, and to impress on you something of

what it has meant to you.

You know, for example, that the State Volun-

teer Mutual Insurance Company is off and

running, but what you do not know is the extent

of the struggle required to get it off the ground,

and that this was only a part of what was done

for you by your Legislative Committee.

The Journal unfortunately, because of limita-

tions of space, cannot carry the reports of com-
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mittees, which is where a great deal of the nitty-

gritty of TMA goes on, and you get only an

inkling of it now and then, as for example of the

work of the Joint Practice Committee, a state-

ment from which is appended to a resolution

concerning it. It is not an ideal statement, but

it is a working paper, and represents a lot of

work by a lot of your colleagues and others. It

is not cast in stone, and will be modified as we
all gain experience.

As you read the National News each month,

in the Journal and elsewhere, you will note the

increasing extent to which our freedom is being

impinged upon. The Association is doing its best

to respond constructively, but it needs the support

and often the action of every one of us. Too
often too many of us only complain that our lead-

ership is doing nothing.

The Journal takes this opportunity to salute

the officers of TMA for 1975-76, some of whose

activities you can read about in their reports;

the Board of Trustees, whose activities are par-

tially documented; and the countless committee

chairmen and members whose hard work largely

passes into the semi-oblivion of TMA’s files.

We also salute and gratefully thank TMA’s paid

staff, whose contributions are never fully appreci-

ated, because only the few of us who work closely

with them understand the measure of their de-

votion and the long hours they spend in our

behalf.

The next time you start to complain about

what TMA (or your local society or AMA) is

not doing for you, see if it is because of some-

thing you could be doing and aren’t.

J.B.T.

The Pursuit of Excellence

Whatsoever thy hand findeth to do, do it

with thy might.

Ecclesiastes 9:10

One of the major addresses at the AMA Con-

gress on Medical Education last winter was

entitled “Are the Professions Still Learned?”

The classic professions were those callings deal-

ings with man himself namely. Medicine, Law,

and Theology. The professions were by nature

elitist, meaning it was assumed that individuals

in the professions knew what was the best for

the laity.

With the rise of populism, the old arts became

the new professions, and the distinctions be-

tween vocations and professions became blurred.
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A new term, the learned professions, came to be

applied to Medicine, Law, and Theology, to

distinguish them from the new, merely useful

professions, of which we now have a great num-

ber. In recent years the distinctions have be-

come blurred again as the liberal studies of man
have been displaced by the explosion of technical

knowledge, so that in a number of ways the

“learned” professions are no longer learned but

have joined the merely useful.

One of the major failures of medicine has

been its inability to apply the burgeoning tech-

nical knowledge with the energy of mind neces-

sary to direct the skills which we have acquired,

and humanism has lost out in the rush of tech-

nology. Put another way, the art of medicine

was largely displaced by the science of medicine,

and because the technologic advances were oc-

curring in the university centers, a rift was pro-

duced between “town and gown” as medical

school faculties tended to become full time and

to be separated from the larger medical com-

munity. At the extremes of the rift, the “gown”

considered the “town” ignorant, unskilled, and

therefore dangerous, referring to practitioners by

the slurring term LMD, while on the other hand

the “town” considered the “gown” callous and

self-serving. As far as medical students were

concerned, the pressures of 20 to 30 years ago

until recently was toward specialization and then

later toward sub-specialization, so that now we

have not just “internists” but gastroenterologists,

hematologists, rheumatologists, and so on, and

instead of “surgeons” we have thoracic surgeons,

vascular surgeons, neurosurgeons, and what not.

A situation finally came about where more

and more nobody was looking after the patient

and his family, and society rebelled as they be-

came no longer persons but cases, ciphers in

statistics, because the major thrust of medicine

was toward technology. The “GP” often tended

to be looked down on by his specialized colleagues

as “a sort of a doctor” who was either too dumb
or too lazy to specialize.

Then the worm turned. Some years back the

American Academy of General Practice changed

its name to the American Academy of Family

Practice, in response to society’s demands. It was

not that the practitioners were necessarily doing

anything differently, but their image was chang-

ing. The Academy instituted more rigid control

and more extended training requirements, and

in the days before it was fashionable to do so

set up requirements for continuing education and

re-certification.

What the individual practitioner does, of

course, varies, as it always has, in response to

his training and experience to some extent, but

more importantly to demand. On the other side

of the coin, what a general surgeon or internist

does in a small community also varies according

to demand, and he also will often function as

a family practitioner. And thereon hangs the tale.

A resolution was introduced this year into

the House of Delegates entitled “Formal Recog-

nition of Primary Care Specialties,” whereby

those specialties whose members tend to func-

tion as primary care physicians would be rec-

ognized as such. It was defeated. Discussion in

the reference committee was—well—brisk, and

went on for nearly an hour. I am not really

interested for the purposes of this editorial in

the points for or against the resolution. I got

the feeling as I listened that motives were mixed,

often even unclear, on both sides.

The point I wish to make is that we are con-

cerning ourselves with and dissipating too much
of our energy on inconsequential matters. What
matters is not that one is labelled a family practi-

tioner or a primary care physician or whether

his particular specialty is recognized as a primary

care specialty, but that the individual behaves

as a doctor should in whatever situation he finds

himself.

What does it mean to be a doctor? I never

saw it stated better than in an essay, entitled

“To Be a Doctor,” by the late Felix Marti-Ibanez,

M.D., founder and editor-in-chief of the magazine

M.D., from which I wish to quote:

To be a doctor is to be a whole man,

who fulfills his task as a scientist with pro-

fessional quality and integrity; as a human
being, with a kind heart and high ideals; and

as a member of society, with honesty and

efficiency . . .

To be a doctor means much more than to

dispense pills or to patch up or repair torn

flesh and shattered minds. To be a doctor

is to be an intermediary between man and

God . . .

Your duty to your patients will be to act

toward them as you would wish them to act

toward you: with kindness, with courtesy,

with honesty. ... It is vital never to forget

that behind all reports and data there is a

human being in pain and anguish to whom
you must offer something more than an

antibiotic, an injection, or surgical aid; you
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must, with your attitude, your words, and your

actions inspire confidence and faith and give

understanding and consolation.

All these things one can do only if he pur-

sues excellence not only in the science but in

the art of medicine. We are trained in the pur-

suit of excellence, though not all attain to it.

What is sad, though, is the attrition of the years.

There is a question which, as we consider

the matter of labels, each of us needs to address

himself to, for the way in which we answer

will summarize our attitude toward our profes-

sion and our patients. The question is:

Which is better: to be known to society as a

member of a formally recognized primary care

specialty (or as a surgeon or an internist or a

hematologist, or whatever, for that matter), or

to grateful patients as “My Doctor”?

J.B.T.

Organized Mayhem

The United States hockey team failed to win

a medal in Olympic competition because they

played most of it with one less man than their

opponents had. It is easy to look at this as

discrimination on the part of the officials, but

a remark by one of the commentators, a member

of a previous Canadian Olympic hockey team,

bears scrutiny. The remark was to the effect

that European rules, under which the games were

played, are more rigid and allow for much less

physical contact than do ours. When the Russian

Olympic hockey team toured the United States

prior to the games, they lost only one game

to the professional teams in this country. That

game turned into a stick-swinging free for all.

The Russians protested, which struck everyone

as a big joke. Maybe it wasn’t.

A month or so back I read an article about

what has happened to hockey, and it wasn’t

funny at all. Hockey has always been described

as organized mayhem, and is at best a violent

contact sport where it has never been uncommon
for fights to erupt and to result in retribution.

But now big, mean, often otherwise inferior

players are being hired for no other purpose than

to intimidate opponents, and coaches’ careers are

coming to depend on fielding violent, vicious

teams. Injuries, sometimes near-fatal, regularly

occur from deliberate kicks with razor sharp

skates or from spearing or clubbing with sharp-
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ened sticks. This violence is spilling over into

junior hockey leagues, whose players want to

be like their heroes.

Well, so hockey just isn’t a game for sissies,

and what do you expect? Anyway, it’s what the

fans want. Is it? The other day I happened to

see a part of a segment of the CBS Morning
News devoted to karate, which ended with cov-

erage of a boxing match fought with boxing

gloves but by karate “rules”—if any—with kick-

ing and whatever. The closing scene was an

interview with two boys who could not have

been over seven or eight years old. They pre-

ferred this kind of fight to regular boxing, they

said, because “nobody ever gets knocked down
in boxing, and they just run around and don’t

do anything. People really get hurt here.” My
objection to boxing has always been that it is

the only sport in which the participant sets out

to maim his opponent. Or more properly, I should

say “was.” Southeastern Conference basketball

teams before maybe this year have been at a

disadvantage in national competition because the

game elsewhere is so much more “physical”

—

which translates “rough,” and which I translate

“dirty.” But our boys are catching up.

Ten or fifteen years ago I read an interview

with a professional football player who com-

mented that injuries often occurred in college

football because of the “old college try,” when
players got carried away in the heat of battle.

This seldom occurs in pro ball, he said, because

of economic pressures. Dirty players were fined

by their coaches, and anyhow, the players, know-

ing their opponent’s livelihood was at stake, never

set out deliberately to injure him. But that was

before the days of “Mean Joe” Green and his

colleagues.

It’s sad. Team sports can—and should—be

enjoyable on the basis of skill alone, and the

last thing an athlete should wish to do is to

injure his opponent. But we’re told that’s not what

the people want to see. Is it or is it not? We
have the testimony of the two boys cited above.

And yet in a doctors’ lounge a few weeks back

I was really astonished at the number of our

colleagues—over half of the dozen or so there

—

who have been avid (and I know this to be

true) sports fans, who have completely given

up on organized sports and don’t go to football

games anymore because it is no longer sport.

One, in fact, who was himself once a football

player—and a good one—went so far as to say
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he thought a ten year moratorium should be

declared on all team sports so people could

regain their perspective.

The best definition I found in the dictionary

for the word “civilize” is “to reclaim from

savagery.” Man is savage by nature, no matter

how much we would like to deny it. Children are

little savages, and they have to learn not to be.

To learn they have to be shown—not told. One
civilization after another has reverted to savagery

prior to its self-destruction. Violence is only one

of its manifestations. Its underlying cause is lack

of respect for the lives, rights, and property of

others, and this is based on loss of the knowledge

that man is accountable to God. Otherwise, the

veneer of civilization is very thin indeed, and we

can expect the worst.

Perhaps everyone was right and the Russian

team’s protest over the hockey game in Phila-

delphia was a joke. After all, who are the

Russians to talk about playing dirty? But the

joke^may be on us. And it isn’t funny.

J.B.T.

To the Editor:

Because of the fact that there are undoubtedly al-

coholics among your membership, will you please

publish the following information:

International Doctors in Alcoholics Anonymous
is a non-dues-paying organization of Physicians

and Dentists who get together at least yearly to

help each other obtain and maintain their sobriety

and freedom from drugs. The next annual con-

vention will be held at the new Los Angeles Mar-

riott Hotel, August 5 through 8, 1976. Tax deduc-

tible. Inquirers and newcomers welcome. For in-

formation write: Secretary, IDAA, 1950 Volney,

Youngstown, Ohio 44511.

Thank you for this service to your membership.

Sincerely,

Luke Reed, M.D.
Secretary

Dr. William T. Satterfield

DR. WILLIAM T. SATTERFIELD, Memphis phy-

sician and surgeon for more than 45 years died at

age 70 on April 26, 1976.

Dr. Satterfield was a past president of the Tennessee

Medical Association, the Memphis and Shelby County

Medical Association and the Baptist Memorial Flospital

Staff.

He was a member of the American College of

Surgeons, the American Medical Association, the

Southern Medical Association, the Southeastern Medi-

cal Association and the Memphis Surgical Association.

Dr. Satterfield, a 1929 graduate of the University

of Tennessee Medical School, also was active in busi-

ness and served on the board of directors of Com-
merical & Industrial Bank. He was founder and chair-

man of the Memphis and Shelby County Medical So-

ciety Investment Retirement Trust.

Dr. Satterfield served as a colonel in the Army Medi-

cal Corps during World War II and was a member
of Second Presbyterian Church.

He leaves his wife, Mrs. Rita Satterfield; two daugh-

ters, Mrs. James A. Prewitt, III of Memphis and

Suzanne Satterfield; a son. Dr. William T. Satterfield,

Jr. of Memphis; and nine grandchildren.
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The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BLOUNT COUNTY MEDICAL SOCIETY
Norman Alan Barnes, M.D., Maryville

David C. Dorr, M.D., Maryville

BRADLEY COUNTY MEDICAL SOCIETY
William T. Aldrich, M.D., Cleveland

Ed N. Duncan, M.D., Cleveland

M. Bart Knight, M.D., Cleveland

CAMPBELL COUNTY MEDICAL SOCIETY
Richard D. Clark, M.D., Tazewell

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Venkata R. R. Bareddy, M.D., Chattanooga

John Michael Cox, M.D., Chattanooga

Phyllis E. Miller, M.D., Chattanooga

Mansukhlal G. Padalia, M.D., Chattanooga

Walter H. Smartt, M.D., Chattanooga

Eredia S. Wadley, M.D., Chattanooga

Ralph R. Wooley, M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY OF
WEST TENNESSEE
Raphael C. Sneed, M.D., Jackson

James N. Thomas, M.D., Selmer

HENRY COUNTY MEDICAL SOCIETY
Robert T. Paschall, M.D., Paris

James B. Robertson, M.D., Paris

KNOXVILLE ACADEMY OF MEDICINE
William S. Muse, Jr., M.D., Knoxville

McMINN COUNTY MEDICAL SOCIETY
William Bowers, M.D., Athens

William G. Morris, M.D., Athens

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Gene G. Abel, M.D., Memphis
William M. Bielskis, Jr., M.D., Memphis
Frederick L. Cole, M.D., Memphis
Baldev K. Devgan, M.D., Memphis
Shang-Po Huang, M.D., Memphis
Robert D. Kirkpatrick, M.D., Memphis
Juichi Nishioka, M.D., Memphis
James D. Wakham, M.D., Memphis
Beverly Jean Williams, M.D., Memphis

MONTGOMERY COUNTY MEDICAL SOCIETY
Richard Baker Austin, III, M.D., Clarksville

Timothy Joe Beasley, M.D., Erin

Douglas D. Porter, M.D., Clarksville

NASHVILLE ACADEMY OF MEDICINE
Robert S. Francis, M.D., Nashville

Everette James, M.D., Nashville

Kamala Paniker, M.D., Nashville

L. O. P. Perry, M.D., Nashville
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ROANE-ANDERSON COUNTY
MEDICAL SOCIETY
John Jernigan, M.D., Oak Ridge

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL SOCIETY
W. R. Beaver, M.D., Johnson City

W. A. Schueller, M.D., Johnson City
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Knoxville Academy of Medicine

The Knoxville Academy of Medicine met on May
1 1 at the KAM headquarters building.

Knoxville Community Theater performed “Story

Theatre” for the E Club at six o’clock.

At eight o’clock Blair D. Erb, M.D., Director of

Clinical Center for Health Sciences, UT Knoxville,

spoke on “Cardiac Rehabilitation; The Use of Exercise

as an Evaluation Tool in Cardiology.”

The urologists were shown two films by Dr. Brantley

Scott
—

“Inflatable Incontinence Device” and “Inflatable

Impotency Device.”

The ophthalmologists viewed an ophthalmology series

“Low Vision Patients.”

The pathologists met on May 19 to discuss interest-

ing cases.

notional neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

Carter Favors Federalized NHI,

Strong Cost Controls

Presidential candidate Jimmy Carter has

abandoned his fence-straddling position on na-

tional health insurance and announced his sup-

port for a phased-in comprehensive program that

sounds much like that proposed by labor leaders

and Sen. Edward Kennedy (D.-Mass.).

The former Georgia Governor, who has been

accused by his political enemies of failing to take

clear-cut stands on controversial national issues,

came out four-square for a broad NHI at the

annual convention of the Student National Medi-

cal Association here.

With Carter’s announcement, most of the

viable Democratic Presidential hopefuls are

lined up behind federalized NHI, thus assuring

that the Democratic Party plank on the issue

will come out strongly for such a program.
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Carter said he favored universal, mandatory

coverage of comprehensive benefits financed

through payroll taxes and general tax revenues.

He called for strict controls and said NHI should

first benefit “those who need it most , . . with

the understanding that it will be a compre-

hensive program in the end.”

The candidate also supported the controversial

legislation sponsored by Sen. Herman Talmadge

(D.-Ga.) to “place controls on hospital costs

and physician charges under Medicare and

Medicaid.” He seemed to endorse as well the

medical manpower provisions backed by Sen.

Kennedy, declaring “the medical establishment

has not responded to the shortage of primary

care services and practitioners.”

Carter said he supports “organized approaches

to delivery of services,” contending the Ameri-

can health care system has become “a compre-

hensive catastrophe.”

FTC Investigates AMA Restraints of

Health Care

The Federal Trade Commission has announced
via press release that it is conducting an investi-

gation to determine whether the American Medi-
cal Association may have “illegally restrained the

supply of physicians and health care services.”

The Commission said its probe will focus on:

• accreditation of medical schools and

graduate programs.

• definition of fields of practice for phy-

sicians and allied health personnel by the

AMA.
• alleged limitations on forms of health care

delivery “inconsistent with the fee-for-

service approach.”

It was the second major action against the

AMA this year by the FTC which earlier had
charged that the AMA’s ethical ban on ad-

vertising by physicians violates the antitrust laws.

The FTC announcement came at a time when
the Senate is about to consider controversial

health manpower legislation giving the federal

government power to control numbers and types

of residencies in this country.

The FTC release stated that the investigation

doesn’t imply that violations of the law have

occurred, but said the probe was part of a larger

inquiry into the degree of competition in the

delivery and financing of health care services.

AMA Chairman of the Board Raymond T.

Holden, M.D., welcomed the airing of the issue

as to whether the Association engaged in illegal

restraints on the supply of physicians.

“Such a charge is hard to square with the

facts,” Dr. Holden said.

“The fact is there has been a tremendous

growth in American medicine in the last ten

years. The number of medical schools has grown

by 30%, the number of physicians by 30% and

the number of first year medical students by 69%.
“Ten years ago there was one doctor for every

682 Americans; today there is one M.D. for

every 569 Americans.

“Latest figures from the World Health Organi-

zation show that there are more physicians per

capita in the U. S. than in England, Canada,

Sweden, France, or Holland.

“We have not violated the anti-trust laws. We
have, as a matter of record, advocated increases

in the numbers of physicians and health per-

sonnel. We are frankly puzzled as to what pre-

cipitated the FTC investigation.”

Dr. Holden added: “The FTC is spinning its

wheels—it is nothing but sheer harassment

—

there are a bunch of nincompoops down in the

government agencies who have to justify their

existence.”

AMPAC Public Affairs Workshop

The Presidential and Congressional elections

this November could determine the future course

of the American medical system, speakers told

the 1976 AMA-AMPAC Public Affairs Work-

shop.

Some 300 people attended the meeting in

Washington, D. C., sponsored by the American

Medical Political Action Committee and the

AMA. The theme was “Century III: The Time

for Medicine to Turn Out and Turn On.”

Sen. Robert Packwood (R.-Ore.) told the par-

ticipants that political action by physicians is a

“must” because Congress next year probably

will take the first step toward writing a national

health insurance measure. The matter in which

the first step is administered and financed prob-

ably will set the pattern for the entire NHI
package when it is finally developed, the Senator

said.

Packwood said in his experience medical po-

litical action committees are “the most effective

political organizations” he has encountered.

Raymond Holden, M.D., Chairman of the

AMA Board of Trustees, stressed the importance

of health legislation in affecting the quality of
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care. Dr. Holden said that in order to achieve

good legislation, good Congressmen must be

elected.

James MacLaggan, M.D., Chairman of the

AMPAC Board of Directors, noted that mem-
bership in AMPAC has tripled during its 14

years, a period marked by massive public dis-

trust of the political process.

Indian Health Care

The health of American Indians and Alaska

natives continues to lag some decades behind

the rest of the population, the AMA has told

Congress, declaring “the time is way overdue

to provide proper health care for our first

Americans.”

Congress was urged to act swiftly on legis-

lation aimed at upgrading health care for the

Indians by Russell B. Roth, M.D., a past presi-

dent of the AMA. Dr. Roth supported a measure

approved by the Senate and the House Interior

Committee and recommended some changes in

testimony before the House Commerce Sub-

committee on Health.

The work of the Indian Health Service was

praised by Dr. Roth, but he said inadequate

budgets have hampered the Service’s efforts.

“To a large extent, the increases in the budget

for Indian health over the years have been little

more than ‘cost-of-living’ increases,” he said.

“They have enabled the service to maintain its

health care system, but not to improve it. A
few new facilities have been built, a few old ones

modernized, but the majority can only be main-

tained—getting older and more outdated. The

Service’s manpower problems have been met

with patchwork, or ‘band-aid’ solutions—the

military draft alternative, limited pay increases,

and some financial grants-in-aid with service

payback provisions.”

The bill before the Subcommittee “if enacted,

fully implemented and funded, would have an

immense effect on the health resources and ser-

vices available to Indians and on their educa-

tional opportunities, their environment and on

their future health status,” said the AMA witness.

The legislation provides scholarships for In-

dians who wish to train for the health profes-

sions, public health education, increased patient-

care funding, new and expanded health care

facilities with provisions for upgrading their

quality, and a special study on the alcoholism

and mental health problems of Indians.
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Medicare Reimbursement

The government for the first time has agreed

to reimburse hospitals for Medicare on the basis

of rates set by a state regulatory commission.

The Maryland Health Services Cost Review

Commission, one of the most powerful such

agencies in the Nation, won agreement from

Medicare for the Commission’s rates to be

utilized rather than those set by Medicare.

The state agency’s rates take into account

bad debts and charity costs, but keep a tight lid

and review on hospital charges. Hitherto, Medi-

care has not allowed bad debts and charity care

to be figured as reimbursable cost items for

hospitals.

A Medicare official said the government be-

lieves the Maryland Commission has a rate-

setting approach that encourages hospitals to

be cost-conscious. The new Medicare reimburse-

ment will not take effect for a year. Medicaid

officials were reported to be considering follow-

ing suit.

Swine Influenza Vaccine Tested

Tests of swine influenza vaccine are starting

on humans in preparation for a Nationwide im-

munization campaign. First tests are slated for

employees who volunteer at the Food and Drug

Administration and the National Institutes of

Health. Other human trials are set for the uni-

versity of Rochester, Baylor College of Medi-

cine, Ft. Ord, California, and Lawry Air Force

Base, Ohio. Some 1,000 people are expected

to be involved in the first phase of testing.

President Ford urged all Americans “to re-

ceive an inoculation against this form of in-

fluenza” in signing the legislation that speedily

cleared Congress authorizing $135 million for

the immunization.

Signing the bill in the oval office, the Presi-

dent said a similar flu killed 500,000 Americans

and some 20 million persons around the world

at the end of World War I.

“We will mobilize all necessary national re-

sources to make sure we reach our goal” of total

U. S. inoculation, he said.

Two sponsors of the bill, Reps. Daniel Flood

(D.-Pa.) and Paul Rogers (D.-Fla.) joined

Health, Education and Welfare Secretary David

Mathews at the signing ceremony.

Not resolved was the product liability issue.

A spokesman for the Pharmaceutical Manufac-

turers Association said drug manufacturers are
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now working with the HEW Department to de-

termine if the liability
'
question can be handled

through contracts between HEW and the indi-

vidual firms.

A major purpose of the early trials is to

measure human response to varying doses.

Compromise Utilization

Review Regulations

Compromise utilization review regulations

meeting many of the legal objections raised by

the medical profession have been issued by the

Health, Education and Welfare Department.

The original regulations had been blocked suc-

cessfully in a landmark court case by the Ameri-

can Medical Association as a violation of the

rights of physicians and patients by requiring

same-day review of hospital admissions and re-

view participation by non-professionals of Medi-

care and Medicaid patients.

As drafted by HEW after consultation with

AMA representatives at the suggestion of the

federal courts, the new UR Regs place responsi-

bility for adverse review decisions squarely on

the shoulders of physician peers and provide for

consultation with the admitting physician. In

addition, the time for reviewing Medicare-Medic-

aid admissions was extended to three working

days.

HEW proposed a screening system for hos-

pitals under which admissions should be sorted

into categories and criteria established by phy-

sicians on the hospital staff. Layman could take

part in the initial screening process but would

have to refer to physicians questionable cases

for further review.

The AMA had stipulated in advance that it

would not necessarily be bound by the terms of

the new regulations and reversed the right to

pursue further court action if it felt the step

was warranted. The regulations published in the

Federal Register state that HEW Secretary David

Mathews believes they “largely meet the legit-

imate concerns of the (American Medical) As-

sociation.”

The revised Regs still provide that review

be completed before elective surgery unless the

procedure falls into a category not requiring

review such as danger to the patient or even

“pain itself.” The actual determination of which

procedures are elective is left to the hospital

staff.

At the time of initial review a date must be

set by the staff. The review procedures for con-

tinued stay would be the same as for initial

admission.

HEW said the new Regs should handle the

problem of small and rural hospitals where

it is difficult to have available a sufficient number

of physicians for review. Further, the current

proposals incorporate Medicaid allowances of

variances in specific cases for institutions that

cannot form a review committee within the time

frame.

Said HEW in describing the new Regs;

“The medical profession must be relied upon,

consistent with program purposes under Medi-

care and Medicaid, to design and carry out the

utilization review functions, this means that phy-

sicians should, in large measure, determine which

categories of cases should receive in-depth re-

view as distinguished from those for which the

prescribed treatment or medical procedure can

be presumed necessary without such in-depth

review. It also means that a determination of

non-necessity should be made only by physicians,

and then only after careful consultation with

the admitting physician.”

Interested groups have until the end of May
to comment on the regulations before they be-

come final.

Adverse Effects of Drug Labelling

The American Medical Association has told

Congress that drug labelling for patients with

full information about possible dangers could

scare many people off the drugs.

“The patient could, out of apprehension and

unnecessary fear, and without adequate back-

ground to make a valid judgment, refuse to

accept the drug for his condition,” said Jere

W. Annis, M.D., a member of the AMA Board

of Trustees. Dr. Annis told the House Com-
merce Health Subcommittee “in the long run

more patients would suffer from adverse effects

of their condition for failing to follow a pre-

scribed regimen as established by their phy-

sicians.”

The measure before Congress would give the

government the authority to include in the label-

ling the conditions for which the drug should

be used. Physicians who have found the drug

useful for non-labelled conditions would hesitate

to prescribe it for fear of confusing their patients

or feel forced to select a less effective product

in their judgment. Dr. Annis said.
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Dr. Annis said the AMA “has long recognized

that certain specific information directed to the

patient and appearing on the drug container label

is invaluable.” In certain circumstances, such as

with oral contraceptives, expanded patient infor-

mation is desirable, the Florida physician noted.

Dr. Annis also testified that no useful purpose

would be served by creating the Food and Drug

Administration as an independent agency with

the Health, Education and Welfare Department,

as another section of the bill provides.

Ford Seeks Tough Narcotics Law

President Ford has asked Congress to pass a

tough narcotics law to imprison hard drug dealers.

In a special message to Congress, Ford said

some 5,000 young Americans die of drug abuse

each year.

He said drug users commit about half the rob-

beries, burglaries and other property crimes in

America annually.

“It’s a good message and hopefully it will pro-

duce some action,” Ford told Attorney General

Edward Levi and HEW Secretary David Mathews
who witnessed the signing. The bill would allow

federal judges to deny bail in some narcotics

cases—including those where a defendant already

has been convicted of trafficking in hard drugs,

was free on parole, or was a non-resident alien.

In his message. Ford told Congress that he has

endorsed Mexican President Luis Echeverria’s

proposal for establishing mechanisms for formal

exchange of information and ideas at high levels

of government to curb the illegal flow of drugs

into the United States from South of the Border.

FDA Loses Bout with Health

Food Industry

The Food and Drug Administration has been

defeated by Congress in its 14-year effort to put

tighter controls on sales of extra-strong vitamin

and mineral supplements. Under legislation ap-

proved and sent to the White House, the FDA
specifically was prohibited from classifying as

drugs those mineral and vitamin preparations that

exceed the level of potency determined to be

nutritionally rational or useful.

The “health foods” industry and the health

foods advocates fought the FDA at every turn,

mustering a vehement grass-roots movement
against vitamin-mineral regulations that had an

obvious impact on Congress. There was no ad-
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verse vote or voice raised against the unusual

provision—part of a measure authorizing appro-

priations for the National Heart and Lung Insti-

tute.

MAC Drug Purchase Program Delayed

The starting date of the government’s Maxi-

mum Allowable Cost (MAC) drug purchase

program has been delayed until August 26, a

four-months postponement.

Health, Education and Welfare Department

officials said the delay was to permit states more
time to prepare for the program. Two months

ago, HEW Secretary F. David Mathews rejected

a Pharmaceutical Manufacturers Association re-

quest to postpone the program.

Meanwhile, attorneys for the American Medi-

cal Association and HEW were preparing final

briefs in the AMA’s lawsuit against the MAC
regulations.

U.S. District Court Judge Prentice H. Marshall

is debating motions for summary judgment

—

requests to decide the issue without a trial—and

last briefs are due April 26.

The AMA filed suit against HEW last summer
to stop implementation of the MAC program. The

AMA contends the regulations violate patients’

right to seek the best medical care, and that

HEW exceeded its statutory authority in issuing

the regulations.

The MAC rules would require physicians to

prescribe the lowest-cost generic form available of

certain drugs for Medicare and Medicaid patients.

Statewide PSRO
Procedures for choosing statewide Professional

Standards Review Organization (PSRO) areas in

states where two or more areas have previously

been specified but where there is not yet any

designated PSRO have been set forth by HEW.
Under the proposal, HEW will poll all doctors

of medicine and doctors of osteopathy practicing

within the state. Should more than fifty percent

of the doctors in each PSRO areas who respond

support a change to a single statewide area desig-

nation, the Department will establish the entire

state as a single PSRO area.

The proposed regulations include the methods

for giving notice of the poll, how the poll will be

conducted and the votes tabulated, and the

grounds and procedures for conducting a recount.

The HEW action came about as a result of the
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Medicare-Medicaid amendments law signed by

President Ford early this year. The PSRO pro-

vision, sponsored by Sen. Lloyd Bentsen (D-

TX), was urged by AMA. According to HEW,
Texas, Louisiana and possibly some other states

could be affected by the option for choosing a

single, statewide PSRO.

pcf/oncil new/

DR. J. S. ANDERSON of Nashville has been elected

to the United American Bank of Nashville Board of

Directors.

DR. ROBERT B. AVERY, Knoxville; and DRS.
HARRY L. PAGE, JR., and TAYLOR M. WRAY,
Nashville have been admitted to Eellowship in the

American College of Physicians.

DR. JOE D. BEALS of Knoxville has been elected

president of the Tennessee Neurological Society at the

society’s- annual meeting in Memphis.

DR. MONTE B. BIGGS of Knoxville has been chosen

president-elect of the East Tennessee Heart Association.

DR. GERALD SUNDAHL, also of Knoxville was
chosen first vice-president.

DR. DAVID CHADWICK of Chattanooga has been

inducted as a Eellow of the American College of

Chest Physicians.

DR. PAUL DAVID JONES of Milan has been hon-

ored by the Milan Chamber of Commerce as the city’s

“Man of the Year.”

DR. HYMAN M. KAPLAN of Eastgate has been
elected to fellowship in the American Academy of

Allergy during the group’s meeting in Puerto Rico.

June 27-28

June 27-

July 4

July 21-24

Sept. 9-11

Sept. 17-19

Sept. 20-22

Sept. 20-23

Sept. 25-27

Sept. 26-

Oct. 1

Sept. 27-

Oct. 2

American College of Preventive Medicine,

Dallas.

International College of Surgeons, US
Section, Cherry Hill, NJ.

Idaho Medical Association, Sun Valley

Inn, Sun Valley.

American Association of Obstetricians

and Gynecologists, The Homestead, Hot

Springs, VA.

American Association for the Surgery of

Trauma, The Broadmoor, Colorado

Springs.

American Cancer Society/National Can-

cer Institute National Conference on

Cancer Research and Clinical Investiga-

tion, Regency Hyatt Atlanta Hotel, At-

lanta.

American Academy of Eamily Physicians,

Sheraton-Boston, Boston.

American Association for Hand Surgery,

Boston Statler Hilton Hotel, Boston.

American Society of Maxillofacial Sur-

geons, Sheraton-Boston, Boston.

American Society of Plastic and Recon-

structive Surgeons, Sheraton-Boston,

Boston.

STATE

1976

Oct. 4-5 Tennessee Valley Medical Assembly,

Read House, Chattanooga.

Nov. 3-4-5 Tennessee Academy of Eamily Physicians,

Civic Auditorium, Gatlinburg.

DR. EDWARD W. REED, a Memphis surgeon, has

been named the winner of the 1976 L. M. Graves
Memorial Health Award.

DR. GILBERT VARNELL of Cleveland has been re-

elected president of the board of directors of the Hi-

wassee Mental Health Center.

onnounceinenl/

CALENDAR OF MEETINGS

NATIONAL

1976

June 20-22 American Diabetes Association, Hilton,

San Erancisco.

June 26- American Medical Association, Dallas.

July 1

POSITION AVAILABLE

The Multi-County Comprehensive Mental Health

Center located at Tullahoma, Tennessee will re-

ceive applications for the position of Executive

Director until July 1, 1976. Suggested qualifications

for this position are: strong administrative and
managerial background preferably in the mental

health field.

Please forward resume, salary requirements, and
other pertinent documents to Stuart Lusty, Jr.,

Ed.D, Multi-County Comprehensive Mental Health

Center, 1303 N. Jackson Street, Tullahoma, Ten-
nessee 37388. An equal opportunity employer.
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The continuing medical education accredita-

tion program of TMA has full approval by

AMA’s Council on Medical Education. If the

continuing medical education program of your

hospital or medical society is accredited by

TMA's committee, you may receive for your

attendance at its functions Category I credit for

the AMA Physician's Recognition Award. If

you wish information as to how your hospital

or society may receive accreditation, write:

Director of Continuing Medical Education, Ten-

nessee Medical Association, 112 Louise Avenue,

Nashville, Tennessee 37203.

IMPORTANT NOTICE

Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education of

Vanderbilt University. The practicing physician, with

the guidance of the participating department chairman

can plan an individualized program of one-to-four

weeks to meet recognized needs and interests. The

experience will include contact with patients, discussion

with clinical and academic faculty, conferences, ward

rounds, learning individual procedures, observing new
surgical techniques, and access to excellent library

resources. Experience in more than one discipline

may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III, M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.
Oncology Robert Oldham, M.D.

Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology John S. Zelenik, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Evert James Jr., Sc.M., M.D.
Surgery

General H. William Scott, Jr., M.D.

Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.

Pediatric James A. O’Neill, M.D.

Plastic John B. Lynch, M.D.

Thoracic & Cardiac Harvey W. Bender, M.D.

Urology Robert K. Rhamy, M.D.

Cancer Chemotherapy . Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, TN 37212 Tel. 615/322-2716

Vanderbilt University School of Medicine

Continuing Medical Education Schedule

Sept. ANNUAL PEDIATRICS SYMPOSIUM,
Department of Pediatrics and Division

of Continuing Education, Vanderbilt

School of Medicine,

Oct. 11-16 FAMILY PRACTICE INTENSIVE RE-

VIEW, Division of Continuing Education,

Vanderbilt School of Medicine; Tennes-

see Academy of Family Physicians.

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

University of Tennessee Clinical

Education Center-Chattanooga

1976 Program Schedule

Spring 1976 Diagnostic Radiology for the F.P. and

E.R. Physician (One week in Gatlin-

burg)
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Spring 1976 Tax and Estate Planning for Physicians

(2-3 days in Callaway Gardens or Hil-

ton Head Island)

Sept. 16-17 Current Methods in Obstetrics and Gyne-

cology

Oct. 28-29 Infectious Disease

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street, Chattanooga, Tennessee 37403.

American College of Physicians

Postgraduate Courses

June 21-25 HEMATOLOGY FOR INTERNISTS
WITH EMPHASIS ON RECENT AD-
VANCES, University of Rochester

School of Medicine, Rochester, NY.

June 23-25 CLINICAL PHARMACOLOGY—RA-
TIONAL BASIS OF THERAPEUTICS,
University of California School of

— Medicine, San Francisco, CA.

June 24-26 SELECTED TOPICS IN INTERNAL
MEDICINE, McMaster University Medi-

cal Centre, Hamilton, Ont., Canada.

June 28-30 CURRENT CONCEPTS OF INFEC-
TIOUS DISEASES, Royal College of

Physicians of Canada and the University

of Alberta, Edmonton, Alta., Canada,

Jasper Park Lodge, Jasper, Alta., Canada.

Contact: Application forms and further information

may be obtained by writing to:

Division of Continuing Education

Bowman Gray School of Medicine

300 South Hawthorne Road
Winston-Salem, NC 27103

Massachusetts Institute

Of Technology in Cambridge, MA
Tenth Miles International Symposium

The Tenth Miles International Symposium will be

held at the Massachusetts Institute of Technology in

Cambridge, Massachusetts, June 8-10, 1976.

The symposium will address itself to a subject of un-

usual interest—the mechanism of recombining genomes

at the molecular level and the implications of this

phenomenon for medicine, agriculture and industry. The
theme of the meeting is: ‘The Impact of Recombinant

Molecules on Science and Society.”

The traditional international character of the sym-

posia has been retained by assembling for this three-

day meeting speakers from five countries: England,

Italy, Scotland, West Germany and the United States.

A total of 30 papers will be presented.

For further information:

Doloris C. Cogan
Director of Public Relations

Miles Laboratories

Elkhart, Indiana 46514

Tel: (219) 264-8961

Emory University School of Medicine

Continuing Medical Education

Atlanta, Georgia

1976 Program Schedule

Sept, to be Chest Disease, “Tri-State Consecutive

announced Case Conference,” Ponte Vedra, Florida.

Sept. 1, Postgraduate Courses on Videocassettes

1975- available for rental, purchase or mem-
Sept. 1, bership. (Catalogue by request).

1976

Accreditations: These courses are all approved by the

AMA in Category I toward the AMA’s Physician’s

Recognition Award and by the AAFP when appropriate.

For further information write to:

Associate Dean for

Continuing Medical Education

69 Butler St.

Atlanta, GA 30303

Tel: (404) 659-1676

Bowman Gray School of Medicine

Division of Continuing Education

Winston-Salem, North Carolina

June 21-25 Pediatric Cardiology

University of Pennsylvania

28th Annual Workshops and Scientific Program of

the Society for Clinical and Experimental Hypnosis.

June 26-30, 1976.

7th International Congress of Hypnosis and Psy-

chosomatic Medicine. July 1-3, 1976.

For further information:

Martin T. Orne, M.D., Ph.D.

The Institute of Pennsylvania Hospital

111 North 49th Street

Philadelphia, Pennsylvania 19139

Sixth International Congress of

the Transplantation Society

A full range of topics covering organ and tissue

transplantation will be discussed at the Sixth Inter-

national Congress of the Transplantation Society to

be held August 22-28, 1976, at the Waldorf-Astoria

Hotel in New York City.

The principal themes of the Congress will include:

clinical transplantation, artificial life support systems,

experimental organ transplantation, bone marrow trans-

planation, transplantation biology, transplantation anti-

gens and antibodies, allograft survival, immunogenetics

of transplantation, immunosuppression and cancer and

transplantation.
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For information contact:

Herbert Kadison

New York University Medical Center

550 First Avenue

New York, New York 10016

Tel: (212) 679-3200, ext. 3026

Postgraduate Education for

Pediatricians and Obstetricians

The Maternal and Child Health Program of the

University of California School of Public Health at

Berkeley announces postgraduate programs for pedi-

atricians and obstetricians in the field of Maternal

and Child Health and Family Planning. Program

areas available at the present time include nine-month

programs in Maternal and Child Health, in the Health

of the School-Age Children and Youth, and Day Care

and the Preschool Child. Twenty-one month programs

in Care of Handicapped Children and Comprehensive

Health Care, and a thirty-three month program in

Perinatology are also available. These programs all

lead to the degree of Master of Public Health, and

tax-exmpt Fellowship support is available.

Applications are now being accepted for the group

entering September, 1977. For information, write to

Helen M. Wallace, M.D., School of Public Health,

University of California, Berkeley, California 94720.

International Breast Cancer Conference

Lucerne, Switzerland, August 1-4

An International Symposium on Breast Cancer will

be held in Lucerne, Switzerland, August 1-4, 1976,

under the auspices of Physicians Associated for Con-

tinuing Education (P.A.C.E.) in cooperation with Johns

Hopkins University, the American Cancer Society and

the Swiss League Against Cancer. This Symposium is

expected to represent one of the high points of the

year in evaluation, analysis and interchange of ideas

related to breast cancer, its diagnosis and treatment.

The conference will be simultaneously translated into

Spanish, German and French.

Specific topics which will be covered in the pro-

gram include current status of the epidemiology of

breast cancer; control through mass screening; diag-

nostic techniques; surgical and chemotherapy tech-

niques; radiotherapy; hormone therapy of advanced

breast cancer; combined treatment modalities; tissue

culture and transplantation; psychological aspects of

the management of primary and metastatic breast

cancer; and rehabilitation.

The course is approved for U.S. participants for

20 hours of Category I Continuing Education Credits

for the Physicians Recognition Award of the A.M.A.

and meets fully the current requirements of the In-

ternal Revenue Service.

Following the convention, participants can choose

from three plans for the week of independent travel,

which can be spent exploring only beautiful Switzer-

land or going further afield to see more of Europe.

Further details on the seminars may be obtained

from Dr. Erwin Witkin, President, P.A.C.E., Suite

208, The Uptown Federal Building, 6609 Reisterstown

Road, Baltimore, Maryland 21215.

For travel information write to Swissair, 608 Fifth

Avenue, New York, New York 10020 (attention:

P.A.C.E.) or your local Swissair office, or call the

Swissair toll-free number in your city.

* * *
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“How to Start a CME Program”

“Find six interested colleagues, and arrange a meet-

ing schedule. Begin with open-ended discussion of

what you want to learn; then focus discussion on your

current patient cases related to that subject.”

These words begin How to Start a CME Program in

your Hospital or Medical Society, newest publication

from the Illinois Council on Continuing Medical Edu-

cation. The pamphlet details a step-by-step procedure

for using a time-tested formula to build a successful,

effective, continuing education program—one that em-

phasizes individual-physician concerns and interests

within the institutional context.

The pamphlet focuses on in-hospital CME partly

because that location offers the most convenient, in-

expensive opportunity for physicians to earn CME
credit—increasingly required for membership in state

and specialty societies, and for re-licensure in ten

states. --

Other new ICCME publications are: The CME
Planner’s Guide to “Your Personal Learning Plan”;

and Physician & Community Hospital—Partners in

CME, a case study of how one hospital built its

CME program.

The Illinois Council on Continuing Medical Edu-

cation is a unique nonprofit foundation established in

1972 by the Illinois State Medical Society and the

State’s eight medical schools. Its overall purpose is

to encourage, stimulate and assist in the development

of high-quality continuing professional education for

physicians.

To order How to Start a CME Program, send $2.00

to the address below to cover handling, or for full

information on currently-available ICCME publica-

tions, write or call:

Illinois Council on Continuing

Medical Education

55 East Monroe Street, Suite 3510

Chicago, Illinois 60603

(312) 236-6110

Clinical Center Study of Patients with

Primary Malignant Melanoma

The cooperation of physicians is requested in the

referral of patients with primary malignant melanoma
for studies being conducted by the Surgery Branch of

the National Cancer Institute at the Clinical Center,

National Institutes of Health, Bethesda, Maryland.

Patients with this disease are sought for the evaluation

of a promising new program of treatment. This new
therapy is based on the stimulation of the immune
system with BCG in combination with surgery and

has been under investigation at the National Cancer

Institute for several years.

To evaluate the usefulness of this new treatment we
are interested in seeing previously untreated patients

with skin lesions or moles suspected of being melanoma.
Patients with punch-biopsied or partially excised mel-

anoma lesions are also acceptable.

Every effort will be made to keep the referring

physician fully informed as to the results of treatment

and to return the patient to his care promptly for

joint followup in collaboration with the National Cancer

Institute.

To refer a patient with either a skin lesion or mole
suspected of being a malignant melanoma or a punch-

biopsied proven melanoma, or to obtain further in-

formation, please call or write:

Steven A. Rosenberg, M.D., Ph.D.

Chief of Surgery

National Cancer Institute

Building 10, Room ION-116

Bethesda, Maryland 20014

Telephone: (301) 496-4164

Clinical Center Study of Patients with

Locally Unresectable Carcinoma
of the Pancreas

The cooperation of physicians is requested in the

referral of patients with biopsy-proven locally un-

resectable adenocarcinoma (ductal, acinar, or undif-

ferentiated type ) of the pancreas for studies being

conducted by the National Cancer Institute’s Medicine

Branch at the Clinical Center, National Institutes of

Health, Bethesda, Maryland.

Otherwise untreated patients without widespread

intra-abdominal or intra-hepatic disease who are am-
bulatory and under 65 years of age are potentially

acceptable. The studies involve intensive treatment

with radiotherapy and chemotherapy.

Physicians interested in further details and in having

their patients considered for admission may write or

telephone:

Attending Physician, Medicine Branch

National Cancer Institute

Building 10, Room I2N226
Bethesda, Maryland 20014

(301 ) 496-4916

ACCP Announces New Audio-

Visual Periodical

The American College of Chest Physicians and the

Editorial Board of CHEST, the official journal of the

ACCP, have announced a new dimension in medical

education, “Cardiopulmonary Commentary.” This new

quarterly cassette tape journal is devoted to the evalu-

ation and clinical interpretation of selected articles from

current issues of CHEST.
Each one-hour tape provides highlights of current

articles, comments on the clinical implication of groups

of articles, including guidelines in diagnosis and therapy

in coronary heart disease, emphysema, asthma, cardio-

thoracic surgery and other disciplines in respiration and

circulation. A manual containing related documentary

data is included. The tape has 1 hour credit under

the American Medical Association’s Physician Rec-

ognition Award, Category 5-D.
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Valley Psychiatric Hospital
P. O. Box 21373 ShaUowford Road

Chattanooga, Tennessee 37421
Phone 615-894-4220

A 50 bed private acute intensive treatment facility with programs designed to treat psy-

chological, alcoholic, and drug abuse problems.

A full range of treatment modalities are utilized including individual and group psycho-

tlierapy, chemotherapy, electro-convulsive therapy, and adjunctive and family therapies. Ad-
junctive Therapy includes continuing education through home-bound teaching for school-aged

adolescents, recreational, occupational, and other supportive therapies. Group therapy is five

days each week with individual therapy at least two days a week. Patients have six hours

a day in scheduled therapeutic activities. Comprehensive outpatient services are available

with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Teimessee. A member of the Tennessee Hospital Association, the

American Hospital Association, and the National Association of Private Psychiatric Hospitals.

Accredited by the Joint Commission on Accreditation of Hospitals.

STAFF:

Psychiatry Clinical Psychology

Davis G. Garrett, M.D. Michael J. Guttler, Ph.D.

Henry Evans, M.D. Thomas L. Cory, Ph.D.

Internal Medicine Consultant

Charles D. Kennedy, M.D.

Adjunctive Therapy

Dan B. Page, M.Ed.

R. Lindsay ShuS, M.H.A.
Admmistrator

CL Sc ^^pai'tmentsowning ^cj^uare

NASHVILLE, TENNESSEE

Two and Three Bedroom Luxury Apartments

Beginning at $360

Resident Manager

(615) 385-3141

Located at:

4141 Woodlawn at Harding Road
Across from new St. Thomas Hospital

A private community of leased residences molded after

the grace and charm of colonial Williamsburg.

Managed By:

Ghertner & Co.

(615) 255-8531
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The first volume is now available; it includes dis-

cussions of Cardiopulmonary Tools and Techniques,

Occupational and Allergic Disorders and Tubular Dis-

orders. Topics to be discussed are fiberoptic bronchos-

copy in bronchial asthma, comparison of tracheobron-

chial suction catheters in humans, esophageal obturator

airway, pulmonary response to fiberglass dust and pul-

monary hypertension in patients using oral contracep-

tives.

Subscription rates for the yearly series (4 tapes)

are: ACCP members/CHEST subscribers, $32.00;

Non-members/Non-subscribers, $40.00. Tapes are also

available at a single copy price: ACCP members/
CHEST subscribers, $10.00; Non-members/Non-sub-

scribers, $12.00.

Eor further information, please contact: Mr. Warren

Godfrey, Director, Department of Multimedia Com-
munications, American College of Chest Physicians,

911 Busse Highway, Park Ridge, Illinois 60068.

Available from AMA
Ca^ette tapes of addresses presented at the 1976

AMA National Leadership Conference by HEW Sec-

retary David Mathews, Newton Minow, Ivan Hill and

Rep. Dan Rostenkowski (D-Ill.), and the discussion

between Minow and AMA EVP James H. Sammons,
MD, on the ETC complaint. Send $5 for each tape to

Dept, of Radio, Television and Motion Pictures, AMA
Headquarters . . . Psychoactive Drugs, OP-455, a

pamphlet, is available for 35d each for 1 to 99 copies;

210 each for 100 to 499; 200 each for 500 to 999;

and 190 each for 1000 or more from Order Dept.,

AMA Headquarters . . . Guide to Prescribing Exercise

Programs, OP-477, may be ordered for $1 each for

1 to 10 copies; 900 each for 11 to 49; and 800 each

for 50 or more from Order Dept., AMA Headquarters

. . . Planning Guide for Physicians’ Medical Facilities,

an AMA booklet designed to answer questions asked

by physicians considering construction of a medical

office building. The cost of OP-439 is $2 each for 1

to 10 copies; $1.80 each for 11 to 49; and $1.60 each

for 50 or more. Write Order Dept., AMA Headquarters

. . . Taped cassette highlights of the 1975 National

Medicolegal Symposium. Two-tape set features “Re-

corded Highlights, 1975 Medicolegal Symposium” and

“Malpractice: Problems and Remedies.” The cost is $5

each or $8 for the set. Write Dept, of Radio, Television

and Motion Pictures, AMA Headquarters.

* * *

Is there a tablet containing only

an expectorant and only

Glyceryl Guaiacolate? YES!

1. Patient acceptable

tablet dose.

2. Single entity expectorant.

3. Measured tablet dose.

4. Sugar-free tablet.

An identifiable white, scored tablet which

significantly stimulates the secretion of

respiratory tract fluid.

Composition: Each sugar-free compressed tablet contains glyceryl guaiacolate 100mg.
Action and Use: This preparation utilizes the effective expectorant action of glyceryl

guaiacolate which significantly stimulates the secretion of respiratory tract fluid. The
increased flow of less viscid fluid favors expectoration and has a demulcent effect on
the tracheobronchial mucosa. The primary usefulness of Hytuss Tabs is to promote the

change from a dry, unproductive cough to a productive cough. Hytuss is therefore useful

In treating coughs due to the common cold, bronchitis, laryngitis, tracheitis, pharyngitis,

influenza and the measles. The expectorant action of Hytuss may also provide sympto-
matic relief in some chronic respiratory <lisorders when the patient experiences spasms
of dry nonproductive coughing. Precautions: Extremely large amounts may cause nausea
and vomiting. Administration and Dosage: Adults—1 tablet four times daily. Children—
6 to 12 years of age; Vz tablet 3 or 4 times daily. HOW SUPPLIED: White, scored, sugar-

free, tablet in bottles of 100 -1,000 -5,000. Product Identification Mark: Hy. Literature

Available: On request.

Available through all drug wholesalers.

(GLYCERYL GUAIACOLATE lOOmg.)

HYREX COMPANY

832 South Cooper
Memphis, Tenn. 38104
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You, money, and public values

When John Miller recently stroked his way to

a $36,000 victory in the Bob Hope golf classic to

culminate four days of labor, many of the viewers

were pulling for him all the way. More to the

point of this editorial, the viewers were pulling

for someone of the entourage to claim victory and

its accompanying $36,000 loot.

Not too long before, the viewers may or may
not have been thrilled out of their minds to see a

young left-handed tennis player (Jimmy Connors)

defeat an aging equally left-handed gentleman

(Rod Laver) in Las Vegas, But they apparently

were willing to accept the fact that the winner

was entitled to the $100,000 for the several hours

exercise.

When it is announced that a superannuated

quarterback with questionable knees (Joe Na-

math) has consummated a three-year deal for

$1.35 million, the general public called upon to

pay his ridiculous salary stands in line and pungles

up— if not approving the arrangement, at least

accepting it.

CATFISH HUNTER, super baseball hero that

he is, agrees finally to a seven-figure contract with

the New York Yankees management. TLe dues-

paying public, identifying with him, cheer (“Screw

the money-grabbing owners.”)

Fm concerned by the fact that the general pub-

lic and most certainly the news media is absolute-

ly revolted by the fact 0.2% of the nation’s

physicians grossed over $100,000 in the Medicaid

(Medi-Cal) payments last year.

Admittedly, that 0.2% included a few crooks

and, indeed, revulsion is in order for them.

But 0.2% ? What business and/or profession

includes a mere 0.2% of presumed scoundrels?

The legal profession? The legislature? The poli-

ticians in general? Ho!

THE “GENERAL PUBLIC” just happens to

be made up of your patients and mine. If they

are now willing to accept Joe Namath’s paycheck

but not yours, don’t sit back and blame the news-

papers, There may be some unhappy patient

relationships that should be mended.

It is a tragedy when a neurosurgeon can gross

over $100,000 and find himself suspect in the

public’s eye. Even more incredible, the profes-

sional athlete, college graduate, or drop-out can

rip off owner (and indirectly, the general public)

for from 2 to 10 times that amount and remain

a hero.

Obviously, I’m jealous. I think most of you

ought to be. After all—how many of you would

look good modeling panty hose?

Sic transit gloria mundi.

What a sense of values!

Marvin S. Alter, M.D.

Reprinted from San Diego Physician

*

Each $1 billion costs you $14.06

Each $1 billion spent by the government or appropriated by Congress means the average

household must pay $14.06 in federal taxes, according to Secretary of Commerce Rogers

Morton.

“When the average consumer reads that government has appropriated $10 billion for

this of that program, this astronomical sum has meaning whatsoever for him. He can’t

relate to it. Nothing in his personal experience prepares him even to differentiate between

$1 billion, $10 billion or $100 billion. All are equally meaningless.’’

Morton said the average household tax was derived by dividing the number of U. S.

households-? 1,120,000-into $1 billion.

“You come up with $14.06,” the secretary said. “When government, spends money,

it’s not spending ordinary dollars. It’s spending tax dollars, which are dollars that are

very hard to come by for the average taxpayer.”
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C/f6St
HOSPITAL

A non-governmental psychiatric hospital. Accredited
by Joint Commission on Accreditation of Hospitals.

Medicare Approved. Phone: 205—836-7201

Hill Crest Foundation, Inc.

A short-term, intensive treatment center for psychiatric
disorders, alcoholism, and drug abuse.

MEDICAL DIRECTOR:

James K. Ward, M.D.

Member of: American Hospital Association, Na-
tional Association of Private Psychiatric Hospitals,

Birmingham Regional Hospital Council.

ADMINISTRATOR:

Robert V. Sanders

6869 FIFTH AVENUE SOUTH
BIRMINGHAM, ALABAMA 35212

^i^ctice^ihductivity Iqc.
. . . is a management consulting firm which offers

educational and motivational workshops in sound

business concepts to physicians and their med-

ical assistants, and provides in-depth consulting

to physicians in private practice.

THE PROFESSIONAL STAFF consists of seasoned

consultants with many years of experience in

solving the real problems of the practicing phy-

sician in either a solo or group practice.

WE UTILIZE THE ‘TOTAL PRACTICE’ CONCEPT
and do not limit our analysis to your bookkeeping

and accounting problems. We are vitally inter-

ested in your professional problems as they affect

your life, your community and your patients. We
are interested in assuring that your personnel and

the supporting systems in the practice allow you

to practice medicine as you had originally in-

tended . . . happily.

Areas of particular expertise offered by our com-

pany are:

Establishing a practice

3 Physician-physician relationships

B The problems of group practice

a Division of income

B Management of the physician’s time

B Employee motivation and training

a Medical records management
B Appointment scheduling . . . that works!

a Collections and insurance

Our consulting experience covers nearly all med-

ical specialities. References in your specialty

available upon request.

‘Tfactice®Pi&ductiVity Ii|C.

For more information, contact:

George L. Powers

Vice President—Senior Consultant

2000 Clearview Avenue, Suite 101

Atlanta, Georgia 30340

Telephone: (404) 455-7344
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3 dosage calculations

rmox Cmebendazole] offers a

3atly simplified method of

ating pinworm. Just one tablet,

every member of the family,

jardless of weight or age.-

Tiplicity of administration

i tients can take the tablet at any
: le. It can be chewed, swal-

/ed, or crushed and mixed

h food. No messy liquids

oour.

' )t a dye
, 'mox will not stain clothes,

I th, feces, toilet bowls, etc.

Highly effective

In clinical studies, the pinworm
mean cure rate with Vermox was
95% [range 90-100%]. In cases
where reinfection occurs, a
repeat tablet is advised.

Well tolerated

Transient symptoms of abdomi-
nal pain and diarrhea have
occurred in cases of massive
infection and expulsion of worms.

Also effective against
whipworm... as well as
roundworm and hookworm
Just one simple dosage, regard-

less of weight or age,' for single

or mixed infections: 1 chewable
tablet b.i.d. for 3'consecutive days

If the patient is not cured 3 weeks
after treatment, a second course
of treatment is advised.

t Because Vermox has not been
extensively studied in children under 2
years of age, the relative benefit/risk

should be considered before treating

these children. Vermox is contra-

indicated in pregnant women [see:

Pregnancy Precautions) and in persons
who have shown hypersensitivity to

the drug.

a single chewable tablet
treatment for pinworm

chewable
tablets

URIPTION VERMOX (mebendazole) is methyl 5-benzoylbenzimidazole-2-carbamate.

.('ONS VERMOX exerts its anthelmintic elfect by blocking glucose uptake by the sus-
; lie helminths, thereby depleting the energy level until it becomes inadequate for survival,

r ,;ignificant amount of mebendazole is absorbed from the gastrointestinal tract. Most of

I excreted in the urine within three days either as metabolites or unchanged drug.

CATIONS VERMOX is indicated for the treatment of Trichuris trichiura (whipworm).
' i^bius vermicularis (pinworm), Ascaris lumbricoides (roundworm), Ancylostoma duod-
(common hookworm), Necator americanus (American hookworm) in single or mixed
ons.

: 'y varies in function of such factors as pre-existing diarrhea and gastrointestinal transit
' fegree of infection and helminth strains. Efficacy rates derived frorg various studies are
I in the table below;

Trichuris Ascaris Hookworm Pinworm

:ure rates
mean
(range)

68%
(61-75%)

98%
(91-100%)

96% 95%
(90-100%)

g reduction
mean
(range)

93%
(70-99%)

99.7%
(99.5-100%)

99.9% -

PRECAUTIONS PREGNANCY: VERMOX has shown embryotoxic and teratogenic activity in

pregnant rats at single oral doses as low as 10 mg/kg. Since VERMOX may have a risk of pro-

ducing fetal damage if administered during pregnancy, it is contraindicated in pregnant

women.

PEDIATRIC USE: The drug has not been extensively studied in children under two years;

therefore, in the treatment of children under two years the relative benefit/risk should be
considered.

ADVERSE REACTIONS Transient symptoms of abdominal pain and diarrhea have occurred

in cases of massive infection and expulsion of worms.

DOSAGE AND ADMINISTRATION The same dosage schedule "applies to children and
adults. For the control of pinworm (enterobiasis), a single tablet is administered orally, one
time.

For the control of roundworm (ascariasis), whipworm (trichuriasis), and hookworm infection,'

one tablet of VERMOX is administered, orally, morning and evening, on three consecutive days.

If the patient is not cured three weeks after treatment, a second course of treatment is advised.

No special procedures, such as fasting or purging, are required.

HOW SUPPLIED VERMOX is available as tablets, each containing 100 mg of mebendazole,
and is supplied in boxes of twelve tablets.

VERMOX (mebendazole) is an original product of Janssen Pharmaceutica, Belgium, and co-

developed by Ortho Pharmaceutical Corporation.

C I'RAINDICATIONS VERMOX is contraindicated in pregnant women (see Pregnancy
' itions) and in persons who have shown hypersensitivity to the drug.

Ortho Pharmaceutical Corporation
Raritan, New Jersey 08869 OJ 175-6
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Dr. Felix Robertson—Nashville s

^First Pediatrieian ’

The intrepid group of pioneer men who estab-

lished the Cumberland Settlement at Fort Nash-

borough reached their destination on Christmas

Day of 1779. They had worked their way over

land from Watauga Valley, which is near modem
Kingsport, Johnson City and Elizabethton, Ten-

nessee, then North Carolina. Their Commander-

in-Chief was Colonel James Robertson.

The women and children, guided by Colonel

John Donelson, came by a flat boat flotilla. There

were forty families in the flotilla which came down
the Tennessee River to the Ohio, up the Ohio to

the mouth of the Cumberland River, hence to

Fort Nashborough, arriving April 24, 1780, after

4 months of laborious rowing, deprivation and

Indian attack. James Robertson’s wife, Charlotte

Reeves, 28 years old at the time and already the

mother of six children, was among the new ar-

rivals on a flat boat named “Adventure.”

In the Fall of 1780 Colonel Robertson left the

new settlement and headed for Kentucky to obtain

a new supply of gunpowder. It was necessary for

him to be away longer than he had expected, and

on January 15, 1781, he returned to find himself

the father of a four-day old infant. It would be an

expected biologic and historical fact that the event

was exactly 9 months after reunion of the fam-

ily. This male child, the first surviving white child

to be born in the new settlement, was named

Felix.

Some years ago we did a piece on “Osier

the Pediatrician”^ When I discovered that he had

been the fourth president of the American Pedi-

atric Society I felt justified in offering, that title.

From the Department of Pediatrics, Vanderbilt Uni-

versity School of Medicine, Nashville, Tennessee 37232.

AMOS CHRISTIE, M.D.

Now you, our friends and colleagues, will under-

stand when I say that the infant “was to become

the famed Dr. Felix Robertson, Nashville’s first

pediatrician”. The quotes are those of a descen-

dant of James Robertson, Sarah Foster Kelley,

whose definitive book “Children of Nashville,

Lineages of James Robertson”^ is readily avail-

able to the historian and is excellent reference

material on over three thousand descendants of

James and Charlotte Robertson. Much of what I

have learned is from that work. I am indebted for

this lead to Dr. George Mann, who owns and

lives in the original Craighead house on West

Brook Avenue in Nashville, which belonged to

Lavinia Robertson Beck, youngest daughter of

James and Charlotte. She had been widowed for

5 years in 1823, when she married the Reverend

John Craighead; They left no issue.

The settlement at Fort Nashboro thrived in

spite of hostile Indians, the hardships of severe

climate, and trepidations associated with estab-

lishing themselves in the wild frontier country.

Robertson’s older daughters, Delilah and Char-

lotte, married, leaving a female teenage problem.

Lavinia, the youngest daughter, had had private

tutors and was approaching the age when a “fin-

ishing school” was required. Following family dis-

cussions it was decided that Felix, now almost 21

years of age, would study medicine and Lavinia

would go with him to Philadelphia. Felix had been

a student in the oflSce of Dr. Thomas Claiborne of

Nashville, and after this preceptorship he decided

to pursue further the study of medicine.

As the spring of 1803 approached, plans were

crystallized and Felix would attend three sessions

of the University of Pennylvania School of Medi-

cine where the great master of that age. Dr. Ben-
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DR. FELIX ROBERTSON/Christie

jamin Rush, was the medical lecturer. Lavinia

would attend a “prominent ladies school” in the

same city. It is recorded that as the autumn ap-

proached Felix, Lavinia and a friend of the fam-

ily, Boyd McNairy, who was also to study medi-

cine, were on their way to Philadelphia. The men

rode their own horses. Several servants accom-

panied the party, Lavinia in a wagon dressed in

a homemade but stylish outfit of the time. It took

five weeks to complete the journey to Washington

City, the nation’s new capitol, and on reaching that

city they paid a visit to Mt. Vernon. George Wash-

ington, who died just four years before, was often

quoted as saying “had it not been for Robertson

and Sevier I could not have succeeded”.

Had Felix bought the Philadelphia Gazzette

after he arrived in Philadelphia he would have

found the following information: “Dr. Rush’s

course of anatomical lectures will begin on Thurs-

day, the fourteenth of September, 1803. It will

consist of about sixty lectures in which situation,

figure and structure of all parts of the human

body will be demonstrated on the fresh subject.”

In the autumn of 1804 Felix and Boyd re-

turned to Philadelphia to complete their studies.

“Medical lectures began promptly on Thursday

morning. Boyd and Felix were greatly surprised

at the small size of the lecture room. In one cor-

ner was a stove used for heating the enclosure.

New cedar planking dressed the floor of the 27

X 35 feet area. In the front of the room stood

the alert Professor Rush, presenting the aspects

of the subjects to one hundred or more students.

The teacher, who had signed the Declaration of

Independence, was a man nearing sixty years of

age, very precise in manner. His white hair fell

over the back of his head, leaving an exposed

baldness in front. As the professor imparted the

subject to his students, the young men kept copi-

ous notes.”^ By this time Felix had become

*This is stated in Mrs. Kelley’s biography of the

Robertsons.2 Rather exhaustive research has failed

to verify it. It was not until 1884 that Pediatrics as

such was recognized at Pennsylvania, not until 1855

that the Children’s Hospital of Philadelphia was es-

tablished, and of course not until 1860 was the first

full-time Chair of Pediatrics established at New York
Medical College. It is unlikely that Felix was an “honor

student” of Dr. Benjamin Rush. Surviving notes of Dr.

Rush’s lecture outlines “Principles and P. actice” do not

contain any section on Diseases of Children; neverthe-

less, we have found the “Pediatrics of Benjamin Rush.”^

interested in children’s diseases and it is recorded

that he specialized in these courses.* This inter-

est preceded Jacobi’s establishment of pediatric

clinics in America by many years.

In June 1805^ Felix Robertson graduated from

the Medical Department of the University of

Pennsylvania with an M.D. degree and with a

diploma in the special field of Children’s Diseases.

In the audience on graduation day was Miss Lydia

Waters. After some heartsearching goodbyes

Felix, now 24 years of age, returned to Nashville

and began to plan for the future. He bought a lot

on Cherry Street, now Fourth Avenue, but he

continued to live with his parents on Charlotte

Road.

In early 1807 Dr. Felix Robertson rented his

office to Dr. Bedford who took over his practice

while he was out of the city. Dr. Bedford moved
to New Orleans when Felix returned with his

bride-to-be. On October 9, 1808, in a double

wedding, sister Lavinia was married to John Beck

and Felix to the lovely Lydia Waters at the family

home beside Richland Creek just off Charlotte

Pike, not too far from the present downtown

Nashville. By 1810 Felix was settled in his new

home on Cherry Street near where the Life and

Casualty Building is now located. He also owned

a house on Third and Union, then called College

Street.

This was built on property belonging to John

Childress but leased to Felix for 99 years by a

common practice of the time known as ground

rent, a kind of first mortgage on which interest

was paid for 99 years. It is recorded that here,

at 129 Cherry Street, a “shingle” was hung which

read “Dr. Felix Robertson, Doctor of Children’s

Diseases”—hence the title of this research, but

the the quotation marks are included in the title.

Although Felix had been Mayor of Nashville,

his election in 1823 as president of the Nashville

Medical Society marked another step in his illus-

trious career. By that time he was the father of

six children. The spirit of the pioneer must have

still been with him, for in 1826 he headed a com-

pany which with 30 Tennesseans took off for

Texas to establish a new settlement. His loyalty

to his Tennessee home and to his aging mothei

brought him home, however, and the following

year he was elected Mayor of Nashville for a

second time. Although widowed and with many

community responsibilities, he went about treating

children and setting broken bones. Felix had be-

come a family friend of President James K. Polk
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The radiogram shows an arm that is extended across

more than three-quarters of the century of the existence

of our Association. Seventy-nine years ago [in 1930]

C. H. Eastman, now living in his eighty-fifth year,

was thrown from a horse as he was returning home
after a fruitless search for the family cow. The family

servant, behind whom the boy was riding, was also

thrown from the frightened horse, but without injury.

The boy had both bones of his right fore arm fractured

near the junction of the middle and lower thirds, as

shown in the picture; and he was also rendered un-

conscious for a while. When conveyed to his home.

Dr. Felix Robertson was called to treat him. This radio-

gram shows how perfect was the surgical skill of one

of the founders of our Association.

(From the Centennial History of Tennessee State

Medical Association, 1830-1930. Edited by Philip M.
Hamer, 1930. Page 32)

and was with him at his bedside at the time of his

death in 1849.

By 1853 Felix Robertson was president of the

Board of Trustees of The University of Nashville,

and this daguerreotype portrait of him was en-

closed in a zinc box placed in the cornerstone of

the new building of the University of Nashville’s

Medical Department. He was also president of

the Medical Society of Tennessee from 1834 to

1840 and again from 1853 to 1855, his eight

years in office being a record which still stands.

During the busy years of his medical practice

and community service. Dr. Robertson continued

his interest in treating children’s diseases in Nash-

ville. It is said he emphasized to patients the motto

“Sweets should be eaten only after completion

of a meal”. He was not a voluminous writer of

medical observations. His thesis, written as a re-

quirement for his M.D. degree, was entitled “An
Essay on Chorea Santi Viti” and described “a

peculiar nervous frenzy which under rehgion and

other forms of excitement attacked a large num-

ber of persons.” It is a valuable landmark in the

medical literature of the frontier in the early 19th

century. Many years later this thesis was reprinted

in the Nashville Journal of Medicine and Surgery,

(Vol. 16, pp. 210-219, 1859.) Other published

Felix Robertson, M.D.

papers have been found which are included in the

bibliography.^^

It is reported that he liked the outdoors and was

often seen in the woods, accompanied by his dogs,

possibly reliving his early pioneer days. He was

on Nashville’s first Board of Health and was an

early president of the Tennessee Medical Society.

At one time he was president of the Bank of

Tennessee with offices in Nashville.

His last two or three years seem to have been

lonely ones. He had been a widower now for 34

years. His eight children, five of whom were liv-

ing at the time of his death, had all moved away,

some of the husbands serving in the Union Army
and some in the Confederate Army. During this

period he became somewhat a recluse, possibly

because he was caught with conflicting loyalties

in Nashville’s occupation by the Union Forces, or

perhaps he just got old, but his mind was active

and he read a great deal of the advances in the

newer and rapidly developing knowledge of

disease.

Felix Robertson was 84 years old at the time

of his death on July 10, 1865, three months after

the tragic war was ended. His demise came about
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in an untimely and somewhat unusual way. A
runaway horse overturned the buggy in which he

rode. A pole struck him in the lower abdomen

causing a puncture wound, and he died of “in-

llammation of the bowels”. So ended the long and

useful life of Felix Robertson, whose broad com-

munity interests contributed greatly to the health,

cultural life and welfare of Nashville and the

region.
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How to Help Your Candidate
THE HON. GEORGE M. O’BRIEN, M.C.

What I came here to talk about is politics, and

your involvement and mine. The notion of civic

duty is all well and good, but, really, it comes

down to survival. When you sit in Congress, you

have a feeling that the Congress is not completely

representative of the country. In my district,

which is about evenly divided between Republi-

can and Democrat, the mail I get tends to be

conservative although I don’t think the writers

would care to be identified with any political

label. It’s a very ethnic area and it’s not a neigh-

borhood or bedroom community in Chicago. It’s

independent but it’s not a wealthy community;

prosperous and driving but becoming more and

more conservative.

As perhaps you know, the medical profession

continues to enjoy the top spot with regard to

public confidence. We are all shpping, and cer-

tainly the lawyers have slipped—we’re off the fist

entirely right now. The lowest on the list is the

Congress, 90 percent. Highest on the list presently

is the medical profession, 42 percent. Even or-

ganized rehgion has a current rating of about 24

percent, whatever that means. But, with regard to

the medical profession, the corollary for what we
are talking about is that people have confidence

in their doctor, and not just within the realms of

medicine. The confidence radiates out into other

areas. You are an enormously influential group,

and I think you are probably beginning to reafize

it. Those who take no action have no right to

complain. I’m urging you to take action and elect

congressmen you think will represent you and do

the best job for you. Do the same for state rep-

resentatives, state senators, and even in the court-

house.

Let me touch on just how you get active. I

Delivered at the Annual Meeting of the Tennessee

Medical Association IMPACT Breakfast, Memphis,
April 9, 1976.

Congressman George M. O’Brien is a native of
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Special Human Relations Subcommittee.

suspect this is old hat to most of you because

most of the medical societies and auxiliaries are

pretty active already, and have been for several

years. But pick your candidate and then work for

him, whatever his party. If he is your candidate,

give him a lift any way you can, any way that is

convenient for you. It may be a coffee, it may be

a brunch, it may be a picnic—nothing fancy, and

make sure you get a good mix of people. A friend

of mine who is an insurance man in the town of

Kankakee, my second largest community, got to-

gether about fifteen doctors and their wives at a

supper. It was a perfectly elegant supper, $100 a

couple, and he turned over to Mary Lou and me
that evening, $1,500 from this group. Now that

was enough on its own, but I only knew one of

those doctors in that room. He went out of his

way to get doctors and wives that we did not

know. It was important to us. Even if you know

a person’s position may not favor your candidate,

don’t turn him away. A candidate has to pick up

support in areas other than just in his own party.

Time at home and in the headquarters of your

candidate—you can work that out whatever way

suits your convenience. But do something. There

are plenty of phones to answer. Defivery of press

releases is a thrilling job when you are in the heart

of a campaign and you are trying to put something

that is newsworthy in the paper almost every

night, otherwise it won’t be published. If you put

something out, you try to get it around as quickly

as you can. Even addressing envelopes, as un-

exciting as that is, is important. Direct mailing is

probably the strongest asset a candidate has, and

in direct mailing there’s a great wallop if the

envelope is hand addressed. It’s just that simple.

Then there is the business of operating the

headquarters. We have one of our friends to run

our headquarters one day a week; there are five,

generally, or six if we have some trade off. That

particular person just greets people and is just

there to hold it aU together. One of the things

that isn’t usually done and is extremely important

is the monitoring of radio talk shows. People caU

in, and occasionally there will be a crank caU

that requires a straightening-out type of answer,

or occasionally there will be a defiberately mis-

leading call. Work out something with your

candidate’s organization so that if you are not
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prepared to deal with the direct call yourself, you

can get in touch with someone who can call in

and answer it before the damage is completely

closed off and there is no repairing it.

What I am talking about is being the eyes and

ears of your candidate. Be hstening for him and

paying attention. And all of you I’m sure are

aware of transportation and the carpools, and

some way you can help in that respect.

Now let me give you my case history in 1974.

The patient is George M. O’Brien, finishing his

first term as a freshman member of Congress.

Malady—1974 election. Prognosis—grim. Search

for a potentially valuable cure for maybe a ter-

minal illness. It took a lot of hard work and a

lot of effort and a touch of genius here and there.

The symptoms of the patient were these: the dis-

trict is a mixed bag. It was originally kind of

Republican. It has now become Democratic. My
own county is about 60-40 Democratic and the

whole thing is a near balance. It’s both agri-

cultural and urban. Iroquois and Kankakee coun-

ties grow more soybeans than any other combi-

nation of counties in Illinois. In Joliet, quite a

bit of steel is manufactured.

There is a wide ethnic mix in the little county

areas: a lot of Slovaks, Irish, and Germans and

if you will forgive the expression, we five in

kind of a confederated state; everybody gets along

pretty well that way. In 1972, 1 had won by 56%,
100,000 over 80,000. Coming hard on the heels

of the end of my first term, we had to face the

Watergate episode and it was an albatross around

my neck. I’m a loyalist at heart. The man brought

my son-in-law home from Vietnam and it was

difficult to turn away from him. To compound
the problem, my wife and I lived in the Water-

gate in Washington. Agnew’s resignation, the

President’s resignation, the two stars in our galaxy

shot down, and people, as I learned afterwards,

who would normally support us in an enthusiastic

way, did have coffees for us, but some of them

just didn’t go to the polls because they were so

shocked, so heartbroken.

We have a serious unemployment problem in

our area. In my district, the average is about

11 percent now. That’s pretty high; it’s quite a

bit over the national average and I was still fight-

ing with the military about the closing down of

one military installation that I have in my district,

called loosely the Joliet Arsenal. It’s a two-fold
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operation, the ammunition procurement supply

headquarters for the nation, the command head-

quarters, and on the other side of the road is

a manufacturing facility of TNT and .105 shells.

My first week in Congress, the Defense Depart-

ment dropped on my desk a little bon-bon which

said, “We are closing down your arsenal.” So,

I went back home to make my first deathless

speech to report I had just lost 2,500 jobs for the

district, and I did that within a week. Everybody

has been fighting inflation and it comes home to

roost on the administration somehow, not on

the Congress. Then along came the new Presi-

dent and amnesty. All these things gave a pretty

complicated situation for the patient.

We tried to face the illnesses, and instituted

a regimen. We made a statistical analysis of the

district to find the areas that I can hope to do

best in so as to make sure that I hit every one

of those precincts as substantially as I could,

to make sure that I got my own vote out. Then

we developed a strategy of what we thought was

our best shot: attention to the people at home,

not thinking “Well, it’s for all mankind,” but

taking care of the 17th District. We had a good

record in that respect.

We have a separate committee for fund raising.

I don’t take any money. It’s too complicated.

Everything that comes to me I turn over to the

two friends who are my campaign finance chair-

men, and this particular committee runs our

fund raising. We needed a large number of

volunteers to do this. One of my most loyal

is an anesthesiologist in Joliet, who gathered

up about 50 of the doctors in my district and

set up a group known as “Physicians for O’Brien.”

It was very effective, and it was in one of your

(AMPAC) bulletins sometime back, dealing with

how that had worked out for him and what had

happened in our area. The group had great plans.

They worked precincts, made phone calls,

manned a phone bank, got volunteers, mailed

out letters, wore campaign buttons in their offices.

They contributed financially to us. They did

everything for us and they were all “Gung-Ho.”

You kind of get out of touch with what’s

going on. You have your organization set up and

then if you’re a candidate who has flashes of

intelligence, you do what they ask you to do.

You just behave. You just run as your campaign

organizes you. We were actually in Congress up

until about ten days before the election, so I

wasn’t completely current with it and I frankly
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didn’t know, literally, what was going on, except

I knew Mary Lou and I were running like a

couple of startled fawns and, come election night

2:30 a.m., O’Brien wins with a landslide at 51.6

percent of the vote, which is better than 49.6

percent.

Even though the patient survived, we per-

formed a post-mortem and this is what I found

out: on the records, statistically verified, not just

a figure, but documented and analyzed, what my
physician group did, 50 of them, and their wives.

They mailed out letters to patients in my behalf.

They wore campaign buttons in their offices. I

might say that the lawyers didn’t do this for me.

I’m not complaining. I’m just illustrating what

you did and other professions didn’t do. Their

families, their wives and their children volun-

teered time in the headquarters. They worked on

a telephone campaign, just calling people and

identifying their preferences, asking a few ques-

tions. Buried in there would be a question about

their particular candidate to get the feel of things

and find out if they needed a ride and so on. They

manned key precincts. Some of the doctors and

their wives went door-to-door for me on Sundays,

and they contributed financially. One had a cock-

tail party for all the medical allied groups in my
area, and they really did a superb job and they

really made the difference. Let me tell you exactly

how.

In precincts where the doctors worked for me,

I would guess 20 to 25 different precincts and

neighborhoods, on the record, I did 15 percent

better than in comparable precincts over the

whole district—not just any precinct, but a com-
parable precinct, same number of people and

kind of the same general attitude. Now when
you win by 51.6 percent and a certain group gets

out 15 percent more, that made a difference of

1,000 to 1,500 votes, or even more than that.

I won by barely 4,000, and I think half of the

votes of that margin were generated by this

medical group. So I’m very much indebted to

your profession, especially in my own home, for

what they did for me. I really think I survived

on account of them. You were extraordinarily

effective and I’m the case in point.

Now what I would suggest that you do is this:

get to know your Congressman personally. Get to

know your state representatives and your state

senators. They are just as important as the Con-

gressman, and may have a more direct impact on

your problems. Write them about issues that

concern you. Don’t send them prepared state-

ments that your headquarters or your association

do for you. Make it brief but get the message

across. Occasionally let him know when you

think he is doing it well. And write about the

issues that concern you. Invite him to your civic

clubs and your medical society, particularly the

medical auxihary.

I’m really not one for thinking that going back

to Kiwanis and Rotary does me much good. If I

don’t have them. I’m in real trouble. But the

various women’s auxiliaries and teacher’s groups

—those are the areas where your candidate

wouldn’t necessarily be exposed. Get him into

the medical auxiharies and get him into the

ladies’ groups and get involved.

Watch out for potential candidates. There are

46 casualties by retirement in the House this year.

There are eight casualties by retirement in the

Senate. Many of them are retiring because they

were just not happy with their job. They felt

it was a very distinguished role but it seemed

so demeaned. It isn’t that enchanting. So, unless

you and I keep an eye out for top-notch candi-

dates the other fellows are going to take it away

from us. So I urge you to watch out for good

candidates who might be willing to take a little

time off.

We have four doctors in the House now, Larry

McDonald, from Atlanta; Tom Morgan, who is

Chairman of International Affairs. We have a

new one in Ron Paul, who came from Texas,

and Tim Lee Carter, who serves on the Health

Subcommittee of the Interstate and Foreign Com-
merce Committee. It is a small superior group,

but we need some more. Begin the groundwork

for your physicians’ group in planning for the

next election right now. Start on it, it’s coming

down the road. You won’t get guaranteed results.

You’ll get some satisfaction out of being involved.

You’ll enjoy it. You’U be doing something for

both yourselves and your entire profession.

Maybe some of you have heard the little story

about the tribute on a church in London: “In

the year 1653 when all things sacred in the king-

dom were either profaned or demolished, this

church was built by Sir Richard Sherman.” What
singular praise it is to do the best of things in

the worst of times.
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Be On Your Guards Therefore
FRANK J. JIRKA, JR., M.D., CHICAGO, ILL.

If any man shall say to you, Lo, here is

Christ, or lo, he is there, do not believe him.

For false Christs and false prophets shall rise,

and shall show signs and wonders, to seduce,

if it were possible, even the elect.

Be on your guard, therefore; behold, I have

told you all these things beforehand.

Mark 13:21-23

False prophets have been with us through the

ages. But the strange-looking, strange-talking

pretenders to the mysteries of religion are not my
concern today. My concern is the false prophets

who look and dress as we do, who talk in the

stylish vocabulary of the social sciences, and

whose tabernacle is strictly secular. They are

expert at planting seeds of fear and hope in order

to reap a harvest of power. They do not deserve

all of the blame for what they do, however. The

seeds they plant have to find fertile ground.

There has to be something in the very nature of

our times, in the very mood and personality of

our country, that enables these false prophets to

thrive.

What could it be?

A thoughtful and deeply disturbing answer is

to be found in a circular I received not long ago

from the Chamber of Commerce. It said that

nations have progressed through this cycle: From
bondage to spiritual faith; from spiritual faith

to great courage; from courage to liberty; from

liberty to abundance; from abundance to selfish-

ness; from selfishness to complacency; from com-

placency to apathy; from apathy to dependency;

and from dependency back to bondage.

Without dipping into the evidence offered by

other civilizations, let us see how closely this
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cycle fits our own land. We all know that many
of the earliest settlers on our shores were refugees

from religious oppression, from a spiritual bond-

age that often was political as well. Spiritual

faith, once they were here, guided their workaday
lives and their civic relationships. That is all well

known. But what about the next stages of the

cycle: the progression from spiritual faith to

great courage and from courage to liberty?

In the middle of the 18th Century, a momen-
tous series of religious revivals known as the Great

Awakening spread up and down the colonies

and to numerous creeds. In rallying many creeds

other than the one favored by the British

crown, it struck a blow for religious separatism

and hence for political separatism. And because

it was inter-colonial, it brought the colonies

closer together. Thus, the Great Awakening was

one of the influences that triggered our War of

Independence two centuries ago.

Many of us can recall the opening lines of the

Declaration of Independence, but let us also

recall its devout closing words: “.
. . with a

firm reliance on the protection of divine provi-

dence, we mutually pledge to each other our lives,

our fortunes, and our sacred honor.” In those

days, it was not just Paul Revere who looked to

the church belfry!

At the time of the Revolution, America was

mainly a land of farmers. But after the War of

1812, cotton-textile mills and other mills sprouted

in New England. America was on her way to

becoming the most industrial and affluent of na-

tions. In accordance with the cycle that I recited,

liberty led to abundance. But how did abundance

lead to the subsequent stages of the cycle: to

selfishness and complacency and apathy, in that

order?

One clue comes from the book, Democracy

in America, written more than 135 years ago by

that amazingly-foresighted French visitor, Alexis

de Tocqueville. Observing how more and more

Americans were acquiring sufflcient means to

satisfy their wants, he said: “They owe nothing

to any man, they expect nothing from any man.

They acquire the habit of always considering

themselves as standing alone, and they are apt

to imagine that their whole destiny is in their own

hands. Thus, not only does democracy make
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every man forget his ancestors, but it hides his

descendants and separates his contemporaries

from him. It throws him back forever upon

himself alone, and threatens in the end to confine

him entirely within the solitude of his own heart.”

De Tocqueville’s description of that aspect of

our national character held true for many decades

after he wrote it. Americans took pride in their

“rugged individualism,” to use a phrase that

became popular long after the days of de

Tocqueville. Rugged individualism helped build

our country. But it had its selfish side, and it

paved the way for an insidious form of selfishness.

Self-reliance has been widely transformed into

selfA/z reliance upon others, and upon society.

With religion having declined as an omni-

present influence, many Americans no longer see

themselves as answerable to God, but see society

as answerable to them. They have abandoned

themselves to a largely material and technological

world from which they demand instant or con-

stant gratification. A psychology of entitlement,

as it’s called, has become a contagion, particularly

among the young. People feel entitled to satisfy

every whim and every desire. This has been

increasingly true not only on the personal level

but on the socio-economic level, too.

Over the years, the socio-economic world has

become ever more complicated, ever more ridden

with problems and psuedo-problems, crises and

pseudo-crises. The developments, occurring so

thick and so fast, have been terribly confusing to

the average American. By and large, he prepared

himself to understand only his own line of work

or his own pet interests. Because of his con-

fusion, he was willing to look to false prophets for

simple magic answers. And the prophets, in the

gleaming white buildings of Washington, D.C.

and in the media, have been all too eager to

supply such answers. They have been making

their incantations and pointing to the socio-

economic mountaintop.

The federal government has poured all sorts

of funds and promises into everything from low-

cost housing to price supports, from educational

improvement to local crime-fighting. At first,

the public was generally complacent about all

this. Lately, because many of the hopes have

gone sour, complacency has been turning to

cynicism and apathy, as reflected in public-

opinion polls and low voter turnouts. But

pubhc apathy can give the government all the

more license to increase its responsibifity and

power.

What we have been witnessing is a vicious

circle in which public dependency encouraged

greater federal power, and that power causes

greater dependency. Americans have always

cherished their private freedom. The govern-

ment’s boardinghouse reach in socio-economics,

however, has extended into personal affairs. What
could be more personal, after all, than the field

in which we physicians engage : the field of patient

care, with its emphasis on the doctor-patient rela-

tionship and individualized attention?

Nothing is more individualized than the kind

of medical treatment a patient receives or the

drugs he is prescribed or the confidentiality of

his records. Yet all of these are imperiled by

federal law or regulation. Nothing is more per-

sonal, or more basically American, than the

right of a new physician to practice where he

deems fit, or the right of a health-care provider

to build or expand his own facility as he deems

fit, if he is using private funds. Yet these rights

are imperiled by legislation that has been en-

acted or proposed. And the end of the inter-

ference is nowhere in sight:

I believe it was Lenin who said that the last

two pillars of democracy are the church and

medicine. Here in America there are many false

prophets who want to topple the pillar of private

medicine and replace it with an Erector-set fed-

eral superstructure. They no doubt see great

political and fiscal advantage in controlling the

vast structure and resources of the health-care

delivery system.

Public apathy can encourage these false proph-

ets. So can the psychology of entitlement and the

notion that government-controlled care is some-

how free of charge and somehow able to succeed

where other federal social programs have failed.

The people must understand that any encroach-

ment on the doctor’s freedom to give good care

is an encroachment on their right to receive it. If

the pillar of private medicine topples, our nation

most assuredly will be making the last transition

of the cycle I listed at the outset: the transition

from dependency back to bondage, the original

stage. The false prophets who profess to be

voices crying in the wilderness will be leading

our countrymen into the wilderness.

“Be on your guard, therefore; behold, I have

told you all things beforehand.”
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President's Address:

The Day 's Work

Gentlemen: The day’s work in the life of a

busy practitioner of medicine brings forth many
things for consideration. It brings many thoughts,

good, bad, and indifferent—mostly bad and in-

different; it brings him nearer to actual life than

it does most men, and if Pope is correct in say-

ing that “the proper study of mankind is man,”

certainly our day’s work gives greater opportunity

to observe both sides of life, the outside as well

as the inside.

In order that we may be better fitted to more

correctly and accurately observe these wonderful

phases and phenomena of life and death, it is

proper that we should be better educated and

prepared for this.

We all are agreed that a college education

and a four-year medical course are an absolute

pre-requisite to the practitioner; but to be most

successful he must possess the heart of a lion,

the brain of an Apollo, the eye of an eagle, and

the gentle touch of my lady’s hand. To accom-

plish this I have sometimes thought it would be

advisable for some doctors to do two things:

First, to take a course in a horse college that

he may learn physical diagnosis more perfectly

on dumb animals, and that he may be able to

gain a thorough knowledge of horses; for the

doctor that drives the finest horses frequently

gets the best practice whether he knows anything

or not. The very name of Hippocrates, the father

of medicine, is derived from the Greek words:

Hippos, a horse, and Krita, a judge—a judge of

a horse.

This President’s Address to the 73rd Annual Session

of the Tennessee State Medical Association was furn-

ished to the House of Delegates of the 141st Annual
Session by the Memphis and Shelby County Medical

Society. It is reprinted from the Transactions of that

meeting which was held in Memphis seventy years ago

—

April, 1906.
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Second, to read the Sherlock Holmes detective

stories in order to cultivate the habit of quickly

and accurately perceiving everything, and by the

Baconian method of ratiocination of quickly and

correctly making logical deductions and conclu-

sions so that he may be able to act accordingly

in a sensible manner. ... I am glad to see the

American medical college taking the firm stand

whereby they will compare favorably with any

colleges in the world.

To return to the day’s work, however, we
must begin this by getting up. Now this getting

up business is next to the hardest proposition

one has to encounter. “Early to bed and early

to rise, makes a man healthy, wealthy, and

wise,” is by far the falsest adage ever perpe-

trated on mankind. If you get up early no one

else is stirring, and you get lonesome; and it is

always cold, and you get sleepy before dinner;

and if you sleep, you always miss something

good; and no patient is unwise enough to call at

an early hour, and then one never feels well

and good in the morning.

I think the whole cosmogony was wrong when

it said, “and the evening and the morning were

the first day.” It should have been: “and the

evening and the evening were or was the first

day.”

After you get up you have to dress—another

nuisance—and as long as we must submit to this

as a necessity (although I abhor a uniform above

all things), I think that the profession should,

for various reasons, adopt, not a distinguishing

habit such as the clergy wear, but to appear al-

ways in neat black and white.

After these ordeals of the day’s work, there

comes still another more serious one, that of

eating. And this brings up the subject of diet.

In the whole domain of medicine there is no

more important subject than that of diet, and

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



one which we regard so lightly and carelessly.

J. J. Hill, the great railroad magnate, and the

brainiest captain of industry in our country at

the present time, recently said that we Ameri-

cans are rapidly spending, not only our incomes

but our capital. What he meant by that was that

we are rapidly consuming our natural sources of

wealth—we are too rapidly sapping the strength

from our virgin soil. We are denuding our im-

mense primeval forests; exploiting mother earth

of the rich stores buried beneath her ample

bosom.

If he had looked at the people themselves, he

would have found that we are rapidly becoming

physical and nervous bankrupts, caused mainly

by two things: —
First, our mad and insatiable desire for wealth;

and secondly, and by far the most important, the

improper foods which constitute our diet.

What with the too rapid eating, the imperfect

mastication of food; what, with embalmed meats,

the chemically preserved fruits and vegetables,

the various foodless foods—some of them re-

sembling excelsior or small-pox scabs, or dried

persimmons—and some of the predigested foods

which contain no food elements whatever; what

with various adulterations and sophistications and

substitutions of foods, it is no wonder that we
are called by foreigners “a nation of dyspeptics.”

Take flour for instance—our principal staff of

life, the very manufacture of which is wrong.

This new roller process crushes the life out of

the grain, whereby the bran containing the neces-

sary phosphates, and the shorts or seconds con-

taining the gluten which holds the albuminoid

principles that afford the nourishment for cell

building, are separated and thrown away as food

for the lower animals; while we get only the white

flour containing almost pure starch, which affords

stimulation and not nourishment to the system.

Even this flour is adulterated with corn and potato

starch and barytes. No wonder, I say, then, that

the day’s work shows us an ever-increasing

number of mental, nervous, and physical neur-

asthenics, stomach troubles, and all the various ills

attendant upon the various forms of indigestion,

nearly all of which are caused by improper food.

It is our duty in the day’s work, then, to exer-

cise the first and gi'eatest function of the phy-

sician, that of a doctor or teacher; let us teach

our people how to eat, to abjure the too numer-

ous predigested and foodless foods which do not

even require mastication; but to go back to the

whole-wheat flour, the natural, coarse, and whole-

some foods of our forefathers; to the foods, as

the old woman expressed it, “that has some chaw
to it.”

The question of nutrition is becoming the most

serious question of the medical profession to-day.

Why?—Because the day’s work shows us the ever

increasing invasion of the great white plague,

and our own medical science shows us that its

repulsion depends not upon antiseptics, as we
fondly hoped; not upon antitoxins, as we madly

believed; but that the redemption of mankind
from this disease of civihzation, depends upon

the proper nutrition of the vital cells themselves.

It is a cowardly thing and argues your ignorance

to send away your nervous neurasthenic or your

tuberculous patient to sojourn and die far away
among strangers; and it is our duty to study the

nutrition of the individual case, and not to tell

the patient to diet himself in a general way. There

is as much sense in that as to tell a patient to take

medicine, and we should say specifically what he

must or must not eat.

Speaking of the stomach reminds me of a pa-

tient who told me that he had missed his false

teeth and that he thought he had swallowed them,

asking me if there were any symptoms that would

indicate such a calamity. I aked him if he had

any gnawing pain in his stomach,—but these

people with diseases below the diaphragm never

can see a joke.

These neurasthenics are a queer class, and, if

not properly fed, become violent victims of

either rum, rheumatism, or religion—this apt

alliteration is fine food for thought, well worthy

of considerable digestion at your leisure.

But speaking of religion reminds me that our

day’s work brings us in contact with the Chris-

tian Scientists, a sect of people that are springing

up like Aaron’s serpents and are worshiped by

a certain class of people, but who I am afraid,

possess neither science nor Christianity, the Ed-

dyotics, as they have been flippantly called.

The question constantly confronts us, what

shall we do with them, and the Osteopaths, and

the Dowieites, the faith cures, and all other

pathies and isms and ites; what position shall

we take toward them? The first impulse or instinct

of humanity, when anything interferes with its

self-preservation, is to fight. Shall we fight them?

No, that is too common and vulgar and expensive,

besides it would be hke the Kilkenny cat-fight,

always resulting in more cats. Let us, rather, take
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our cue from the recent great biological discovery

of the age, phagocytosis—let us, like Bosco, “eat

’em alive.” Let us prepare them with superior

knowledge, pepper them with ridicule, encrust

them with indifference, roast all the good out

of them (for there are good points in all of

them), and slowly but surely assimilate their

good things for our own great glory and welfare.

Nay, do not be uneasy, gentlemen; the part

never can equal the whole, and pathies may come

and pathies may go, but we go on forever.

The day’s work brings many rings from the

telephone, this indispensable abomination. It is

remarkable what a number of long distance dun-

ces it brings us in contact with. For instance,

at 2 A.M. on the first of last January my tele-

phone bell rang furiously. I got up and answered

it. The voice asked briskly, “Is this 1906?”

“No,” said I. “You are a liar,” said he. Central

wouldn’t give me the number, and I am still

listening for the voice.

Another time at 1 A.M., when I had retired

at twelve, half frozen, one of my favorite patients,

a sweet httle woman with a first babe called me
up, and in a pitifully distressed voice said, “Willie

has been crying for an hour, what must I do for

him?” “Oh,” grunted I, “give him some pare-

goric.”

“I gave that.”

“Umph,” said I, “give him some Dewees’

Carminative.”

“I have given him that too,” said she.

“Umph,” said I, at my wit’s end, let the rascal

nurse, may be that’s what’s the matter with him.”

“All right, I’ll try it,” wailed she.

In an hour I was rudely awakened by the

phone again as though there were a terrible acci-

dent on the railroad.

“Well,” growled I “what is it?”

“That was it,” the happy little voice cried.

Now what can we do in such cases? Shall we
charge for telephone prescriptions or advice? It

really is becoming a serious question to the busy

practitioner to have to answer so many phone

calls and so frequently of a frivolous nature.

The day’s work sometimes brings even to us

doctors thoughts of ambition, longings for un-

dying fame and an enduring name to be handed

down to future unborn generations. Nations have

striven for this and have risen to unparalleled

grandeur and magnificent strength, only to dwin-
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die away in the dim distance of time, and not

only their existence is forgotten, but their very

names remain to us only traditional lore. Babylon

and Thebes and Carnae are mere mounds of

dust. True, the pyramids remain a monument to

the foolish ambition of some ancient king, but

his name is not known, though the names of his

contemporaries, Abraham, Isaac, and Jacob, still

abide with us. If I desired to perpetuate my name
and had a half million dollars, I would pay ten

dollars to every male child named for me; and

when Carnegie libraries become mere mounds of

musty mold, and Stanford University a crumbling

mass of unsightly ruins, there would still be men
children to rise up and call my name blessed.

But after all there is not much in a name; it is

merely a birthday present to us; we are only

“it” before we get it, and we are “it” after we
are done with it—the baby, “has it been dressed?”

the corpse, “has it been brought downstairs?”

The day’s work brings us in contact with

diseases which not only affect the health and

happiness of the individual, but also the welfare

of nations. Well may heartless and cynical old

Malthus rest easy in his grave; well may the

statesman Roosevelt become alarmed at race sui-

cide; there is a disease which threatens the very

foundation of the nations. France has already a

smaller birth rate than death rate from its cause.

Commerce and science and civilization have al-

most effectually eradicated the dire disasters of

fire and flood and famine; inoculation and hy-

giene and quarantine have robbed the pestiferous

plagues of their terrors; the great white plague

is successfully combated; syphilis is one of the

most amenable of all diseases to be treated, and

we even see in the near distance visions of a

perfect cancer cure. But there remains this most

evil of all diseases, the one which is no respecter

of persons, not even of physicians, the one from

which there is no immunity or for which there is

no antitoxin. There is no organ of the body free

from its fearful infection. As Nesser said, “Once

gonococcus, always gonococcus,” for the germ

may be latent in the body for years, and with

the least provocation, or sometimes seemingly

with no provocation at all, it will suddenly burst

forth in a distant part of the system, producing

painful and dangerous pathological lesions and

death itself, the etiology of which frequently re-

mains obscure. This disease then, by affecting

the generative organs of both sexes and thereby

producing sterility, is causing the students of
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political economy to be alarmed and to wonder

at the ever decreasing birth rate. It lies in the

province of the doctor as a teacher to point out

to our poor misguided youth the evil effects of

this baneful disease and how to avoid it.

The day’s work bring us many kinds of cases

pathetic or ridiculous, rare or commonplace, but

withal we scarcely think worth mentioning where-

in we differ from the irregular or the quack, who,

when they effect a cure of a case, must act like

a duck when she lays an egg, by setting up an

interminable and intolerable quacking over some-

thing which to us is a matter of course in our

day’s work. Perhaps this is where the quack de-

rives his name.

In the day’s work we meet many members of

our profession, and many years of close contact

and careful study have enabled me to finally make

a thorough and complete classification of doctors.

There are four kinds of doctors. First, there are

those who know, and know that they know; they

are to be envied and emulated. There are those

who know and don’t know that they know; they

are to be pitied and encouraged. There are those

who don’t know and know they don’t know;

these are worthy of the kind consideration of

every one and are to be taught. Fourth, there

are those who don’t know and don’t know that

they don’t know; these should be taken out and

gently, but firmly, knocked in the head with an

axe.

But after all this classification, do you know
that our profession is the oldest and largest and

the most universal trust in the world; and by

proper organization could be the most powerful?

We have put in our trust not only the health

and happiness, but the very lives of the people.

We are combined in this tnist against the nos-

trums and quacks and charlatans, and all those

who would impose on the ignorance and creduli-

ty of the people; and we are bound together in

this magnificent trust by that tie which should

be as inexorable as the laws of the Medes and

the Persians, as sacred as the laws of Moses,

that grand example of moral ethics which has

stood the test of the ages that are ever constantly

hovering over us, like Him watching over Israel,

slumbering not nor sleeping, and keeping us pure

and unspotted from the world—the Hippocratic

oath.

We are just beginning to feel our strength:

we are just recognizing our power, and that power

can only be made effectual by a complete and

perfect organization, and when this shall have

been accomplished there is no force or combina-

tion of forces that can stand in our way for the

advancement of humanity.

There is one word of timely warning that we
must not forget, and that is the remote source

of our strength which we derive from the indi-

vidual. The blatant lawyer, with his flowery flour-

ishes of sophistry and rhetoric, will move the

minds of the multitudes to his methods; the am-

bitious politician, by his wily ways and words,

can cause the confiding crowd to carry him to

Congress; but our methods cannot be like this,

for it would savor too much of quackery, and

from the very nature of our calling, we must ob-

tain our influence from the bedside, from the

individual, from the very foundation of society,

the bosom of the family. There lies our strength,

and we must ever bear it in mind.

We must not stop in our efforts of organiza-

tion; I know that trusts are not at present pop-

ular, but I am glad to say that I am proud to

belong to this trust, and I hope I may live to

see its perfect organization.

The day’s work shows me more and more that

by this organization, by bringing the members of

the profession in closer contact with each other,

has not only enhanced the advancement of pro-

fessional knowledge, but has raised the standard

of the profession in every respect, and by in-

creasing professional pride, has lessened the evil

of intemperance. I am glad to say that it is eradi-

cating that disgusting habit of a doctor—back-

biting, snarling at, and deprecating his brother

physician. Unfortunately this has been too com-

mon, and the sooner, the better it will be for us

to realize that the other fellow has about as

much sense as we have; and that there is work

enough for all of us, and that this constant

bickering and jealousy is disgraceful, and should

be beneath the dignity of every one, and that

it throws the profession into general disrepute.

Doctors, next to choir singers, are the most

quarrelsome people in the world.

The day’s work must close, and the work of

many days finally begins to bear us down and

make us stoop forward a little, and cause our

eyes to get far-sighted. Do you know, I have

often thought that this was to enable us to begin

to peer over on the other side.

As I sit and muse and think sometimes on

the work of days gone by, there comes to my
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mind the one example of the perfect physician.

He was advanced in years when I knew him, but

his life had been spent in study for the advance-

ment of his profession; his day’s work had been

spent in relief of suffering humanity and without

charge, for he kept no books; he was careless as

to his personal appearance and habits, and

negligent as to his office appointments. Well do

1 remember his little, old, tin sign hanging at

the bottom of the stairs and creaking with every

puff of the wind, and bearing this legend: “Dr.

Blank, Office Up Stairs.” Well do all remember

who knew him, his utter self-abnegation and

ever-ready willingness to sacrifice himself for the

benefit of others. One day, in making a physio-

I am the United States of America

A Bicentennial Message by Alex McKeigney
I am the United States of America—the blessed land of

liberty.

I was born a long time ago, because, you see, liberty

was born when God, the Creator, first breathed life

into man, created him in His own image, and

breathed into him the spirit of liberty.

I am the dreams, the plans and the work of men and

women who have loved freedom down through

all the ages.

I am the first settlers who landed in Virginia and at

Plymouth Rock;

I’m the Red man, the Black and Yellow man—I’m

millions of people from all across the earth who
came to this good land to live, to work, to dream,

to build

—

And to die, if need be, that liberty might still live.

I’m the surging tides of New England, the corn fields of

mid-America;

The wheat fields of the plain states; the tall trees

of the great West;

I am the cattle grazing on matchless hills and prairies;

I’m the Grand Canyon and painted deserts, the

magic of ten thousand rivers, twisting streams,

and sky-blue lakes, large and small.

I’m the cotton fields of Dixie, white sand beaches,

mighty oceans and the moon-lit Gulf;

I’m Rocky Mountain grandeur and limitless treasurers

beneath the earth;

I am country music, opera and symphony, great books

and simple rhymes.

I’m mighty industries, financial institutions, busy streets

and highways

—

Arts and crafts and shops and stores, motion pictures,

little theatre, countless festivals.

I am men and women in field and factory, in labora-

tories, in hospitals, in communications media;

Teachers in classrooms; people in professions; men in

space, walking on the moon.
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logical experiment on himself, in order that he

might be of use to mankind, he passed away.

As we bore his poor, emaciated body the next

day along the street to its last resting-place, the

people whom we passed instinctively stopped and

bowed their bare heads.

He had no means with which to purchase a

tombstone, but we gave to him the most fitting

and appropriate epitaph ever rendered to man.

We plaeed at the head of his simple grave his

little old tin sign: “DR. BLANK. OFFICE UP
STAIRS.”

And so, my friends and fellow practitioners,

when we have finally finished our day’s work,

and have been called in consultation with the

Great Physician above, may we all deserve to

have as our sign: “OFFICE UP STAIRS.”

I am an athlete in a crowded stadium or a hunter

at early dawn;

I am a minister proclaiming God’s Holy Word, and a

mighty choir.

I am countless public servants—most of them little

known—working at the many tasks of government

all across the land;

Whatever the task—large or small—I’m someone there,

carrying the load.

I am the right to free speech, to own property and

direet enterprise;

I am the right to worship God, the Creator, and

to live life abundantly in the spirit of Him who
gave life eternal.

I answered freedom’s call at Lexington and Concord

town, prayed with Washington in the snow at

Valley Forge; I was at Yorktown and New Orleans,

in countless battles on the seas, and later in the

air;

I fought at the Alamo and Chapultepec, rode with Lee

and Jackson, Stood with Grant at Vicksburg and

Meade at Gettysburg; I charged with the Rough

Riders, fought at Belleau Woods, landed in the

hell of Normandy and on a score of Pacific

islands

—

Stood the test in frozen Korea and steaming Vietnam

—

I gave my blood that the blood of others might

run free.

I’m all these and much, much more in these United

States in this 200th year of liberty;

But more than anything else I am the heart and soul

of free men and women
and little children, who love their God and this

good land, and

Who know that in Him there is strength and courage

and love to light the way.

Yes—I am the United States of America—and under

God forever I will be!

Copyright 1975, Alex McKeigney, Jackson, Mississippi

Mr. McKeigney is vice-president of the Mississippi Power

and Light Co.—Ed.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



New Format for Audit Criteria From the

City of Memphis Hospital
E. WILLIAM ROSENBERG,M.D.,* * AND GAIL D. LAURENZO, R.R.A.f

These criteria for medical audit from the City

of Memphis Hospital are drawn in a newer,

simpler format than those previously published.

We decided to use this newer format for three

reasons: 1) it more closely approximates the

one disseminated by the American Medical As-

sociation in its book entitled Model Screening

Criteria to Assist Professional Standards Review

Organizations; 2) it seems easier to write for

than the previous format; 3) it makes the actual

task of auditing simpler.

Our new format differs from the A.M.A.’s

primarily by including criteria for long term out-

come and disposition of the patient. The criteria

published in this issue deal with leukemia and

blood dyscrasias—diseases in which survival is

the index of successful treatment. In other con-

ditions, however, to be pubhshed subsequently,

outcome determinations will be more varied and

concern things such as organ function, ability

to return to work, absence of symptoms, and the

like.

The new format includes the following cate-

gories :

I. Validation of:

A. Diagnosis

B. Reasons for Admission

II. Critical Dianostic and Therapeutic

Services

III. Expected Response to Treatment
A. Short Term (Discharge Status)

B. Long Term (Functional, Other)

IV. Disposition

V. Mortality

VI. Length of Stay

VII. Complications

A. Of Disease

B. Of Treatment

C. Unexpected Observations (Nonspecific

Indicators)

From the College of Medicine, University of Tennes-

see Center for Health Sciences, 800 Madison Avenue,

Memphis, Tennessee 38163.

*Associate Dean for Postgraduate and Public Edu-

cation.

fAssistant for Postgraduate Education and Medical

Audit.

ACUTE LEUKEMIA
I. Validation of:

A. Diagnosis (To include the following):

1. Blast >15% in marrow
2. Marrow hyperplasia

3. Usually blast in blood with anemia

and thrombocytopenia

B. Reasons for Admission

1. Abnormal blood picture (leu-

kemia suspected)

2. Sepsis and/or reverse isolation

3. Bleeding and/or platelet transfu-

sions

4. Central nervous system leukemia

5. Anti-leukemic chemotherapy by

protocol

II. Critical Diagnostic and Therapeutic Services

A. Should be characterized into myelo-

cytic, monocytic, lymphocytic or

stem cell (undifferentiated) type 100%
B. Chemotherapy appropriate for type-

protocol 100%
C. Reverse isolation 50%
D. Blood and platelet transfusions 50%

III. Expected Response to Treatment
A. Short Term (Discharge Status)

1. Afebrile

2. Packed cell volume >25%
3. Total granulocyte count >1,000
4. Platelets >75,000

B. Long Term (Functional, Other):

50% complete remission

IV. Disposition:

Continual chemotherapy

V. Mortality:

50% live one year

VI. Length of Stay:

11 to 12 days*

VII. Complications
A. Of Disease

1. Hemorrhage (avoid aspirin, plate-

let transfusions)

2. Infections (culture and antibiotics;

emperic without results)

3. Anemia (packed red blood cell

transfusions)

4. Central nervous system leukemia

(x-ray or intrathecal antimetab-

olites)

B. Of Treatment

1. Bone marrow depression (reverse

isolation)

2. Cardiomyopathy (adriamycin,

daunomycin)

3. Neurotoxicity (withhold vincris-

tine)
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4. Diabetes (diet, insulin)

5. Uric acid nephropathy (allopur-

inol)

6. Positive purified protein deriva-

tive (isonicotinic acid hydra-

zide)

^'Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

CHRONIC LYMPHOCYTIC LEUKEMIA
I. Validation of:

A. Diagnosis: Lymphocytosis >15,000 <10%
blast

Marrow >30% lymphocytes

(Node-diffuse well differentiated

lymphoma)
B. Reasons for Admission

1. Biopsy (to prove diagnosis) of

node or bone marrow
2. Transfusions

3. Chemotherapy or x-ray therapy

4. Infection

5. Splenectomy

II. Critical Diagnostic and Therapeutic Services

A. Bone marrow 100%
B. Coombs test 50%
C. Chlorambucil or other alkylating

agents with or without prednisone 75%
D. X-ray therapy to spleen, whole body

or symptomatic areas 25%
III. Expected Response to Treatment

A. Short Term (Discharge Status): Con-
trol of adenopathy and lymphocytosis

B. Long Term (Functional, Other):

Gradual progression

IV. Disposition:

Constant follow-up and therapy

V. Mortality:

Average life expectancy of three

years (varies with extent of disease

at diagnosis)

VI. Length of Stay:

10 days*

VII. Complications
A. Of Disease

1. Autoimmune hemolytic anemia

(prednisone therapy)

2. Bone marrow depression (trans-

fusions)

3. Hypogammaglobulinemia and re-

current infections (antibiotics,

IgG)

4. Cryoglobulinemia (plasmaphoresis

plus alkalating chemotherapy)

5. Fungal infections (specific anti-

fungal)

6. Herpes Zoster (symptomatic)

7. Splenic infarct (symptomatic)

B. Of Treatment

1. Bone marrow suppression (suppor-

tive)

2. Diabetes (diet, insulin)

3. Tuberculosis activated by predni-

sone (positive purified protein

derivative cover with isonicotinic

acid hydrazide)

C. Unexpected Observations (Nonspe-

cific Indicators) : Second malignancies
* Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

CHRONIC MYELOCYTIC LEUKEMIA
I. Validation of:

A. Diagnosis (To include the following)

:

1. Total white blood cell >30,000
with sepsis

2. Neutrophilia with left shift and

basophilia

3. Decreased serum leukocyte alka-

line phosphatase score

B. Reasons for Admission

1. Hyperviscosity secondary to high

count

2. Hypersplenism or splenic pressure

problems

3. Splenic infarction

4. Bleeding

5. Sepsis

II. Critical Diagnostic and Therapeutic Services

A. Bone marrow studies 100%
B. Chromosomal analysis 75%
C. Busulfan and/or x-ray therapy 100%
D. Leukocyte alkaline phosphatase stain 100%

III. Expected Response to Treatment
A. Short Term (Discharge Status):

Control of neutrophilia in one month
B. Long Term (Functional, Other):

Normal function until blast crisis

IV. Disposition:

Normal activities

V. Mortality:

Life expectancy of three years

VI. Length of Stay:

11 to 12 days*

VII. Complications
A. Of Disease

1. Anemia (transfuse)

2. Symptomatic splenomegaly with or

without hypersplenism (irradiation

or splenectomy)

3. Blast crisis (handle as acute leu-

kemia)

4. Priapism (urology consultation)

5. Hyperviscosity secondary to leu-

kocytosis (hydroxyurea)

B. Of Treatment

1. Marrow aplasia-sepsis, bleeding

(supportive care)

2. Pulmonary fibrosis (stop busulfan)

3. Pseudo-Addisonian Syndrome (stop

busulfan)

* Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

HODGKINS LYMPHOMA
I. Validation of:

A. Diagnosis: Documented histology of Hodg-

kins lymphoma subclassified into:
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Lymphocytic predominant, nod-

ular sclerosing, mixed cellularity

or lymphocyte depleted

B. Reasons for Admission

1. Biopsy of suspicious lesion or node

2. Staging procedures (radiographic

or surgical)

3. Fever of unknown origin work-up

4. Obstructive symptoms

II. Critical Diagnostic and Therapeutic Services

Isotopic, radiographic and/ or surgical

procedures for staging: 100%
A. Stages I, II, III: Irradiation therapy 100%
B. Stages IIIB, IV: Multidrug chemo-

therapy by protocol 100%
III. Expected Response to Treatment

A. Short Term (Discharge Status): Con-

trol of neoplasm and systemic symp-

toms in 60%
B. Long Term (Functional, Other): Re-

turn to 100% performance status

IV. Disposition:

Continued follow-up

V. Mortality:

Varies with stage, histological clas-

sification and age

VI. Length of Stay:

11 days*

VII. Complications
A. Of Disease

1. Fever, weight loss, pruritus (primary

treatmeant of lymphoma)
2. Infection (specific antimicrobial or

fungal therapy)

3. Herpes Zoster (symptomatic therapy)

4. Obstructive symptoms: Dysphagia,

superior venacaval syndrome or

obstructive uropathy (irradiation

and/or chemotherapy)

B. Of Treatment

1. Bone marrow suppression with sec-

ondary infection or hemmorhage
or anemia (withhold chemotherapy

plus supportive care)

2. Adverse reaction to chemotherapy

and/or radiation therapy (varies

with reaction)

C. Unexpected Observations (Nonspecific

Indicators)

:

1. Second malignancies

2. Sterility

*Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

POLYCYTHEMIA VERA
I. Validation of:

A. Diagnosis (To include the following)

:

1.

Elevated packed cell volume (PCV)

a. Male >55%
b. Female >50%

2. Elevated red cell mass

3. POo >85%
4. At least two: Splenomegaly, thrombo-

cytosis, granulocytosis, high leukocyte

alkaline phosphatase or serum Bj
^2

B. Reasons for Admission

1. Establish diagnosis

2. To differentiate primary from sec-

ondary and stress induced polycy-

themia

3. Phlebotomy

4. Anticoagulation

II. Critical Diagnostic and Therapeutic Services

A. Chest film 100%
B. Arterial blood gas, isotopic red blood

cell mass with plasma volume 100%
C. Phase platelet count, leukocyte alka-

line phosphatase score 100%
D. Bone marrow biopsy 50%
E. Phlebotomy for increased red blood

cell mass 50%
F. Thrombocytosis, antiplatelet therapy

(aspirin) 50%
G. Alkylating agents (busulfan or al-

keran) or Pg, 50%
H. Hemoglobin P50, intravenous pyelo-

gram 10%
I. Chromosomal studies or B^g levels Rare

III. Expected Response to Treatment
A. Short Term (Discharge Status) : Slow

return to normal PCV <55%
B. Long Term (Functional, Other) : Pro-

gressive erythrocytosis and/or fibrosis

IV. Disposition:

Home with follow-up

V. Mortality:

10% short run

VI. Length of Stay:

12 days*

VII. Complications
A. Of Disease

1. Thrombosis (aspirin, heparin, alky-

lating agents)

2. Hyperviscosity (phlebotomy)

3. Gout (allopurinol preventive)

4. Herpes zoster (symptomatic)

5. Myelofibrosis and/or leukemic changes

(appropriate therapy)

B. Of Treatment: Marrow hypoplasia (with-

hold therapy and symptomatic therapy)

C. Unexpected Observations (Nonspecific

Indicators): Bleeding

*Based on average length of stay in PAS Hospitals,

Southern Region, 1973.
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Plasma Potassium Measurement

Potassium regulation is one of the most precise

homeostatic mechanisms in the human body. The

need for precision is best appreciated by attempt-

ing to list the protein functional alterations that

result from potassium gain and loss. Potassium is

the major intracellular cation. It is capable of

influencing the metabolism of other cations and

anions, the shifts of acids and bases, the func-

tions of enzymes and coenzymes, and the secre-

tion of hormones. Profound changes in cellular

function result when potassium homeostasis fails.

Diseased states and/or their therapy often chal-

lenge potassium balance. The physician must

assist homeostasis in these circumstances and

accurate measurements of potassium become

crucial.

Direct measurements of total body potassium

and its concentration in all fluid compartments

is not considered practical at this time. Instead,

the concentrations of potassium in plasma and

urine are used to deduce the status of intra-

cellular and total body potassium, but other pieces

of information are required to complete the de-

ductive process. These are the status of water

balance, the concentration of the other electro-

lytes, and acid-base balance.

Measurement of serum potassium is not rec-

ommended although virtually all clinical labora-

tories offer the test. Significant amounts of po-

tassium are released by platelets and leukocytes

during the clotting process. In patients with very

high leukocyte counts, serum potassium can show

a 2 mEq/L false elevation. Additionally, if the

serum is not promptly separated from the clot,

further false elevations results from the steady

leakage of potassium from both red blood cells

and leukocytes. Leaving serum and the red cell

clot together for 12-16 hours can increase the

concentration by 3 mEq/L. The rate of leakage

from patient to patient cannot be expected to be

constant, therefore potassium levels obtained

from such specimens are not interpretable. Plasma

is the preferred material for analysis.

Lithium or ammonium heparinate are the best

From Clinical Laboratories of Nashville, 2525 Park

Plaza, Nashville, Tennessee 37203.
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anticoagulants since they interfere the least with

ancillary tests. Sodium heparinate can be used,

but a false elevation of the plasma sodium level

of about 2 mEq/L must be expected. In most

clinical situations, the interpretation of sodium

values is not seriously compromised by such small

elevations. Heparin has the additional advantage

of not altering pH, PCO2 or p02. Other anti-

coagulants such as EDTA, citrate or oxalate will

produce considerable changes and, as will be seen

below, accurate pH measurement is critical for

proper interpretation of plasma potassium values.

Venous samples drawn with a tourniquet will

provide accurate results if the patient is not al-

lowed to move muscles after the tourniquet is

placed. The practice of clenching the fist several

times to produce rapid venous engorgement must

be avoided. Upon completion of the phlebotomy,

the sample should be placed in an ice bath. It is

stable for pH determinations for several hours

but it is best to analyze for pH immediately since

this is done with whole blood. After the pH
analysis, the specimen should be promptly centri-

fuged so the plasma can be separated from the

cells. The plasma sample is stable for days if

capped.

Emphasis is being given to pH because with-

out it plasma potassium cannot be interpreted

unless the physician is willing to assume that

acid-base balance is normal. For every 0.1 unit

decrease in pH, the plasma potassium is raised

0.6 mEq/L. If a patient has a whole blood pH
of 7.2 and a plasma potassium of 5.7 mEq/L,

there has not been a total body potassium gain.

Instead, because of the acidemia, potassium has

shifted from the intracellular compartment to the

extracellular fluid. When acidemia is corrected

to pH 7.4, plasma potassium will shift from 5.7

to 4.5. A downward shift of potassium will occur

in alkalemia. At pH 7.55, a plasma potassium

of 3.3 would not indicate potassium deficiency

because upon correction of pH to 7.4, potassium

will shift out of cells and raise the plasma level

by 0.9 mEq/L to a level of 4.2. In this instance

the patient would have required only mainte-

nance potassium and correction of the alkalemia.

Continued on page 494
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Polyhydramnios and Omphalocele

This 32-year-old white lady was gravida III,

para II and Rh negative. Prior deliveries were

uneventful. The first five months of this preg-

nancy were also uneventful, but by the sixth

month the abdomen was larger than one would

anticipate for her menstrual history. Fetal heart

tones were good and no Rh antibodies were noted.

In the seventh month, an ultrasound study of

the uterus was ordered. Fig. 1 shows marked

Fig. 1.

polyhydramnios, a head that is in the vertex posi-

tion, and a markedly protuberant abdomen with

a dilated urinary bladder. The bi-parietal diameter

of the head (not shown here) was 8.1 cm. sug-

gesting a thirty-three week gestation. The placenta

(Fig. 2) was fundal and of normal thickness.

A more detailed look at the distended fetal ab-

domen (Fig. 3) showed a sac like structure cov-

ered by a thin membrane. From these three

pictures it was possible to arrive at a diagnosis

of polyhydramnios in a thirty-three week preg-

nancy with probable omphalocele.

The normal placental thickness plus absence

of Rh antibodies suggested the abnormahty was

not associated with erythroblastosis. Ten days

later the padent delivered from below a thirty-

four week fetus with an omphalocele which was

large and covered by amnion, but it was separate

From the Dept, of Nuclear Medicine & Ultrasound,

Park View Hospital, Nashville, Tenn. 37203.

Fig. 3.

from the placenta. The baby was in severe res-

piratory distress with long periods of apnea.

An attempt to intubate the baby was unsuccess-

ful and it died thirty minutes later.

Omphalocele is a rare condition and most

busy obstetricians see only one or two cases

in their lifetime. When it is present it is often

associated with developmental abnormalities such

as atresia of the esophagus. Such a catastrophic

abnormality would lead to the inability of the

fetus to swallow amniotic fluid and return it to

the mother via the vascular system. This in turn

either causes or aggravates the polyhydramnios.

If the obstetrician has found by means of an ultra-

Continued on page 494
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PROFESSIONAL LIABILITY—1812

The following item is furnished us by Dr. Armistead

Nelson of Nashville. Problems with litigious patients

and unprincipled lawyers have always been with us,

small comfort though it may be in our present situ-

ation.—Ed.

Canonsburg, 23 April, 1812

Parker Campbell Esquire

Washington, Pennsylvania

Dear Sir.

As, on account of company, when I saw you last in

Canonsburg I could give you but a few hints of the

case wherein Jennings is employed to bring an action of

damages against me in favour of Boyce, according to

agreement I will now give a particular statement of the

whole affair, that you may be in possession of the facts

before you come to act upon them at the time of trial.

On the fifth of May, 1811, I was sent to see Joseph

Boyce, who had fallen from the roof of a house, by
which one of his arms, at the elbow, was dislocated, and

other parts of his body materially injured. Though the

arm was considerably swollen, yet he having lost a good
deal of blood, I thought it not necessary to draw more
before proceeding to reduce the limb. This was effected

without using uncommon force. The arm was laid in a

relaxed position as usual, and the usual applications

made for abating or preventing inflammation—rest, regi-

men, etc. enjoined. The hand of the other arm was
very much hurt. It was considerably swelled and painful,

and he now pretends to say the wrist or some of the

bones composing the hand, was dislocated. But from a

very particular examination of the wrist and metacarpal

bones, notwithstanding the swelling, it was my decided

opinion then, and is still, that there was no luxation; but

that the tendons of the hand were violently strained, and
probably ruptured, I did believe and from experience of

several similar cases I was persuaded that he would
suffer more pain with his hand and it would be longer in

healing than the dislocated arm. This opinion I expressed

again and again to him and his friends, at the time.

While he was confined to bed, at least so long as I

thought it necessary to visit him, the dislocated arm did

well; but in a few days after he was able to go about,

how many, I cannot tell, nor have I any means of

ascertaining, he came to town, and to my astonishment

I found the arm in the same dislocated state as when I

first visited him after the accident. It was rather bent

backward—shorter than the other and the joint immov-
able. Wondering what could be the cause of all this,

and attempting to replace it, I found the Olecranon,

which is a protuberance on the upper part of the Ulna,

and forms the sharp point of the elbow and part of

which is indented into the humerus, or upper bone of the

arm, broken off. This accounted to me for the situation

and as he was then in my shop, I think I showed him a

skeleton and pointed out the situation of the fractured

bone and its connection with the joint. I advised him to

wait some weeks without attempting to reduce the dis-

located joint, until the fractured bone was healed, when
the reduction could be made with effect.

At the time appointed, when I believed the fractured

ends of the bone united, I went to reduce the dislocation.

When I found him, as consequence of directions, he had

used weak diet and was considerably reduced and re-

laxed, so that it was by no means necessary to bleed

him before the operation. At that time, fortunately for

me, Boyce had two decent men whose names are Small

and Brown, carpenters, at work—there, together with a

number of his immediate connections, in whom I have

no confidence; were present. He was placed on a seat

and his arms protected by pillows, placed in what is

called a Shaving-house, in order that the forearm might

be held firmly without injury, while the assistant gradu-

ally extended the limb, using slight but continued exer-

tion, so as to overcome the muscular opposition rather

by perseverance then by force. This extention was con-

tinued some minutes, I do not know how long, but from

the cracking of the fibers and receding of the ends of

the bones, it was evident to all present that the reduction

would have been completed in a very few minutes.

After this juncture contrary to the earnest solicitations

of his wife and most if not all present, and my own
pointed remonstrances, he said he would bear it no

longer, and from the situation in which he was placed it

was impossible to proceed without his being agreed, for

he could easily extricate himself and actually did so

from the position in which he was placed, and said that

probably in a few days he would submit to another

trial when a more convenient apparatus could be con-

structed for holding and extending the arm.

When the arm had regained its muscular force and

the ground lost which we had obtained, I found it alto-

gether useless to persuade him to suffer another attempt

to be made at that time; but as the practicability of that

mode of reduction had in a measure been demonstrated

to him, I thought self-interest would induce him to

comply in a short time, and proposed to come at any

period, in the course of a few days, if sent for, and

assist him in constructing a machine by which the arm

could be held more steady, and the extension made more

uniform—to this he was persuaded also by those pres-

ent. But he never could make up his mind to undergo

another trial. To induce him to submit, I took him the

12th volume of the Medical Repositoiy, a celebrated

modern work, now carrying on in New York, and

showed him from it that the method proposed was the

easiest and most effectual that could be taken in lux-

ations of any standing, or even in recent cases of the

larger joints.

This, Sir, is a simple statement of facts as they have

occurred. I will now notice what proofs I can address,

for I am well aware of the necessity of this. I have no

writings that I know of to prove anything that happened

when I was first called to visit him. Though there may
have been others yet I recollect of none but his imme-

diate connections—father, brothers, brother-in-law—in

whom as I have mentioned above I have not the smallest

confidence. But I think I can draw out of them, upon

cross-examination, so much of the truth as will answer

my purposes, for example the extent of the injury—the

measuring of both arms to ascertain that the reduction
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was complete, by their being of an equal length, but

particularly the position in which I placed and left him,

which was on his back in bed with the arm which had

been dislocated in a relaxed position across his belly,

the elbow joint bent so as to form nearly a right angle.

This position was absolutely impracticable if the reduc-

tion had not been complete. My day book, which will

show the applications that were made as anodynes to

allay the pain, laxatives to regulate the bowels, solutions

of sugar of lead, soap and volatile linaments to abate

the inflammation, etc. What I rely most on is the testi-

mony of the two carpenters, A. Small and T. Brown.

They were present and assisted when the last attempts

were made to reduce the joint, remarked the progress

that was made, and joined in intreating him to persevere,

and now believe that if he had submitted, the disloca-

tion would have been completely removed.

Another thing will certainly be in my favour. On the

25th of June following, Boyce had a child ill with the

Croup. He sent for me in the night. The child was at the

point of death, and could not have lived many hours.

The applications I made were successful and the child

recovered. This will be proved by the same two carpen-

ters. Is it possible that Boyce related to Jennings all

this, and yet he advised to bring a suit? In a late con-

versation with Boyce I aske him if he had candidly told

his attorney all that happened in the case. He asserted

that he did; and mentioned that he merely gave Jennings

two dollars for his advice and wanted to run no risk

without he was sure of damages—that he was told he

would certainly recover.

I had almost forgot to mention that Boyce has never

said one word to me about compensation for my ser-

vices rendered to himself or his child. He is altogether

void of any just principles or would repay the best ser-

vices done to him, with the blackest ingratitude. For the

small intercourse that he has with mankind he has given

proof of a litigious disposition. He some time since dis-

puted a medical bill of Doctor Marks—was sued for it

before Mr. Rtichie. D. Warren and myself were referees

in the case, but I believe the parties accommodated it

themselves in some manner, I have forgot how.

I have now. Sir, given you all the information in my
possession on the subject, and mentioned what I can

prove. I leave it to you to make the application and

manage the case as you see fit. Upon the whole, I can-

not help solemnly declaring that in all my intercourse

with mankind, I have never met with an instance of

such base ingratitude. Can it be possible that justice

will be so outraged that damages will be recovered? Be-

lieve me. Sir, I do not fear it. The only apprehension

on the subject I have is the noise a thing of this kind

will make in the neighborhood. To be sued by such a

person for ignorance or inattention in my professional

capacity however it may issue, is certainly an unpleasant

circumstance. When I see you I shall mention to you

the grounds I have for believing that however wickedly

avaricious Boyce is, he is only used an an instrument

by the Chief Burglar behind the scenes, and who is as

much interested in the affair as Boyce can be.

I am. Dear Sir, with sincerity yours,

S. Murdock

Dear Sir,

Having been so good to mention in Canonsburg that

you thought you could induce Mr. Jennings to advise

Boyce to give up the idea of a suit; if you think the

communication which accompanies this would have any
tendency to induce him, and that no advantage can be

taken of it, you are at liberty to act discretionary as to

showing it or not. Not long since I told Boyce if he

went on with the suit, that he and I could have men to

decide it without troubling attorneys to come out on it

—

he said he would ask Mr. Jennings: from all circum-

stances, I suppose it will be determined that the more
noise is made about the affair so much the better; and

an attorney must be employed. In that case I must ask

your attendance—advice in the choice of men, etc. As
he seemed intent on choosing Dr. Wishart; suppose we
should choose Dr. Cuthbertson and mutually agree upon
a third person, not a physician; but I believe this never

could be done by Boyce and me; and if left to you and
Mr. Jennings I should be glad that either Messrs. Ritch-

er, John Morgan, George Morgan, Thomas McNary,
Matthew W. Connel, Thomas Briceland, John Roberts,

Jr., or John Watson would be chosen as umpires—pre-

ferring them in the order in which they are named; or if

less objection would be had to someone in your place as

for instance James-Brice, or any other you would recom-

mend, I should not care.

I would thank you to write me a line as soon as con-

venient, and believe me to be Dear Sir, yours, very

sincerely

S. Murdock

* * *
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The electrocardiogram (ECG) is that of a 64-

year-old male during the first few days follow-

ing cardiac surgery and demonstrates the occas-

ional usefulness of intracardiac leads in defining

bothersome arrhythmias. The simultaneous leads

are from top to bottom: atrial and ventricular

electrodes placed during surgery and a V3 surface

monitoring lead. Atrial activity is not well rep-

resented in the surface lead. Ectopic activity

(center of tracing) occurred with increasing

frequency and could not be defined as ventricular

or supraventricular from the surface lead alone.

Analysis of all three leads run at 50 mm per

second demonstrates the ectopic activity to be

ventricular in origin and thus represents a brief

run of ventricular tachycardia. Atrial activity is

best seen in the atrial lead (Pi-Pn). Ventric-

ular activity (V1-V13) is seen equally well in

the ventricular and surface leads.

Since arrhythmias are fundamentally defined

by the relationship of atrial and ventricular ac-

tivity, attention is directed to the relationship of

atrial activity (P) and ORS (X) during the

ectopic rhythm. P1-P5 are conducted normally

to QRS (also labeled V) 1-5. Ve occurs pre-

maturely before Po and is followed by additional

premature V7-V10 which are out of phase and
thus independent of Py-Ps. The early occurrence

of Pt-Ps can be explained by retrograde con-

duction from the ectopic ventricular activity.

Normal sinus rhythm is re-established by P9.

The availability of atrial and ventricular leads

for unraveling arrhythmias is unusual but illus-

trates their usefulness in establishing the relation-

ship of atrial and ventricular activity. Percutane-

ous insertion of an intra-atrial lead is a simple,

safe bedside procedure which deserves more wide-

spread acceptance when precise definition of an

arrhythmia is critical in patient management.

Harry L. Page, Jr., M.D.
Co-Director

From the Department of Cardiology, Saint Thomas
Hospital, Nashville, Tenn. 37205.
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The Hypertensive Effects of Saralasin

In the May, 1976 Hypertension Review the

vasodepressor activity of the angiotensin II an-

tagonist, Saralasin acetate in renovascular hyper-

tension was described, and it was suggested that

Saralasin infusion might prove a useful diagnostic

maneuver in the screening workup of the hyper-

tensive patient. The data gathered indicate that

the frequency of a significant vasodepressor effect

was increased as the likelihood of significant reno-

vascular hypertension increased. All patients with

favorable blood pressure response to operative

therapy exhibited a significant vasodepressor re-

sponse.

Saralasin, however, like many other compet-

itive antagonists has a weak antagonist activity

(hence, a potential vasopressor effect). It has

been demonstrated that the blood pressure low-

ering effect of Saralasin is blunted in the volume-

expanded state and it has been suggested that

the chronic volume-dependent hypertensive (e.g.

low-renin essential hypertension) may exhibit a

vasopressor response.

The purpose of this Hypertension Review is

to describe three distinct situations in which ad-

ministration of Saralasin results paradoxically in

a vasopressor response.

Initial Pressor Response

Marks and colleagues have shown that ad-

ministration of Saralasin acetate by bolus infusion

results in an initial short-lived vasopressor effect

occurring in the majority of patients. This was

seen regardless of whether subsequent blood pres-

sure response was pressor, depressor or neutral.

The pressor response begins within 2 minutes, is

seen with both slow infusion and bolus injection

of Saralasin, and generally lasts less than 5

minutes in the patient who ultimately exhibits

a vasodepressor response. The most marked

initial pressor response noted in the Vanderbilt

series was from 164/122 to 234/190.

Sustained Pressor Response

Several investigators have indicated’ that prior

From the Hypertension Center, Vanderbilt Uni-

versity Hospital, Nashville, Tenn. 37232.

volume depletion will enhance the hypotensive

effect of Saralasin in patients with documented

renovascular disease. They also suggest that pa-

tients with low plasma renin activity exhibit a

sustained vasopressor response lasting for the

duration of Saralasin infusion. The maximum
sustained pressor response seen in the Vanderbilt

experience was a rise in pressure from 164/122

to 207/147 mmHg. Discontinuation of Saralasin

infusion results in a prompt fall in blood pressure.

Rebound Hypertension

In 2 of the more than 200 patients receiving

Saralasin at Vanderbilt Hospital, a rebound hyper-

tension has occurred following initial vasodepres-

sor response. This occurred 1-2 hours following

infusion. Both patients were asymptomatic, how-

ever. One patient’s blood pressure fell from 186/

128 mmHg to 152/107 during infusion and rose

to 220/144 two hours after infusion. In the sec-

ond patient pressure fell from 178/138 to 117/83

during infusion with rebound to 200/160. Obser-

vation of the hypertensive response during an 8

hour period resulted in a gradual return of the

blood pressure to control levels.

These three forms of hypertension associated

with the administration of Saralasin acetate have

not in our experience resulted in morbidity or

mortality. The physician using the drug to search

for renin-dependent hypertension should be aware

of the potential hazard to his patient resulting

from administration of this agent and take those

steps necessary to prevent potential morbidity.

John W. Hollifield, M.D.
Hugh M. Wilson, M.D.
Department of Medicine
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.

Editor's note: Members are urged to read the June,

1976 issue of the TMA Newsletter which details legis-

lation of particular interest to TMA’s legislative com-

mittee as well as voting records of all members of the

General Assembly on critical issues pertaining to health

care.

1976 Health Legislation

Several actions of interest to the health care

industry were taken by the 1976 session of the

General Assembly. Many of these measures con-

cerned public health in Tennessee, specifically

the state, regional and local health departments.

A number of “housekeeping” bills were en-

acted relative to the health-related boards. Al-

most all the manpower licensing boards gained

a measure of flexibility in determining their fees

by the use of such terms as “not to exceed $50,

as set annually by the Board.” This type of legis-

lation eliminates the need for new legislation each

time adjustments are necessary to meet increased

examination costs or other expenses.

Several boards sponsored legislation to mod-

ernize and clarify administrative provisions of

their laws. Among these were: Dispensing Op-

ticians, Nursing Home Administrators, Psychol-

ogy, Medical Examiners, Optometry, Heahng

Arts, Chiropractors, Podiatry, Pharmacy, Speech

Pathology and Audiology, Dentistry, Nursing,

Electrology, and Osteopathy.

Other legislation abolished the Basic Science

Board which was established in 1943, and still

another bill transferred administrative authority

for the Board of Pharmacy from the Department

of Public Health to the Department of Insurance.

This transfer became effective July 1, 1976.

A new board was created by the General As-

sembly for the certification of physical therapists.

This function has previously been performed by

the Board of Medical Examiners.

Three of the bills are related to the Emergen-

cy Medical Services Program. One enlarged the

membership of the State EMS Advisory Council

by adding representatives of the Tennessee As-

sociation of Rescue Squads, Tennessee Fire

Fighters Association, and the Tennessee Civil

Defense Association. Another bill provides that

any person rendering emergency care at an acci-

dent or at a public gathering shall not be subject

to civil damages for any injuries resulting from

his actions, unless such injuries are the result

of negligence. A third bill modified the insurance

requirements for operation of emergency service

vehicles to allow several types of insurance plans.

Of interest to many health professionals is a

new law which adds the licensure and regulation

of ambulatory surgical treatment centers to the

responsibilties of the Board for Licensing Health

Care Facilities. Ambulatory surgical treatment

centers are defined in the statute as “any insti-

tution, place, or building devoted primarily to the

maintenance and operation of a facility for the

performance of surgical procedures or any fa-

cility in which a medical or surgical procedure is

utilized to terminate a pregnancy. Such facilities

shall not provide beds or other accommodations

for the overnight stay of patients. . . . Excluded

from this definition are the private physicians’

and dentists’ office practice, except those ... in

which a substantial number of medical or surgi-

cal pregnancy terminations are performed.”

Also of interest is a bill providing that insur-

ance policies offering coverage for newborn chil-

dren shall provide coverage from the moment of

birth, with no waiting period for the policy to

take effect.

Several bills were enacted in the area of en-

vironmental health. Many of these were con-

cerned with the issuance of bonds to provide

assistance to county and local entities in the

construction of sewage treatment facilities, water-

works treatment facilities and resource recovery

facilities. The production of agricultural hme-

stone was removed from exemptions to the Air

Pollution Control Act. Another measure clarified

the Department’s responsibilities in monitoring

the environment for radiological hazards.

Considerable legislative attention was focused

on revisions of the state’s medical malpractice

insurance statutes, but space does not permit a

detailed discussion of these measures.

The bills noted above represent only a small

portion of the health related measures considered

by the second session of the 89th General As-

sembly. As has been the case for the last several

years, the number of health bills increased over

the preceding year, evidencing an increasing

public concern for health related matters.
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This 21 -year-old black female was admitted to the

emergency room of the City of Memphis Hospital in

January 1976 with a chief complaint of abdominal pain

and vomiting. Pertinent past history revealed that she

had previously had a right below the knee amputation

for pseudo-arthrosis. The current illness was of ap-

proximately 3 to 4 days duration with pain radiating

through to her back and being somewhat more cyclic

in nature with some questionable periods in which the

pain was described as colicky. She assumed the fetal

position in the emergency room during rest. Physical

examination revealed a palpable movable abdominal

mass approximately 4 cm in diameter in the epigastrum.

It was tender to palpation and it is stated in the physical

examination that palpation of it caused spontaneous

vomiting. Additional laboratory data were within normal

limits. Initial abdominal radiographs were normal.

Additional workup included an upper gastrointestinal

study, (Fig. 1), abdominal angiography, and ultra-

sonography of the epigastrum (Fig. 2).

From the Department of Diagnostic Radiology, Uni-

versity of Tennessee Health Sciences Center, Memphis,

Tennessee 38163.

Fig. 1. Supine lateral film from upper gastrointestinal

study.

Differential Diagnosis:

1. Pancreatic Pseudocyst

2. Congenital Cyst of Pancreas

3. Malignant Schwannoma
4. Pedunculated Congenital

Cyst of Liver

5. Enlarged Spleen

Answer on page 494.

Fig. 2. Longitudinal and transverse views from upper

abdominal ultrasonography.
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ANSWER TO X-RAY OF THE MONTH
Malignant Schwannoma

Discussion:

The upper Gastrointestinal Study shows the

body and antrum of the stomach to be displaced

anteriorly with smooth extrinsic pressure. Some

portion of the victor force is caudad. Abdominal

arteriography demonstrated a normal aorta with

normal hepatic and splenic branches, excluding

the possibility that the mass was of splenic or

hepatic origin. No abnormal vessels were seen

on the initial study and pharmico-angiography of

the pancreatic branches failed to demonstrate any

abnormal vessels throughout the area of the mass.

The possibility that this represented a pseudocyst

or possibly true cyst of the pancreas was enter-

tained at this time.

Ultrasonic examination (Fig. 2) demonstrated

the lesion to have a localized mass effect and

to be relatively echo free. Significant, however,

is the fact that the posterior echoes were di-

minished. This echo pattern suggests that the

sound wave beam is being attenuated by the

mass, not a finding with a homogenous fluid filled

cyst. At this point a solid lesion of homogenous

*

Lab. Medicine

Continued from page 486

Remember that plasma potassium moves in the

opposite direction of blood pH by a factor of

six.

When potassium homeostasis is threatened or

failing, the physician must support the renal

—

angiotensin II—aldosterone regulatory axis with

* *

tissue arising in the pancreas was considered the

most likely diagnosis.

Additional past history obtained at this time re-

vealed that although the patient has been reared

in a foster home, the patient’s mother had been

diagnosed as having neurofibromatosis. The pa-

tient’s below the knee amputation on the right

was due to a pseudo-arthrosis, secondary to bony

involvement by neurofibromatosis.

At surgical exploration a large mass was found

in the retrogastric area at the base of the small

bowel mesentery. The mass surrounded the su-

perior mesenteric artery approximately 2 to 3

cms from its origin so that it had to be sacri-

ficed and a saphenous vein graph interposed. The

post-operative course was complicated by bleed-

ing secondary to heparin administered for vas-

cular procedure. After the heparin was discon-

tinued she progressed slowly, but well.

The pathologic diagnosis was malignant

Schwannoma (neurofibrosarcoma). Following

surgery a course of post-operative radiation

therapy was carried out, following completion

of which she was discharged to be followed with

the possibility of additional radiation therapy.

W. Chapman Smith, M.D.

*

monitoring and perhaps therapy. Precision mea-

surements of plasma potassium are essential. Im-

proper collection of less than optimal sample

types, followed by careless handling of the speci-

men and an incomplete assessment of the acid-

base status can combine to produce errors in

management.

Joseph J. Sannella, M.D.
Medical Director

*

Topics

Continued from page 487

sound study that omphalocele may be the cause

of the polyhydramnios, he may then be prepared

to deliver the fetus at the earliest appropriate

time and may be prepared for surgical repair of

the omphalocele.

Robert L. Bell, M.D.
Robert L. Chalfant, M.D.
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When Big Ben looks little off”*

Antivert/25
(meclizineHCl) 25 mg*Tablets

forvertigo

Most Widely Prescribed— Antivert is

re most widely prescribed agent for the

lanagement of vertigo" associated with dis-

ases affecting the vestibular system such

5 Meniere’s disease, labyrinthitis, and ves'

bular neuronitis.

Relief of Nausea and Vomiting —
mtivert/2 5 can relieve the nausea anci

amiting often associateci with vertigo"

Dosage for Vertigo*—The usual adult

asage for Antivert/25 is one tablet t.i.d.

IIEF SUMMARY OF PRESCRIBING INFORMATION

''INDICATIONS. Based on a review of this drug hy
the National Academy of Sciences—National Research

Council and/ or other information, FDA has classified

the indications as follows

;

Effective: Management of nausea and vomiting and

dizziness associated with motion sickness.

Possibly Effective: Management of vertigo associ'

! ated with diseases affecting the vestibular system.

Final classification of the less than effective indica^

tions requires further investigation.

CONTRAINDICATIONS. Administration of Antivert

(meclizine HCl) during pregnancy or to women who may
become pregnant is contraindicated in view of the teratO'

genic effect of the drug in rats.

The administration of meclizine to pregnant rats during

the 12' 15 day of gestation has produced cleft palate in the

offspring. Limited studies using doses of over 100 mg. /kg./

day in rabbits and 10 mg. /kg. /day in pigs and monkeys did

not show cleft palate. Congeners of meclizine have caused

cleft palate in species other than the rat.

Meclizine HCl is contraindicated in individuals who have

shown a previous hypersensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occur

with use of this drug, patients should be warned of this pos'

sibility and cautioned against driving a car or operating

dangerous machinery.

Usage in Childreyi: Clinical studies establishing safety and

effectiveness in children have not been done; therefore, usage

is not recommended in the pediatric age group.

Usage in Pregnancy: See “Contraindications.”

ADVERSE REACTIONS. Drowsiness, dry mouth and,

on rare occasions, blurred vision have been reported.

More detailed

professional information

available on request.

ROGRIG
A division of Pfizer Pharmaceuticals

New York. New York 10017
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TENNESSEE VALLEY
MEDICAL ASSEMBLY

(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

THE READ HOUSE, CHATTANOOGA, TENNESSEE

Monday, October 4, and Tuesday, October 5, 1976

24TH ANNUAL MEETING

Monday, October 4, 1976 Tuesday, October 5, 1976

7:30 a.m.

9:00 a.m.

REGISTRATION

Marion A. Carnes, M.D., Davis, Cali-

8:00 a.m. REGISTRATION

fornia, “PREOPERATIVE EVALU-
ATION, CARDIAC PATIENT BY
THE ANESTHESIOLOGIST”

9:00 a.m. Roy M. Pitkin, M.D., Iowa City, Iowa,

“USES AND ABUSES—DRUGS
AND PREGNANT PATIENTS”

9:30 a.m. Dick D. Briggs, Jr., M.D., Birmingham,

Alabama, “PREOPERATIVE EVAL-
UATION, PULMONARY PATIENT”

9:30 a.m. Joseph E. Johnson, III, M.D., Winston-

Salem, North Carolina, “USES AND
ABUSES—ANTIBIOTICS, SELEC-

10:00 a.m. COEEEE BREAK—
Exhibit Visitation

10:00 a.m.

TION”

COFFEE BREAK—
10:30 a.m. James Gibbs Johnson, M.D., Memphis,

Tennessee, “PREOPERATIVE EVAL-
Exhibit Visitation

UATION, RENAL PATIENT” 10:30 a.m. Thomas Ban, M.D., Montreal, Canada,

“USES AND ABUSES—PSYCHO-
11:00 a.m. Edgar A. Haunz, M.D., Grand Forks,

North Dakota, “PREOPERATIVE
EVALUATION, DIABETIC PA-

11:00 a.m.

THERAPEUTICS”

11:30 a.m.

TIENT AND CURRENT THINK-
ING ON DIABETES”

E. Blake Moore, Attorney, Chatta-

Alan S. Nils, M.D., Nashville, Ten-

nessee, “USES AND ABUSES—
ANTIHYPERTENSIVES”

12:30 p.m.

nooga, Tennessee, “INFORMED
CONSENT”

LUNCHEON—Continental Room, Read

11:30 a.m. Nelson S. Irey, M.D., Washington,

D.C., “USES AND ABUSES—TOXIC
EFFECTS OF ANTIBIOTICS”

House

SPEAKER: James H. Sammons, M.D.,

Executive Vice President, American

Medical Association, Chicago, Illinois

SUBJECT: “THE AMA AND YOU”

1 :00 p.m. LUNCHEON—Continental Room, Read

House
SPEAKER: Paul R. M. Donelan, As-

sistant Director, American Medical

Association, Washington, D.C.

2:00 p.m.

to

4:00 p.m.

SYMPOSIUM—Ballroom, Read House

SUBJECT: “POSTOPERATIVE COM-

SUBJECT: “HEALTH PLANNING”
P.L. 93-641

PLICATIONS”
MODERATOR: John W. Braasch,

2:00 p.m.

to

SYMPOSIUM—Ballroom, Read House

M.D., Chairman, Department of

Surgery, Lahey Clinic, Boston,
Massachusetts

PANEL:
Marion A. Carnes, M.D.
Dick D. Briggs, Jr., M.D.
James Gibbs Johnson, M.D.
Edgar A. Haunz, M.D.

4:00 p.m. SUBJECT: “ACTION AND INTER-
ACTION OF DRUGS”

MODERATOR: Alan S. Nils, M.D.

PANEL:
Roy M. Pitkin, M.D.

Joseph E. Johnson, III, M.D.

Richard J. Shader, M.D.

Nelson S. Irey, M.D.
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The New Obligation of Medicine

There was a time a few years ago when most physicians expected to be

charitable in the practice of medicine. Some patients were treated without

charge because of their desperate need. Other patients, especially the elderly

retired and financially troubled, were treated for any amount they could

afford. This may sound corny and self-serving, but there is more than a httle

C. Gordon Peerman, Jr.
statement.

As a result of social legislation, especially Medicare and Medicaid, the

medical profession no longer has this traditional privilege. The advent of

extensive third-party payment for medical services by insurance also has

its effect. The computer profiles developed on groups of doctors and

individual doctors bring a new dimension in fee-for-service. Any physician

who charges less than the going rate for a service is penalized in future

third-party payment for service. These profiles also encourage doctors to keep

their fees at the highest possible level to improve their position. This state-

ment is meant in no way to disparage the intent of legislation and insurance

to help people have adequate medical care, but shows deficiencies in today’s

method of payment for physicians’ services.

The practice of medicine has become spiritually poorer because our

freedom to be charitable has been hampered. This is only one of many

frustrations which must not embitter but encourage us to seek ways to

improve the present system of paying for medical services.

Unfortunately the problem now is more complex than the simple doctor-

patient relationship since government and industry are strong participating

third parties. To perpetuate the basic ideals of our profession, a continued

and vigorous entry into the political arena is increasingly necessary. For

physicians who have traditionally felt that the professions except law should

stay out of politics, this demand for political activity seems unpalatable.

Perhaps this quotation from an address by Dr. Albert Schweitzer may

provide direction. “REVERJENCE FOR LIFE WILL NOT PERMIT THE
BUSY MAN OF AFFAIRS TO THINK THAT IN HIS PROFESSIONAL

ACTIVITIES HE HAS FULFILLED EVERY DEMAND UPON HIM.

OF ALL IT ASKS THAT THEY GIVE A PORTION OF THEIR LIVES

TO OTHER MEN.” Our charge now is to seek new ways for the medical

profession to provide the art and science of medicine and preserve those

principles that lend dignity to us and those we serve.

Very sincerely.

pfc/icicAlV

President
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In Congress Assembled
. . . We, therefore, the representatives of the United

States of America, in general Congress assembled,

appealing to the Supreme Judge of the world for

the rectitude of our intentions, do, in the name,

and by the authority of the good people of those

colonies, solemnly publish and declare that these

colonies are, and of right ought to be, free and
independent states. . . . And, for the support of

this declaration, with a firm reliance on the pro-

tection of Divine Providence, we mutually pledge

to each other our lives, our fortunes, and our

sacred honor.

From a Declaration by the Representatives of

the United States of America in Congress

Assembled, July 4, 1776.

I have had a lot of reservations about the

bicentennial celebration of the Independence of
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the United States, and now that we are at the

half-way point of our so called bicentennial year

I still have. For one thing, it has become, as most

thoughtful, non-commercially minded observers

thought it would, a sort of Roman carnival, good

mainly for tourism and for various commercial

interests, including writers and publishers of

books, plain and fancy. For another, it’s the

wrong year. If we’re talking about the beginning

of the war itself, it was 1775. If we’re talking

about the birth of our nation it was either 1787,

when the Constitution was adopted, 1788, when
the last state ratified it, or even 1789, when the

new government began functioning. Or, if we’re

talking about its ultimate beginnings we need to

go back ten of fifteen years to the end of the

French and Indian War, or even to the “Great

Awakening,” a spiritual revival which swept the

colonies in 1740 and which, more than unjust

taxation, a strictly urban problem in a rural na-

tion, served to unite the colonies by a spiritual

bond between the colonists themselves, without

which the cooperation which was so necessary

would never have come about. That this was

constantly before them is apparent in the word-

ing of the Declaration of Independence.

There is certainly no question that July 4, 1776

was a day filled with drama and portent. The

day saw the ratification of the Declaration, and

its signing by John Hancock as President. It

caught the fancy of the young nation, so, all

reservations notwithstanding, it is the day we cele-

brate as our nation’s birthday. And so the bi-

centennial year is 1976, the day July 4, and the

Journal and its editor join the other celebrants

with an issue devoted at least partly to things

historical.

It does us good to look back once in a while,

and being a medical publication we should look

back at medical things. We have been cautioned

against backward looks by Satchel Paige on the

chance that “somethin’ might be gainin’ on” us

—

and sure enough it might. But we will, anyhow,

and what we are going to look back at is people

—some of the 56 men who boldly put their names

to one of history’s costliest I.O.U.’s in the cause

of freedom.

Of the 56 men who pledged their lives, their

fortunes, and their sacred honor, 5 were phy-

sicians, though one never practiced, choosing

from the first a strictly political career. These

men joined scholars, lawyers, mechants, farmers,

a divine, and what have you in courting a traitor’s
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death; yet none hesitated. William Ellery, the

delegate from Rhode Island, reported that on the

day of the signing, Aug. 2, 1776, “I placed my-

self beside the secretary and eyed each closely

as he affixed his name to the document. Un-

daunted resolution was displayed in every coun-

tenance.” These were not men, either, with noth-

ing to lose. Numbered among them were some

of the richest men in the colonies, yet they stood

to lose all their possessions, their families faced

reprisals, and should they fail, they faced the

hangman’s noose. All suffered, some more than

others. Two died of overwork, and nine failed to

survive the war. Five were caught by the British,

and one of them died of hardship and indignities.

A dozen saw their homes looted or occupied.

Four were ruined financially. Francis Lewis of

New York lost his wife to the hardships of two

years in prison, much of it without a change of

of clothing or even a bed.

And what of the physicians that joined them

in what was called “a bold speculation?” Two
were from New Hampshire, one from Connecti-

cut, one from Pennsylvania, and one from

Georgia, a transplant from Connecticut.

One of the most celebrated of all the signers,

and the youngest physician, was Beniamin Rush

of Philadelphia. After graduation from Princeton,

and a six year preceptorship under Dr. John

Redman, Rush studied for two years at Edin-

burgh, Scotland under one of its most prominent

physicians. Dr. William Cullen. In spite of his

stature, Cullen was responsible for many of

Rush’s later professional difficulties in that he

subscribed to a theory of medicine based on the

medieval concept of the four humours, which

ascribed fevers to inflammation of the blood

vessels. Rush returned to America with a medical

education second to none, and in 1769 became

Professor of Chemistry at the College of Phila-

delphia.

While in Scotland Rush had absorbed the radi-

cal political attitudes of the Whigs, who were

very powerful in Scotland. This was possibly a

natural outgrowth of his heritage, which included

a cavalry officer in Oliver Cromwell’s Puritan

Army during the English Civil War of the 1600’s.

From him Rush inherited a singular lack of love

for the English aristocracy and the Anglican

Church. Though all this offended many of Rush’s

older colleagues in the college, he was elected in

1776 by the Pennsylvania Legislature as a dele-

gate to the Continental Congress, and at the ripe

young age of 30 years he ratified and signed the

Declaration of Independence.

Rush remained a controversial figure through-

out his life. He was the only medical signer of

the Declaration of Independence to see active

military service. He treated the wounded in the

battles of Princeton and Brandywine, after which

he was allowed to go behind the British lines

to attend the American wounded there. He was

much impressed by the order and discipline he

saw, and this experience led him to consider

George Washington an inefficient and careless

commander, and to seek his removal as Com-
mander-in-Chief of the Continental Army. Be-

cause of this. Rush was removed from his posi-

tion as Departmental Surgeon for the Middle

Department of the Continental Army, and he

resigned his commission in 1778. He received

no recognition from either Washington or his

medical peers in Philadelphia, although he later

became the most influential and popular medical

teacher of his day. He was appointed Treasurer

of the United States Mint by his friend John

Adams, and because he was also an ardent ad-

mirer of the Republican cause of Jefferson he

was able to reconcile his friend, John Adams
the Federalist, with Jefferson.

In addition to the above. Rush’s career in-

cluded writing the first American textbook on

chemistry and establishing the first free dis-

pensary in the United States. He was the hero

of the yellow fever epidemic in Philadelphia in

1793, and in 1812, the year before his death, he

published his definitive monumental work on

psychiatry. In spite of his achievements his

reputation suffered from his advocacy of Cullen’s

severe empiric theory of medicine which called

for the use of devastating purgatives and exces-

sive bleeding for fevers. Seen in perspective,

however, Benjamin Rush remains one of the

giants of American medicine.

Josiah Bartlett’s political career began as a

Justice of the Peace in Kingston, New Hampshire,

the northernmost colony, where he also became

commander of the New Hampshire militia and

served in the colonial legislature for ten years.

Shortly before the battle of Lexington and Con-

cord the governor dissolved the legislature and

relieved Bartlett of his command.

At the time of the signing, Bartlett was 46

years old, and had already gained medical recog-

nition for his successful treatment of fever with
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Peruvian (or Jesuit) bark, from which alkaloid

quinine is derived.

Bartlett later became a jurist on the state

Supreme Court, and finally President of the state

of New Hampshire. He also organized the New
Hampshire Medical Society, which was incorpo-

rated in 1791, and served as its first president.

He died in Kingston May 19, 1795 at the age of

65.

Matthew Thorton, the oldest of the medical

signers, was born in Ireland in 1714. Like so

many of the colonists and those prominent in the

American Revolution, he was of Scotch-Irish

ancestry, and after studying medicine at Leicester,

Massachusetts, as a preceptor he began his prac-

tice at the age of 26 in Londonderry, New
Hampshire, among people of his own cultural

background and religious persuasion.

Thorton served as regimental surgeon in the

British expendition against Lewisburg, Nova

Scotia, during “King George’s War,” the preli-

minary action to the French and Indian War, and

had attained the rank of Colonel in the militia

by the time of the revolution. He represented

Londonderry for many years in the Colonial

Legislature, and was sent to the Continental Con-

gress in November, 1776. Although the Declara-

tion of Independence had already been ratified

and formally signed by that time, Thorton asked

and was granted permission to affix his signature,

which he did on November 19, 1776, when he

was 62 years old.

Thorton later became an Associate Justice of

the Superior Court of New Hampshire and was

finally elected to the State Senate. Though he

was somewhat incapacitated by palsy, he was

active in his medical practice to the end of his

life at the age of 89.

Following his graduation from Yale University,

Lyman Hall began his career as a congregational

minister in Connecticut. His ministry proved

unsuccessful, and after pursuing a preceptorship

in medicine he migrated to Georgia.

Hall was 52 years old in 1776, and was living

in an area of Georgia populated by former New
Englanders. This area independently sent Hall,

who in addition to being a physician was the

prominent and prosperous owner of the planta-

tion Hall’s Knoll, as their own representative to

Philadelphia for the Continental Congress. He
had no vote until several months later when the

entire colony sent representatives, but he, with

the others, signed the Declaration on the official
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day, August 2. He had also been present for the

vote of adoption on July fourth.

Hall’s Knoll was razed by the British during

their southern coastal campaign in 1778. Follow-

ing this Hall retreated to the North until the war’s

end, but returned to practice medicine in Savan-

nah, starting another plantation in Burke County,

Georgia. He was elected governor of Georgia in

1783, and died in 1790. A monument to his

memory stands in front of the state house in

Augusta.

Oliver Wolcott graduated from Yale in med-
icine, but never practiced. On his graduation, he

was commissioned a Captain in the militia, raised

a company of volunteers, and served on the

Northwestern frontier. On his return to Con-

necticut in 1751 he was elected sheriff of his

county, and later served in the State Council.

For many years he was a Judge of Probate, and

a Major General in the Connecticut milita. He
served in the Continental Congresses from 1775

to 1778, and again from 1780 to 1784. After the

war, he became governor of the state and served

as such until his death in 1797.

The fortunes of war are capricious, and of the

medical signers, only Lyman Hall of Georgia felt

the revenge of the British; but aU had made the

commitment, and all lost much.

The brevity of this look into the fives of these

five men, our professional forebears, so to speak,

make it all seem very prosaic. But how do you

impart in a couple of pages of print the hopes

and dreams, the fears and heartaches of men who
offered their all on the altar of freedom? Many
of us have seen wartime service, some on the

battlefield, but few of us have seen our homes the

battlefield, much less as a result of our own
deliberate action. The medical signers of the

Declaration of Independence, in addition to being

physicians, were political activists. This was their

common denominator, and they shared it with all

in that room in Philadelphia on July 4, 1776.

We need to recapture the dream. We hear a

lot today about individual rights and freedom.

We hear very little, though, about dedicating

fives and fortunes and subordinating desires and

freedom so that others can be free. Those who
were in that room and those who have fought

our wars have done so knowing they might never

enjoy the fruits of their labor. What has hap-

pened to that spirit?

It is good to look back if in looking back we

can see the present and future in perspective.
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God forbid that the vision turns out to be so

bright that we close our eyes and stumble blindly

on into the black void of self-centeredness, both

individually and as a nation. There is a soul-

sick, fragmented world outside our skins, and

it does not stop at the oceans.

J.B.T.

From 1812 to 1906 to 1976:

A Short Review of Medical History

It is a failing common to our human state that

when things go wrong we tend to think no one

else ever had it quite so bad. It is a defense

mechanism which allows us to feel very put upon,

and because we are, to feel very brave. When
the situation is resolved we can bask in our own
and our colleagues’ brilliance, ingenuity, industry,

and fortitude. And we feel very good about the

whole thing and can regale our descendents with

stories about how the good old days weren’t really

so good, because this here ... You know how
it goes.

The 1906 meeting of the Tennessee State

Medical Association was held, as was the one

just past, in Memphis, and in commemoration of

that event 70 years ago our Memphis colleagues

had reproduced for the House the presidential

address delivered by Cooper Holzclaw, M.D., of

Chattanooga. It is a humorous look at the life

of a doctor. You will find a lot of familiar things

in it. I thought you might enjoy reading it, even

though it is already carried in the Transactions

of the Tennessee State Medical Association for

1906.

Going back another hundred years, to a time

when our nation was very young, we have a letter

furnished us by Armistead Nelson, M.D., of

Nashville, written by a man I believe is a kins-

man of his, the subject of which is patient in-

gratitude. Malpractice suits occurred then too,

even when no malpractice existed, and his prob-

lems arose from the failure of the patient to

submit to proper treatment and to follow orders.

Frank Jirka, M.D., looks in the other direction,

and the picture is certainly not bright. But I

wonder how bright it was for Dr. Murdock.

There wasn’t really much he could do for his

patients. He could bleed them (a regimen made

popular by Benjamin Rush a few years earher).

He could sit up with them, as he did for the

child with the croup, or he could fix fractures

and dislocations (without the benefit of X-ray

or anesthesia) . But infections took a terrible toll.

Most people didn’t live long enough to get cancer,

and women often had ten or twelve children of

whom only 3 or 4 grew to adulthood. Sometimes

the parents lived to bury them all—if Mama
survived childbirth.

Like Dr. Murdock, Dr. Holzclaw in 1906

watched impotently as patients died from infec-

tions. Blood transfusions were unknown, and

surgery was stiU extremely risky business and

quite rudimentary. In general, though. Dr.

Holzclaw in the pubhc eyes was only a little less

than God.

We’ve come a long way. Baby, since Dr.

Murdock got sued (we don’t know if he reaUy

did), and as in most things there’s some good

news and some bad news. We now watch

impotently as patients die from cancer, and we
help pick up the pieces as they scatter themselves

over the highways. But we really can do a lot

to ease human suffering and reconstruct human
bodies. Often we don’t do so well at recon-

structing lives. Maybe that’s next.

Big Brother is becoming a menace, it is true,

but if we “keep our cool” perhaps that impact

will not be too dislocating, or at least we can

learn to live with it. Much as we sometimes dis-

like to face it, there are some inequities that need

righting. Hopefully we’ll take the lead. If not,

the bureaucracy wifi.

The message for the celebration of our 200th

Anniversary as a nation is that for medicine it

isn’t a celebration of a 200th anything. Each

year vastly increases our potential for doing good.

We need to fix our eyes less firmly on ourselves

and our own problems so that we will not fail to

recognize and lay hold of opportunity and apply

it to the betterment of mankind. For most of us,

that means our individual patients. The preacher

said, “That which has been is that which will be,

and that which has been done is that which will

be done. So there is nothing new under the sun.”

As far as our human lot is concerned, he was

probably right. But our opportunities for service

are endless, and each day there is something new
under the sun.

J.B.T.

Another Inalienable Right:

Freedom from Abuse by the Media

For the past weeks an inordinate amount of

space has been devoted by the news media to the

alleged peccadillos of Congressman Wayne Hayes

of Ohio and his colleagues. Before that it was
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Wilbur Mills and his tidal basin plunge with Miss

Foxxe, and before that we were treated to the

greatest carnival of them all, Sam Erwin’s Circus,

otherwise known as The Watergate Hearings.

JFK’s dalliances are being exhumed, showing his

brother, the hero of Chappaquidick, to be a

relative piker. FDR is said to have had his

paramours. And so it goes. Have we a simon-

pure public servant anywhere? Have we ever

had? Possibly not, though I suspect otherwise. I

am not defending their actions, but I really doubt

the question is relevant.

History, both our own and that of other nations

and civilizations, has always been on a see-saw

between idealism and pragmatism, morality and

licence, but I really believe we today in this

country are buried in a sea of mud, sex and

violence without precedent. It has been made

possible by the media, and they must shoulder

the greater share of the blame, though I am sure

they would dispute that.

We are of course painfully aware of what the

media are doing to our own profession. The

soap operas and medical shows on TV have

on the one hand given a picture of the all knowing

compassionate physician (often a resident) who
is able to solve any medical problem and cure

any disease no matter how severe. On the other

hand, he is often frustrated in his glorious quest

by self-seeking money-grubbing clods, often in

the person of an incompetent attending physician,

and the entanglement in red tape thrown up to

harass him by the bureaucratic hospital admin-

istrative establishment. This has led to totally

unrealistic expectations on the part of the public,

so that when a less than ideal outcome is achieved

they begin immediately to look for someone to

sue. Everyone is an amateur doctor, anyhow,

helped by various newspaper and magazine

articles.

But, friends, we aren’t alone. An article ap-

peared in the Wall Street Journal a few days

back showing what TV is doing to the business-

man, large and small. He is shown almost in-

variably, in the many crime shows which make
up such a large percentage of our idiot fare these

days, as a petty criminal, at the root of all the

shenanigans which go on. At the moment the

cops, who were the “finks” of the 60’s, have it

pretty good. They are a sort of hero class, if you

can think of people who eat, sleep, think, talk

and act violence as acceptable heros. The gospel

ministry does not fare well, nor does just about
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anyone else you can think of. Dad is a loveable

dope who opens his mouth only to change feet,

and this has been extended to include our Presi-

dent, seen tumbling down the ski slopes. Maybe
if anyone comes out looking almost good, it’s

Mom. There certainly is nothing wrong with

that. But something is wrong somewhere.

Where is it wrong is in the brains of the people

who write the trash that fills the airwaves and

our trashcans, and in the minds and motives of

the publishers, producers and sponsors who
present it.

Insofar as current events are concerned, the

media do have a responsibility to present the

news as it happens. They also have a responsi-

bility, which they usually ignore, not to slant or

sensationalize it. If Mr. Hayes, for example, has

hired a paramour with public funds, the public

needs to know about it. We do not need to be

told of her dealings with Playboy and so on, or

how often they bedded down. It certainly should

not be used to promote her sordid memoirs. One
is news, the other gossip, or what used to be

called yellow journalism. I know the urge for

one newspaper to have more pages and be more

sensational than the rest is great. Publishers think

it sells newspapers. The Christian Science

Monitor, though, refuses to stoop to scandal mon-

gering, and it has the largest circulation, hands

down, of any newspaper in the world probably,

but certainly in this country.

As for TV, cheer up. There is hope, at least

insofar as sponsored programs are concerned, if

enough people care enough. There is a non-

profit action organization known as the National

Correspondence Group (NCG) which monthly

publishes a small mimeographed magazine en-

titled Viewer’s Disgust. It gives the plots of

the major violence shows, describing their objec-

tionable features. It gives the names of the

sponsors and their products on the theory that

500 letters received by the network will wind up

in the wastebasket, but 500 letters threatening

the sponsors with boycott of their products by

the writers and their friends will surely get the

sponsor’s attention.

NCG is being publicized in newspapers over

the country. As of presstime for its May issue,

it had over 900 members, a third of whom five

in the South, a quarter in the Midwest, another

quarter in the West, and the remaining meagre

sixth in the Northeast—wouldn’t you know.

Forty-three states and two Canadian provinces
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are represented. Nineteen large corporations sub-

scribe to find out how much their reputation is

being damaged by their own advertising policies.

The magazine is a revelation. You can get a

complimentary copy by writing the National

Correspondence Group, P.O. Box 1039, Palo

Alto, California 94302. Membership is $4.50 a

year and is tax deductible.

You perhaps wouldn’t think so, but this is an

optimistic editorial in that it assumes, contrary to

the picture constantly presented to us, that the

majority of the people are decent, and are tired

of violence, blatant sex, and scandal. It assumes

Judeo-Christian values and “middle class moral-

ity” (horrors!) are making a comebaek. NCG
believes that gentle persuasiveness is the only

alternative to censorship, being convinced that

unless something is done voluntarily and soon,

censorship will surely follow. When it comes, it

will be oppressive, a lot of innocent people will

be hurt, and the baby will go out with the bath-

water. It has been so throughout history. A
wave of oppression followed the free Elizabethan

reign, set off by open coupling on the theatrical

stage. With it came bowdlerization of Shake-

speare’s plays and other oppressive measures.

There is much all of us can do, the sooner the

better. Though it has yet to be determined

whether watching violence produces violent be-

havior, a survey has shown that the fearfulness

demonstrated by individuals is directly correlat-

able with the amount of time spent before the

tube. After a nightly fare of crime shows anyone

would expect violence behind every tree and

around every corner. We are in bondage to

fear of our own producing, and we were not

meant to live like that.

J.B.T.

House Staff:

Students, Peons, or Colleagues?

All of us need to keep firmly in mind that if a

doctor ever quits being a student of medicine,

he is professionally dead and is no longer of

much use to his patients or to his colleagues. It

is the basis for all our CME efforts, which over

the past few years have been considerable. In

that sense we are all students.

Having said that, though, the kindest word

with which I can describe the recent decision

of the National Labor Relations Board (NLRB),

declaring that house officers are students, is

“dumb.” It had its origins at least partly in the

recent doctors’ strikes, and while I am on record

as believing doctors simply cannot strike and still

remain professional, the answer is not in some

jerry-built fiat which is counter to all reason.

The decision leaves house officers in limbo,

since unlike the NLRB, its sister agency the IRS

does not consider them students, so that neither

they nor their parents can take advantage of tax

benefits accruing to student status. As “students,”

however, they lose the rights common to all other

employees.

The decision was influenced by the administra-

tions of the struck hospitals, for rather obvious

reasons, because as students the house staff can-

not engage in collective bargaining. But what

probably carried the most weight was testimony

by the Association of American Medical Colleges

(AAMC), in an extensive amicus curae brief.

Their motives are much less pure. Their desire

is and historically has always been simply to

increase their power-base. The AAMC leadership

(which is virtually autonomous) has once again

shown itself to be a self-serving, self-perpetuating

inbred group without the interests of either the

students or the medical schools themselves at

heart. They finally accomplished something they

have been trying for years to do. Organized

medicine (by which I mean the AMA) has failed

our colleagues in not coming to their rescue.

Since the AAMC insists now that all continu-

ing medical education must be done by the med-

ical schools in order to be acceptable, maybe

next they’ll be saying we’re students, too. I’ll bet

the IRS won’t buy that, either.

J.B.T.

Lithium for Migraine

To the Editor:

Migraine headache prevention is still an unsolved

medical problem. After administration of lithium carbo-

nate to four patients with disabling migraine, there was

a remission in one as long as twenty-nine months.

Investigation of the use of lithium in migraine deserves

study since the untoward effects of lithium are no worse

than other migraine preventative drugs.

K. J. Phelps, M.D., F.A.A.F.P.

Phelps Clinic, P.C.

304 West Church Street

Lewisburg, Tennessee 37091
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DORSEY, WESLEY E„ age 83. Died May 22, 1976.

Graduate of University of Cincinnati. Member of Knox-

ville Academy of Medicine.

PETRONE, MICHAEL A., age 56. Died June 1, 1976.

Graduate of St. Louis University. Member of Nashville

Academy of Medicine.

STONE, FRED O., age 89. Died May 14, 1976. Grad-

uate of Memphis Medical School.

ncul mernbef/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association:

BLOUNT COUNTY MEDICAL SOCIETY

James C. Gekas, M.D., Maryville

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY

David H. Drucker, M.D., Chattanooga

CUMBERLAND COUNTY MEDICAL SOCIETY

James Barnawell, M.D., Crossville

Fred Guthrie, M.D., Crossville

Danny Hall, M.D., Crossville

John Michael Jackson, M.D., Crossville

DICKSON COUNTY MEDICAL SOCIETY

James A. Hoffmeister, M.D., Dickson

GREENE COUNTY MEDICAL SOCIETY

Lloyd Barnes, M.D., Greeneville

Vernon C. Butler, M.D., Greeneville

George Novinger, M.D., Greeneville

Thomas Webster, M.D., Greeneville

KNOXVILLE ACADEMY OF MEDICINE
Archer W. Bishop, Jr., M.D., Knoxville

Don R. Heiser, M.D., Knoxville

Jerome F. McKenzie, M.D., Knoxville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY

Joseph A. Blythe, M.D., Memphis
Richard L. Boswell, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Mark S. Averbuch, M.D., Nashville

William J. Boyd, M.D., Nashville

Stephen K. Felts, M.D., Donelson

Peggy C. Ferry, M.D., Nashville

Frank B. Glascock, M.D., Nashville

Elwyn M. Grimes, M.D., Nashville

Benylin Lynda Obiena-Tiraco, M.D., Nashville

Robert K. Oldham, M.D., Nashville

Thomas W. Orcutt, M.D., Nashville
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Carl W. Rogers, M.D., Nashville

Jesus F. Tiraco, M.D., Nashville

NORTHWEST TENNESSEE ACADEMY
OF MEDICINE

Larry M. Farris, M.D., Ripley

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY

Jack Donald King, Jr., M.D., Harriman

Ira E. Lew, M.D., Oak Ridge

Marion J. Mathews, Jr., M.D., Spring City

Joseph Palatinus, M.D., Oak Ridge

John Rennick, M.D., Spring City

William Gary Walters, M.D., Oak Ridge

RUTHERFORD COUNTY MEDICAL SOCIETY

Norton H. Hutchison, M.D., Bell Buckle

WILSON COUNTY MEDICAL SOCIETY

Charles R. Snyder, M.D., Lebanon

l^gfoin/ find nciii/ ofEm /ocidio/

KnoxvilSe Academy of Medicine

The Knoxville Academy of Medicine met on June

8 at the KAM headquarters building.

Mr. Matthew S. McClellan spoke to the E Club on

the subject, “Whatever Happened to the $100.00 Suit”?

A panel discussion was held in the auditorium at

8 p.m. for the surgeons, family physicians and pedia-

tricians. The topic of the discussion w'as “Hyperpara-

thyroidism and Parathyroid Adenoma: Diagnosis,

Treatment, and Pathologic Considerations.”

The Ophthalmologists viewed an ophthalmology

series.

The psychiatrists met on June 14 at 6 p.m. at the

RathsKeller Restaurant. Attorneys and Chancellors of

the courts discussed “New Commitment Procedures.”

Memphis-Shelby County Medical Society

The Memphis-Shelby County Medical Society held

a Centennial Program May 29, 1976 at the Regency

Hyatt House in Memphis.

Featured speakers included Max Parrott, M.D., Presi-

dent, AMA; Lyman Tondel, Jr., Board of Governors-

American Bar Association; Irving Strauch, Judge, Circuit

Court; James Watson, President, Memphis-Shelby Coun-

ty Bar Association; John Thomason, Delegate, American

Bar Association; and James Cox, Delegate, American

Association of Trial Lawyers.

The Society held its June meeting in the Wassell

Randolph Student Alumni Center and the scientific

session speaker was James E. Wilson, Jr., M.D.

Nashville Academy of Medicine

The academy membership, through local hospital

medical staffs, had an opportunity to engage in one-

on-one, question-and-answer discussions with the lead-

ership of the American Medical Association during

Federation Week, May 16-18, in Nashville. Federation
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Week is a nationwide hospital visitation program, spon-

sored by the AMA, which is designed to bring the

“spoken word” from the AMA to physicians at the

“grassroots” level through a series of local hospital

staff meetings. Nashville was one of twelve cities se-

lected by the AMA for this program.

Federation Week in Nashville featured a series of

six meetings for hospital staffs. Each meeting was in-

formal, held in conjunction with a meal, and did not

exceed V/2 hours in duration. Dr. Malcolm Todd,

immediate past President of the AMA, and other mem-
bers of a special Task Force served as AMA spokesmen

for the meetings.

The Academy has announced that offset printing

services are now available to the membership. This

includes letterheads and envelopes; office and insurance

forms, both padded and non-padded; announcement,

business and appointment cards; folding, stuffing, and

addressing.

The service is housed in the Academy building, op-

erated by a part-time professional printer, administered

by the Academy staff, and directed by the Membership

Services Committee.

The swine flu immunization program will begin in

September under the direction of the Metro Health

Department. The Board has asked Academy members
to participate in the program by (1) voluntarily super-

vising mass immunizations at school gymnasiums,

armories, etc; (2) administering the vaccine to private

patients, chronically ill persons, and persons age 65

and over at a reasonable charge; (3) participating in

communications activities to inform the public of the

program; and (4) conducting surveillance of swine

flu cases in Nashville next year.

molioncil neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

PSRO Report

The Administration has submitted an “en-

couraging report” to Congress on the Profes-

sional Standards Review Organizations (PSRO)
program, but confessed at the same time that

lawmakers should not expect too much in the

way of cost savings.

Louis Heilman, M.D., head of the Health

Services Administration, told the House Ways

and Means Oversight Subcommittee that “impor-

tant progress has been made.” He said in the

203 designated PSRO areas there are 65 con-

ditional organizations performing review and an-

other 55 in the planning stage. By the end of

the fiscal year, 120 conditional PSRO’s will be

in operation reviewing some 3 million hospital

admissions, he said. More than 106,000 phy-

sicians are now members of organized PSRO’s

according to the Health, Education and Welfare

Department official.

Dr. Heilman said the primary purpose of the

PSRO program is quality assurance and that cost-

effectiveness was a secondary objective. “The

quality assurance activities of PSRO’s may in-

crease the utilization of some services while de-

creasing that of others,” he testified as
—

“a word

of caution on expectations of a PSRO’s ability

to control expenditures.”

At the same time, however, the Subcommittee

received other information from HEW suggesting

substantial economy benefits from PSRO’s. In

response to a subcommittee questionnaire, HEW
said in some areas the average savings has been

on a one-to-four (cost to savings) ratio.

Subcommittee Chairman Charles A. Vanik

(D.-Ohio) said “we would like to discover

whether the Congressional expectation that

PSRO’s will hold down costs is reasonable, since

improved quality of care is often incompatible

with lower costs. If the Congressional goal of

holding down costs through PSRO’s is not rea-

sonable, then we must give renewed attention to

finding other types of cost controls.”

Controls for Federal Rule-making

Legislation requiring the government to give

affected parties more rights to challenge and

make recommendations on proposed federal regu-

lations has been endorsed by the American Medi-

cal Association.

Specifically backed were bills introduced in the

House by Rep. Thomas Kindness (R.-Ohio) and

in the Senate by Sen. Charles Mathias (R.-Md)

providing remedial changes in the Administrative

Procedures Act aimed at opening up regulatory

procedures to assure that the government doesn’t

overstep Congressional intent or ignore it.

Raymond T. Holden, M.D., Chairman of the

AMA’s Board of Trustees, told the Senate Ju-

diciary Subcommittee that such legislation “is a

welcome move toward rectifying the many abuses

which have arisen in the rule-making process of

administrative agencies.”

This seems to have been especially true in the

health agencies, according to Dr. Holden, who
said that health regulations often have resulted

in programs “unrecognizable in the original law,”

At the same time, the AMA official said legis-

lation to require complicated governmental re-

view of regulations could “create a mechanism
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which could strangle the good intentions of re-

medial legislation.”

Federal Regulation of Laboratories

The Senate has passed 64-11 a bill broadening

federal authority over clinical laboratories to

include those engaged in intrastate operations and

giving the government firmer standards control.

Under the legislation, HEW theoretically could

apply the controls to individual physicians’ offices.

The pertinent provision states that the HEW
Secretary “may exempt” such offices. As a con-

dition of such exemption, physicians who use

their office labs as an adjunct for treating their

own patients would have to describe the qualifi-

cations of non-physician personnel who do lab

work, how much they do, and the score each

shows in any proficiency testing.

Sen. Carl Curtis (R.-Neb.) complained that

“here the government is reaching down to the

country physician’s office ... I say that we are

removing from people the medical services that

our society now provides by giving the federal

government jurisdiction over them.”

The bill, which now goes to the House where

similar legislation is before the House Health

Subcommittee provides:

** Federal licensing of all clinical laboratories.

HEW would set standards and enforce them

itself or delegate enforcement to states having

statutory programs meeting federal criteria. Pri-

vate nonprofit accrediting groups could be used

to help enforce standards if they meet federal

requirements but no exemption from licensure

to privately accredited laboratories is provided.

**An advisory council with membership set at 12

persons, to include representatives of nationally

recognized laboratory-accrediting bodies, direc-

tors of state laboratory-licensing programs, mem-
bers of the public, and not more than three

persons who are owners, operators, or directors

of laboratories.

**HEW is authorized to waive for 2 years per-

sonnel standards for laboratory technicians em-
ployed in hospitals with fewer than 100 beds

if located in a rural area.

**An office of clinical laboratories to administer

one set of uniform standards.

**HEW may issue no license unless it has re-

ceived from the applying laboratory “an ac-

curate, itemized schedule of all current rates

charged by the applicant for those laboratory

services . . . and such other information as may
be necessary, including full disclosures of any

current contractural relationships, written or

oral, between the applicant and physician re-

specting such services.”

** Laboratories found to be engaging in illegal fi-

nancial abuses would be subject to revocation

of licenses.

Cost of NHI Studied

A Rand Corporation study says the amount

people would have to pay in taxes under the

disparate national health insurance (NHI) pro-

posals before Congress wouldn’t vary much and

suggested this opens the door to compromise.

The study, financed in part by the government,

was written by Bridger M. Mitchell, senior Rand
economist, and William B. Schwartz, M.D., a

Rand consultant and Chairman of the Depart-

ment of Medicine, School of Medicine, Tufts Uni-

versity.

The report said that the Administration’s

CHIP approach in its 1975 NHI bill provides

a “surprisingly small” saving to middle and upper

income taxpayers over the 1975 compromise

Kennedy-Mills plans, although both provide es-

sentially the same services.

The old Nixon Administration bill and the de-

funct Kennedy-Mills bill each would require total

tax revenues of some $45 billion to fund the

health care of people under 65. The Rand team

said the labor-supported Kennedy-Corman pro-

posal would require $68 billion, and the Long-

Ribicoff bill, $16 billion.

Financed by payroll and income taxes but

requiring no payments to hospitals or doctors

by patients, the Kennedy-Corman biU, despite its

higher cost, would impose virtually the same

total cost for health care on families earning

under $15,000 as the Administration and Ken-

nedy-Mills bills, the report said.

But to raise the extra $23 billion it would cost,

the Kennedy-Corman bill would impose sharply

increased taxed on upper income families—as

much as $1,000 a year more than under the

Administration and Kennedy-Mills bills for a

$40,000-a-year family.

Teamsters Oppose Federal Control

of Health Care

One of the nation’s most powerful unions

—

the Teamsters—backed away from support for

the Kennedy-Corman bill to federalize national

health care.

A high Teamsters official told a national health

conference that “we have become increasingly

distressed ... by the possibility that a National

Health Insurance plan which runs all of the

money for the purchase of health care through
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the federal government, such as the Health

Security Act (Kennedy-Corman), might be

adopted ... we cannot support a program that

gives the federal government total control over

financing and delivery of health care,” said Daniel

Shannon, Teamsters Executive Director of the

Central States, Southeast and Southwest areas,

Health Welfare and Pension Fund.

Speaking before the National Leadership Con-

ference on America’s Health Policy in Washing-

ton, D.C., Shannon said “let’s maximize the

utilization of the private system rather than hand-

ing the entire problem over to the government.”

Hitherto, organized labor had presented what

appeared to be a united block in favor of the

Kennedy bill which would eliminate private

health insurance and have the government finance

all health care. The Teamsters had not been in

the forefront of the labor push, but they had not

opposed it.

Review Panel for Federal

Biomedical Research

, The Senate has passed legislation establishing

a Presidential Commission to review all bio-

medical and behavioral research done by the

government.

The Presidential Commission would replace

an existing commission now working in the De-

partment of Health, Education and Welfare. It

would consist of 1 1 members from the fields of

law, ethics, theology, the sciences, and health

administration. Sponsors of the legislation want

the Commission to have broad authority over

all federal departments and agencies. A special

section of the bill, now before the House, directs

the Commission to investigate research in DNA.

FDA Cites Drug Promotion by

CME and Journals

A top Food and Drug Administration official

has warned that the integrity of the medical pro-

fession is threatened by the growing influence

of drug companies on medical education and

medical publications.

Bureau of Drugs Director Richard Crout, M.D.,

told a Senate committee that “educational ma-

terials produced by and for an industry with an

interest in increasing sales of drugs, will—on

balance—be biased in a direction intended to

promote drug use.”

Dr. Crout said he considers only the New
England Journal of Medicine and the Journal

of the American Medical Association to be

“scholarly” publications. In the 26 other medical

magazines, the content tends to be “overwhelm-

ingly optimistic about drug therapy . . . the issue

is not whether the article is scientifically correct

or whether it is proper to publish such informa-

tion . . . (but) whether such an article presents

. . . in the guise of a scientific paper, promotional

information which otherwise could not be legally

published as drug advertising or drug labelling.”

Crout was also critical of pharmaceutical com-

panies’ funding of continuing postgraduate edu-

cation for physicians.

The FDA will try to establish a clear definition

of the role of audio-visual and printed materials

funded by the pharmaceutical companies in post-

graduate medical education. Dr. Crout told the

Senate Monopoly Subcommittee headed by Sen.

Gaylord Nelson (D.-Wis.).

Dr. Crout said the new regulations would

“permit truly independently prepared educational

materials, which do not have an overall promo-

tional message, to be distributed by drug manu-

facturers.”

Federal Control of Medical Devices

Federal control of medical devices similar to

its present authority over drugs has been passed

by the Congress into law, capping a ten-year

campaign by the government.

The measure passed by Congress and sent to

the White House for President Ford’s signature

provides three general classifications for devices.

Custom devices ordered by physicians for indi-

vidual patients are exempt in most cases.

Federal courts in recent years have given the

Food and Drug Administration considerable au-

thority to regulate devices as well as drugs. The

Congressional action had been long anticipated

by FDA which has formed advisory committees

that already have reviewed and classified most

devices on the market.

Controversy in the past has erupted over in-

trauterine devices and cardiac pacemakers,

among others.

In its report on the legislation, the House

Commerce Committee said that “although many
lives have been saved or improved by new discov-

eries, the potential for harm to consumers has

been heightened by the critical medical conditions

in which sophisticated modern devices are used

and by the complicated technology involved in

their manufacture and use. In the search to ex-
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pand medical knowledge, new experimental ap-

aproaches have sometimes been tried without ade-

quate premarket clinical testing, quality control

in materials selected, or patient consent.”

The general aim of the legislation is to prevent

public marketing of devices that aren’t reliable

or safe. FDA has always had the power to move

against unsafe devices after the fact.

The three classifications are:

** General controls—record and report keeping,

good manufacturing practices, registration of

manufacturers, prohibition of misbranded or

adulterated products.

** Performance standards—standards will be set by

the government.
** Premarket approval—covers implanted devices

or those considered to be life sustaining or

supporting. Devices not intended to remain in

the body more than 30 days in general would

not be considered implanted devices. Devices

with a long history of safe use such as dental

devices, bone screws and hip pins would not

fall in this group.

Panels of experts will make classification rec-

ommendations on devices after which the HEW
Department will classify the devices by regulation.

No one expects the device regulatory program

to experience clear sailing. There will be many
disputes over classifications and problems over

what constitutes “custom devices” not requiring

clearance.

At a recent conference on the devices legis-

lation, William Wardell, M.D., of the University

of Rochester School of Medicine, warned of

“negative impacts” such as a lag in research and

innovation in the device field.

FDA has divided devices into distinct cate-

gories:

orthopedics; cardiovasular diseases; den-

tistry; anesthesiology; obstetrics and gyne-

cology; gastroenterology; urology; radiology;

neurology; ear, nose, and throat disorders;

ophthalmology; plastic and general surgery;

physical medicine; clinical pathology; and

general and personal use.

Financial Outlook for Social

Security Precarious

The financial outlook for Social Security re-

mains precarious, the Trustees of the system have

reported to Congress. They predict Social Se-

curity will be running in the red for many years

unless Congress moves swiftly to increase the

tax.

The economic upturn over the past year has

514

helped the short-range outlook somewhat since

the last annual report to Congress, but over the

long-haul Social Security appears to be in worse

trouble than ever.

The actuarial shakiness of the Social Security

system and public and Congressional resistance

to increasing the Social Security tax bite have

severely damaged prospects for sweeping Na-
tional Health Insurance proposals based on Social

Security financing.

The trust funds for Old Age and Disability

Benefits will decline by $4.3 billion this year,

instead of the $5.8 billion predicted in a 1975

report.

“The long-term picture is now shown, under

new assumptions, as holding out the prospects of

higher future costs than had been previously

projected.” Social Security Commissioner James

B. Cardwell said.

Cardwell is Secretary of the Board of Trustees

which includes Treasury Secretary William

Simon, HEW Secretary David Mathews and

Labor Secretary W. J. Usery.

The report covers the four trust funds es-

tablished for Social Security programs, including

the Old Age and Survivors trust funds, disabihty

insurance, and Medicare hospital and supple-

mental insurance.

mediccil fieui/
in lenne//ee

ETSU Med Appoints Acting Dean

Dr. Charles E. Allen, Johnson City physician,

has been named Acting Dean of East Tennessee

State University’s College of Medicine.

Dr. Allen is part-time Associate Dean for

Community Affairs and will assume the duties

of Dean until a permanent appointment is made.

Dr. Allen will continue his medical practice with-

out interruption.

A native of Erwin, Dr. Allen received his pre-

medical education at Milligan College and East

Tennessee State University. He received his

Doctor of Medicine degree from the University

of Tennessee College of Medicine in 1954.

He was chief medical resident at the UT Col-

lege of Medicine, and also had a cardiology

fellowship at UT during 1961-62. He is a part-

ner in the Medical Group and is board certified

in internal medicine.
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The following doctors have completed continuing

medical education requirements to retain active mem-
bership in the American Academy of Family Physicians.

They are Drs. WILLIAM BYRNES AGREE, Ridgely;

HOWARD T. AKERS, Memphis; JAMES T. ALLEN,
Murfreesboro; JAMES K. AVERY, Union City; HAR-
VEY H. BARHAM, Bolivar; WALTER C. BEAHM,
Knoxville; WILLIAM D. BRACKETT, Chattanooga;

DONALD H. BRADLEY, Sparta; LLOYD T. BROWN,
Gallatin; JOHN S. BURRELL, Lake City; JACK C.

CLARK, Crossville; WARNER LEE CLARK, Church

Hill; THOMAS G. CRANWELL, Pikeville; PHILIP
V. DAUGHERTY, Nashville; LLOYD C. DAVIS,
Knoxville; ROBERT GLEN DENNIS, Johnson City;

PAUL A. ERVIN, Crossville; JAMES ODELL FIELDS,
Milan; JAMES D. FOGELMAN, Memphis; BRUCE
E. GALBRAITH, Tullahoma; ROBERT B. GASTON,
Donelson; JACK R. HALFORD, Memphis; CHARLES
B. HARVEY, Tullahoma; WARREN G. HAYES,
Springfield; JACK R. HOLIFIELD, Tiptonville; JAMES
E. HOLMES, Memphis; JAMES C. HUDGINS,
Lawrenceburg; JAMES M. HUDGINS, Nashville;

JAMES T. JACKSON, Dickson; WILLIAM M. JACK-
SON, Dickson; GEORGE WILLIAM JENKINS, Mem-
phis; SUE WELCH JOHNSON, Shelbyville; WILLIAM
D. JONES, Fayetteville; PAUL L. JOURDAN, Knox-
ville; ROBERT F. LASH, Knoxville; JOHN DANIEL
LAY, Savannah; RUSSELL W. MAYEIELD, Bells;

PRESTON C. McDOW, Chattanooga; CARROLL W.
McGinnis, Knoxville; HARRY K. OGDEN, Knox-

ville; HOMER C. OGLE, Knoxville; FRANCIS H.

PAYNE, Fountain City; IRA S. PIERCE, Knoxville;

NATHAN E. PORTER, Greenefield; JAMES R.

QUARLES, Springfield; JAMES H. RAGSDALE, Union
City; CLAY A. RENFRO, Kingsport; CHARLES L.

ROACH, Sevierville; TRAVIS H. ROBERSON,
Church Hill; JAMES R. ROYAL, Chattanooga; JOHN
H. SAFEOLD, Knoxville; OSCAR L. SIMPSON, Mary-

ville; ARCH Y. SMITH, III, Signal Mt.; DAVID E.

STEWART, Brownsville; CARSON E. TAYLOR,
Lawrenceburg; WILLIAM S. TAYLOR, Cookeville;

JOE RAYMOND TROOP, McMinnville; JOHN B.

TURNER, Springfield; SIDNEY D. VICK, Memphis;

DAVID T. WATSON, Knoxville; CHARLES H. WEBB,
Tullahoma; R. H. WEBSTER, Springfield; CHARLES
W. WHITE, Lexington; JOHN O. WILLIAMS, Mt.

Pleasant; and THOMAS C. WOOD, Paris.

ton Young Award for “outstanding contributions in the

field of urinary tract infections.” Chosen for the award

by an American Urological Association panel. Dr. Cox
is particularly noted for his work in the field of pre-

operative radiation therapy in cases of renal-adenocar-

cinoma. DR. SAMUEL L. RAINES of Memphis re-

ceived the Ramon Guiteras medal.

DR. WILLIAM P. HARDY of Oak Ridge received

an honorary doctor of science degree from Transylvania

University, Lexington, Kentucky during commencement
ceremonies. Dr. Hardy was honored for his “outstand-

ing achievements in the practice of medicine and the

advancement of pediatrics.”

DR. O. RAYMOND LOWRY, III of Morristown has

been re-elected chief of staff of Morristown-Hamblen

Hospital. DR. J. B. SAMS has been elected vice chair-

man and DR. DAVID WILLBANKS elected secretary-

treasurer. Others elected are DRS.: JERRY J. CROOK,
chief of medicine; A. P. BUKEAVICH, chief of surgery;

CHARLES S. SCOTT, chief of obstetrics and gyne-

cology; and C. J. DUBY, chief of pediatrics. Elected

to be members of the executive committee at large were

DRS. JOHN H. KINSER and W. R. GRONEWALD.

East Tennessee Heart Association presented DR.
GORDON McCALL of Maryville with a distinguished

service award.

DR. MARK W. MORRIS of Oak Ridge was elected

to Fellowship in the American Academy of Pediatrics

at a meeting of the AAP Executive Board.

DR. CURTIS C. SEXTON of Lake City has an-

nounced that he will be a candidate for re-election

to the Anderson County Board of Education.

DR. J. W. SHORE of Martin has been installed as

president of the West Tennessee Heart Association at

the group’s 18th annual meeting.

DR. PETER STIMPSON of Lenoir City has accepted

membership on the Medical Advisory Committee of the

Planned Parenthood Association of the Southern

Mountains, Inc.

OAAouficeiiienl/

CALENDAR OF MEETINGS

NATIONAL

1976

DR. CHARLES E. ALLEN of Johnson City has been

named acting dean of the proposed East Tennessee

State University College of Medicine.

DR. ALFRED D. BEASLEY of Knoxville has been

named president of the Tennessee Heart Association at

the 23rd annual meeting of the association. DR. HEC-
TOR HOWARD of Memphis was named president-

elect of the association.

DR. CLAIR E. COX, II, chairman of the Depart-

ment of Urology at the University of Tennessee’s Col-

lege of Medicine at Memphis, received the Hugh Hamp-

Sept. 9-1

1

Sept. 17-19

Sept. 20-22

American Association of Obstetricians

and Gynecologists, The Homestead, Hot

Springs, VA.

American Association for the Surgery of

Trauma, The Broadmoor, Colorado

Springs.

American Cancer Society/National Can-

cer Institute National Conference on

Cancer Research and Clinical Investiga-

tion, Hyatt Regency Atlanta Hotel, At-

lanta.
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Sept. 20-23 American Academy of Family Physicians, Nov. 3-6

Sheraton-Boston, Boston.

American Society of Cytology, Shamrock
Hilton, Houston.

Sept. 25-27 American Association for Hand Surgery,

Boston Statler Hilton Hotel, Boston.

Nov. 5-6 American Association for the Study of

Liver Diseases, Hyatt Regency Hotel,

Sept. 26- American Society of Maxillofacial Sur-
Chicago.

Oct. 1 geons, Sheraton-Boston, Boston. Nov. 7-10 Southern Medical Association, Marriott,

Sept. 27- American Society of Plastic and Recon- New Orleans.

Oct. 2 structive Surgeons, Sheraton-Boston,

Boston.

Nov. 10-14 American Academy of Neurological

Surgery, Charleston, S.C.

Oct. 6-10 American Academy of Ophthalmology

and Otolaryngology, Convention Center,

Nov. 15-19 American Heart Association, Fontaine-

bleau, Miami Beach.

Las Vegas. Nov. 28- American Association for Clinical Im-

Oct. 7-8 Southeastern Section, American Associ-

ation for Cancer Research, Sheraton-Bilt-

more Hotel, Atlanta.

Dec. 2 munology and Allergy, Braniff House,

Tucson, Ariz.

Oct. 9-13 American Society of Anesthesiologists,

San Francisco Hilton, San Francisco.
STATE

Oct. 11-15 American College of Surgeons, Conrad 1976

Hilton, Chicago. Oct. 1-2 Tennessee Regional Meeting, American

Oct. 11-16 American College of Emergency Phy-

sicians, Hyatt Regency, New Orleans.

College of Physicians, Glenstone Lodge,

Gatlinburg.

Oct. 16-21 American Academy of Pediatrics, Palmer

House, Chicago.

Oct. 4-5 Tennessee Valley Medical Assembly,

Read House, Chattanooga.

Oct. 17-18 American College of Preventive Medicine,

Miami Beach.

Nov. 3-4-5 Tennessee Academy of Family Physicians,

Civic Auditorium, Gatlinburg.

Oct. 17-23 International Academy of Pathology,

Sheraton-Park, Washington, D.C.

Oct. 21-29 American Society of Clinical Pathologists

and College of American Pathologists,

joint meeting, Los Angeles Hilton, Los
Angeles.

Oct. 24-28 American College of Chest Physicians,

Atlanta Marriott Hotel, Atlanta.

Oct. 25-29 Congress of Neurological Surgeons, Fair-

mont Roosevelt, New Orleans.

^ * Hs
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WHITE SURGICAL SUPPLY CO.

1921 55 Years 1976

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701
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ANNOUNCING . . .

One day workshops, co-sponsored by the Tennessee Medical Association, for your medical

office assistants . . . office managers, receptionists, medicai secretaries, bookkeepers, insur-

ance clerks and nurses.

BUSINESS ESSENTIALS FOR A MEDICAL OFFICE

August 4, 1976

August 5, 1976

August 11, 1976

August 12, 1976

SCHEDULE

9:00 a.m. to 5:00 p.m.

Memphis
Nashville

Knoxville

Chattanooga

Hyatt Regency-Memphis
Hyatt Regency-Nashville

Hyatt Regency-Knoxville

Sheraton Hotel-Downtown

Faculty from PRACTICE PRODUCTIVITY INC., a national management consulting
firm which offers educational and motivational workshops in sound business con-
cepts to physicians and their medical assistants, and provides in-depth consulting
to physicians in private practice. For further information on Practice Productivity

Inc. contact Duane M. Johnson, Ph.D., Executive Vice President, (404) 455-7344.

WORKSHOP AGENDA

MORNING SESSION
9:00 a.m. to 9:30 a.m.

Introduction . . . The Importance of Business
Essentials

9:30 a.m. to 12:30 p.m.

Telephone management . . . what to say and how
to say it; educating the patient about the prac-

tice; helpful techniques and useful equipment.
Appointment scheduling . . . developing a sched-
ule that works and making It work. Medical

records . . . structuring the content; effective

filing procedures; dictation aids.

LUNCHEON
12:30 p.m. to 2:00 p.m.

Included in registration fee

AFTERNOON SESSION
2:00 p.m. to 5:00 p.m.

Personnel . . . conflict, cause and cure; utilizing

your skills; motivation tips. Billing systems and
collections . . . improving patient understanding;

improving the collections system. Insurance

claims processing . . . defining obligations, find-

ing a better way. Implementation . . . putting it

all to work.

Registration Form

Please register the following persons (please type or print):

Name Position Date Will. Attend

1 .

2 .

1

4
^

From the office of:

Name Telephone ( )

Address

City State Zip

Full tuition fee of $ is enclosed at $50 per registrant. Tuition includes course materials

and luncheon and must accompany this form. There is a $10 handling fee deducted on all refunds
for cancellations received at least one week in advance; no refund thereafter. Please mail to:

*l*ioduethity Ir^.
2000 Clearview Avenue
Atlanta, Georgia 30340

Phone (404) 455-7344
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The continuing medical education accredita-

tion program of TMA has full approval by

AMA’s Council on Medical Education. If the

continuing medical education program of your

hospital or medical society is accredited by

TMA's committee, you may receive for your

attendance at its functions Category I credit for

the AMA Physician's Recognition Award. If

you wish information as to how your hospital

or society may receive accreditation, write:

Director of Continuing Medical Education, Ten-

nessee Medical Association, 112 Louise Avenue,

Nashville, Tennessee 37203.

IMPORTANT NOTICE

Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education of

Vanderbilt University. The practicing physician, with

the guidance of the participating department chairman

can plan an individualized program of one-to-four

weeks to meet recognized needs and interests. The
experience will include contact with patients, discussion

with clinical and academic faculty, conferences, ward

rounds, learning individual procedures, observing new
surgical techniques, and access to excellent library

resources. Experience in more than one discipline

may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III, M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.

Infectious Diseases Zell A. McGee, M.D.
Oncology Robert Oldham, M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel. M.D.

Obstetrics & Gynecology John S. Zelenik. M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann. M D
Pediatrics David T. Karzon. M.D
Psychiatry Marc H. Hollender, M.D.
Radiology A. Evert James Jr., Sc.M., M.D.
Surgery

General H. William Scott. Jr., M.D
Neurological William F. Meacham. M.D
Ophthalmology James H. Elliott, M.D
Oral H. David Hall, D.M.D
Pediatric James A. O’Neill, M.D
Plastic John B. Lynch. M.D
Thoracic & Cardiac Harvey W. Bender, M.D
Urology Robert K. Rhamy, M.D
Cancer Chemotherapy . Vernon H. Reynolds, M.D

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, TN 37212 Tel. 615/322-2716

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

Sept. 10-11

Sept. 30-

Oct. 2

Sept., 1976

Weds.

Evenings

Sept.-

Dee., 1976

Oct. 8-9

Oct. 11-16

Oct. 25

Oct. 27

Oct. 29-31

Rape: the Victim & the Professional

Wm. F. Orr Lectureship in Psychiatry

James C. Overall Visiting Professor in

Pediatrics

Ultrasonography Course

Common Problems in Child Neurology,

Seventh Annual Pediatric Symposium

Family Practice Intensive Review

Clinical Manifestations in Critical Illness

The Right to Die

Scientific Program, Tenn. State Radio-

logical Society, Fall Meeting
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Nov. 3-6 Fifth Annual Rhamy-Shelley Lecture-

ship (Urology)

Nov. 12 Hodgkins Disease/Lymphomas

Nov., 1976 What’s New in Obstetrics for Physicians

Feb., 1977 Annual Surgery Symposium

Feb. 9-10 On Urological Care in General Medicine

late Feb.- Update in Anesthesiology 1977

early Mar.

March, 1977 Hypertension 1977

Spring, 1977 Annual Cancer Symposium

April, 1977 New Aspects in Obstetrics & Gynecology

April, 1977 Prostatic Diseases in General Medicine

May 25-26 16th Annual Seminar in Psychiatry (non-

psychiatrists)

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

University of Tennessee Clinical

Education Center-Chattanooga

1976 Program Schedule

Sept. 16-17 Current Methods in Obstetrics and Gyne-

cology

Oct. 28-29 Infectious Disease

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street. Chattanooga, Tennessee 37403.

EMORY UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education

Atlanta, Georgia

1976 Program Schedule

Sept, to be

announced

Sept. 1,

1975-

Sept. 1,

1976

Chest Disease, “Tri-State Consecutive

Case Conference,” Ponte Vedra, Florida.

Postgraduate Courses on Videocassettes

available for rental, purchase or mem-
bership. (Catalogue by request).

Accreditations: These courses are all approved by the

AMA in Category I toward the AMA’s Physician’s

Recognition Award and by the AAFP when appropriate.

For further information write to:

Associate Dean for

Continuing Medical Education

69 Butler St.

Atlanta, GA 30303

Tel: (404) 659-1676

ACP 1976-77 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The 33,500-member American College of Physicians

(ACP) has announced the 1976-77 listing of Regional

Meetings and Postgraduate Courses to be held between

September and June at sites throughout the United

States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three to five days, they are directed toward

practicing physicians and are presented in association

with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medical

Education. They fulfill Category I reguirements for the

AMA Physician’s Recognition Award.

Postgraduate Courses

September

SELECTED TOPICS IN RHEUMATOLOGY, Harbor

Castle Hotel, Toronto, Ont., Can., Sept. 8-10.

CLINICAL STRATEGIES IN NEPHROLOGY, Ro-

chester, Minn., Sept. 15-17.

INFECTIOUS DISEASE, Baltimore, Md., Sept. 15-17.

RECENT ADVANCES IN DIAGNOSTIC AND
THERAPEUTIC INTERNAL MEDICINE, Burling-

ton, Vt., Sept. 20-24.

October

ADVANCES IN NEPHROLOGY, Toronto, Ont., Can.,

Oct. 4-6.

CLINICAL TOPICS IN CHEST DISEASE, Seattle,

Wash., Oct. 6-8.

HEMATOLOGY REVIEW, Pittsburgh, Pa., Oct. 6-9.

ECHOCARDIOGRAPHY, Rochester, Minn.,

Oct. 13-15.

EMERGENCY MANAGEMENT OF CRITICALLY
ILL PATIENTS, Toronto, Ont., Can., Oct. 14-16.

WORKSHOPS IN INTERNAL MEDICINE, Honolulu,

Ha., Oct. 18-22.

November

RHEUMATIC DISEASE, Philadelphia, Pa., Nov. 1-4.

CURRENT THERAPY IN INTERNAL MEDICINE,
Milwaukee, Wis., Nov. 8-10.

December

FLUID AND ELECTROLYTE BALANCE, HYPER-
TENSION AND RENAL DISEASE, Chicago, 111.,

Dec. 6-10.

January

TOPICS IN CLINICAL HEMATOLOGY, Santa Bell

Island, Jan. 10-13.

February

ENDOCRINOLOGY, New Orleans, Feb. 9-11.

PATHOPHYSIOLOGIC BASIS AND THEORY IN

GASTROINTESTINAL DISEASE, Temple, Tex.,

Feb. 10-12.

INFECTIOUS DISEASE, Tucson, Ariz., Feb. 17-19.
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March

INTERNAL MEDICINE, Morgantown, W. Va., Mar.

2-4.

HEMATOLOGY, Birmingham, Ala., Mar. 7-10.

THIRD STANEORD-PALO ALTO MEDICAL RE-

SEARCH EOUNDATION WINTER COURSE IN

INEECTIOUS DISEASES AT SUN VALLEY,
IDAHO, Mar. 7-11.

PHYSIOLOGICAL BASIS OE CLINICAL DISEASE,
Dallas, Tex., Mar. 14-17.

ENDOCRINOLOGY, San Erancisco, Mar. 21-25.

THROMBOSIS, Boston, Mass., Mar. 24-26.

ARTHRITIS AND RELATED DISEASES, Tucson,

Ariz., Mar. 28-Apr. 1.

GASTROENTEROLOGY AND CLINICAL ONCOL-
OGY, Ann Arbor, Mich., Mar. 28-Apr. 1.

M.D., E.A.C.P., Veterans Administration Hospital,

300 E. Roosevelt Road, Little Rock, Ark. 72206.

Florida Regional Meeting, American College of Physi-

cians, Marco Beach Hotel and Villas, Marco Island,

Fla., Oct. 22-24. Info: Charles K. Donegan, M.D.,
F.A.C.P., 501-1 1th Street, N., St. Petersburg, Fla.

33705.

Southeastern (Ala., Ga., La., Miss., and S.C.) Regional

Meeting, American College of Physicians, Louisiana

State University Medical Center, Shreveport, La., Oct.

29-30. Info: Marion D. Hargrove, Jr., M.D., F.A.

C.P., P.O. Box 3932, Shreveport, La. 71130.

Kentucky Regional Meeting, American College of Phy-

sicians, Stauffer’s Louisville Inn, Louisville, Ky., Oct.

30. Info: Franklin B. Moosnick, M.D., F.A.C.P.,

184 N. Mill Street, Lexington, Ky. 40507.

April

INTERNAL MEDICINE, Washington, D.C., Apr.

14-16.

May
SELECTED SUBJECTS IN INTERNAL MEDICINE,

Pittsburgh, Pa., May 16-20.

CANCER: AN INTERDISCIPLINARY APPROACH,
Toronto, Ont., Can., May 18-20.

MEDICAL GENETICS, Ann Arbor, Mich., May 23-25.

CURRENT BASES FOR PRACTICE IN RHEUMA-
TOLOGY, Charlottesville, Va., May 25-27.

June

SELECTED TOPICS IN ENDOCRINOLOGY AND
METABOLISM, Indianapolis, Ind., June 1-3.

CARDIOLOGY, Montreal, PQ, Can., June 6-8.

ADVANCES IN INTERNAL MEDICINE, 1977, Banff,

Alta., Can., June 13-17.

CLINICAL NEPHROLOGY, Rochester, N.Y., June 13-

17.

Regional Meetings

September
^

Ohio Regional Meeting, American College of Physi-

cians, Sawmill Creek Lodge, Huron, Oh., Sept. 18-19.

Info: Richard P. Lewis, M.D. F.A.C.P., Room 669,

Means Hall, 466 W. 10th Avenue, Columbus, Oh.

43210.

October

Tennessee Regional Meeting, American College of Phy-

sicians, Glenstone Lodge, Gatlinburg, Tenn., Oct. 1-2.

Info: Gerald I. Plitman, M.D., F.A.C.P., 180 Waring
Road, Memphis, Tenn. 38117.

Maryland Regional Meeting, American College of Phy-

sicians, Sinai Hospital, Baltimore, Md., Oct. 9. Info:

Richard B. Hornick, M.D., F.A.C.P., University of

Maryland Medical School, Division of Infectious Dis-

eases, 29 S. Greene Street, Baltimore, Md. 21201.

Indiana Regional Meeting, American College of Physi-

cians, Indiana Convention Exposition Center, India-

napolis, Ind., Oct. 12. Info: George T. Lukemeyer,

M.D., F.A.C.P., 8395 N. Illinois, Indianapolis, Ind.

46260.

Arkansas Regional Meeting, American College of Phy-

sicians, University of Arkansas Medical Center, Lit-

tle Rock, Ark., Oct. 22-23. Info: Joseph H. Bates,

November
Georgia Regional Meeting, American College of Physi-

cians, Omni International Hotel, Atlanta, Ga., Nov.
19-20. Info: Nicholas E. Davies, M.D., F.A.C.P., 35

Collier Road, N.W., Atlanta, Ga. 30309.

December
Texas (North and South) Regional Meeting, American

College of Physicians, Houston Oaks Hotel (Galleria),

Houston, Tex., Dec. 2-4. Info: Don W. Chapman,
M.D., F.A.C.P., 3771 Gramercy, Houston, Tex.

77025.

January

Colorado Regional Meeting, American College of Phy-

sicians, Broadmoor Hotel, Colorado Springs, Colo.,

Jan. 13-15. Info: Robert V. Elliott, M.D., F.A.C.P.,

St. Luke’s Hospital, 601 E. 19th Avenue, Denver,

Colo. 80203.

February

Kansas Regional Meeting, American College of Phy-

sicians, Glenwood Manor, Overland Park, Kan., Feb.

18. Info: Ernest W. Crow, M.D., F.A.C.P., 3333 E.

Central, Suite 404, Wichita, Kan. 67208.

Missouri Regional Meeting, American College of Physi-

cians, Alameda Plaza Hotel, Kansas City, Mo., Feb.

25-26. Info: Thomas W. Burns, M.D., F.A.C.P., Uni-

versity of Missouri School of Medicine, Columbia,

Mo. 65201.

AMERICAN CANCER SOCIETY/
NATIONAL CANCER INSTITUTE

National Conference on Cancer Research

and Clinical Investigation

September 20-22, 1976

Hyatt Regency Atlanta Hotel

Atlanta, Georgia

BEHAVIOR MODIFICATION TECHNOLOGY
Coming Behavior Modification Workshops by BMT, Inc.

San Francisco September 17-18, 1976

Seattle October 8-9, 1976

Chicago > October 15-16, 1976

New Orleans November 5-6, 1976

520 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Dallas

Denver

Nashville

Hawaii

Acapulco

Philadelphia

Atlanta

November 12-13, 1976

December 3-4, 1976

January 7-8, 1977

January 14-15, 1977

February 11-12, 1977

February 18-19, 1977

March, 1977

For further information: Joan F. Bassinger, M.D.

81 Arcadia Drive

Tuscaloosa, Alabama 35401

INTERSTATE POSTGRADUATE MEDICAL
ASSOCIATION OF NORTH AMERICA

Interstate Scientific Assembiy

November 15-18, 1976

Marriott Hotel, Atlanta, Georgia

The 61st Annual International Scientific Assembly of

Interstate Postgraduate Medical Association will be held

at the Atlanta Marriott Hotel, November 15-18, 1976.

This program is designed for Primary Care Physicians

practicing in the U.S. and Canada. It has been planned

cooperatively with the Georgia Academy of Family

Practice, the Emory University School of Medicine and

the Medical College of Georgia. It provides 21 hours of

PRESCRIBED and 3 ELECTIVE hours of credit for

members of the American Academy of Family Physi-

cians. A similiar number of hours of credit toward the

AMA Physician’s Recognition Award is provided

through attendance.

Contact: Alton Ochsner, M.D., Program Chairman

Interstate Postgraduate Medical Association

P. O. Box 1109

Madison, Wisconsin 53701

NEW YORK UNIVERSITY
Postgraduate Medical School

Course in Neurosurgery

The course is directed primarily to the neurosurgeon

in practice, offering an intensive review and discussion

of important recent developments in neurosurgery. It

is also of value to younger practitioners who are prepar-

ing for their board examinations. The presentations

stress practical information of value to clinicians.

A tuition fee of $250 is payable with application.

There is a 25 per cent reduction in tuition for alumni

and former residents of fellows of the NYU School of

Medicine.

For further information contact:

Office of the Associate Dean
NYU Postgraduate Medical School

550 First Avenue

New York, New York 10016

Tel: (212) 679-3200, Ext. 4033

PAN AMERICAN MEDICAL ASSOCIATION
AND FLORIDA ALLERGY ASSOCIATION

Symposium on Insect Allergy

Diplomat Hotel, Hollywood, Florida

October 26, 1976

JULY, 1976' ^

Dr. Claude A. Frazier, an allergist from Asheville,

North Carolina will be conducting a one-half day sym-
posium on the subject of insect allergy at the combined
meeting of the Pan American Medical Association and
the Florida Allergy Association. This symposium is

scheduled for October 26, 1976 from 2:00 until 5:00

p.m. at the Diplomat Hotel in Hollywood, Florida.

For information contact: Claude A. Frazier, M.D., P.A.

Practice Limited to Allergy

Doctors Park - Building 4

Asheville, North Carolina

28801

UNIVERSITY OF TEXAS HEALTH
SCIENCE CENTER

Refresher Course in Gastrointestinal

Radiology

October 29-31, 1976

The Department of Radiology and the A. Webb Rob-
erts Center for Continuing Education of The University

of Texas Health Science Center are sponsoring a two

and one-half day course entitled Refresher Course in

Gastrointestinal Radiology to be presented October 29-

31, 1976, at the Fairmont Hotel in Dallas, Texas.

For further information contact:

Robert N. Berk, M. D.

Department of Radiology

Parkland Memorial Hospital

5201 Harry Hines Boulevard

Dallas, Texas 75235

SECOND ANNUAL MID-AMERICAN
BREAST CANCER SYMPOSIUM

The symposium will be held November 5-6, 1976

convened in honor of Dr. Robert Egan, Pioneer mam-
mographer. WORKSHOPS: Screening, Thermography,

Mammography, Xerography, Pathology, and Surgery.

For information contact: 7803 Mineral Point Road
Madison, Wisconsin 53717

Tel: (608) 831-2300

UNIVERSITY OF KENTUCKY
MEDICAL CENTER
Lexington, Kentucky

Seventh Family Medicine Review

Two Identical Sessions

Session I—September 26-October 2, 1976

Session II—October 17-23, 1976

Registration fee: $295.00

New Methods in Tumor Localization

October _7-9, 1976

Registration fee: $150.00
: '

'M

For further information: Frank R. Lemon, M.D.
Continuing Education

> - College of Medicine

University of Kentucky

Lexington, Kentucky 40506
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THE ABRAHAM LIHCOLN
SCHOOL OF MEDICINE

of the University of Illinois

Department of Otolaryngology

ANNUAL OTOLARYNGOLOGIC ASSEMBLY
October 16 through 22, 1976

THE ANNUAL OTOLARYNGOLOGIC ASSEMBLY
OE 1976 will he held October 16 through October 22,

1976, in the Eye and Ear Infirmary of the University

of Illinois Hospital. The Department of Otolaryngology

of the Abraham Lincoln School of Medicine, Univer-

sity of Illinois at the Medical Center, offers a condensed

basic and clinical program for practicing otolaryngol-

ogists under the direction of Emanuel M. Skolnik, M.D.,

with Burton I. Soborolf, - M.D. as co-chairman. This

program is designed to bring to specialists current infor-

mation in medical and surgical otorhinolaryngology.

Interested otolaryngologists should direct their in-

quires to the mailing address: OTOLARYNGOLOGY,
P.O. Box 6998, Chicago, IL 60680.

A separate, but correlated course, “CONEERENCE
ON RADIOLOGY in OTOLARYNGOLOGY AND
OPHTHALMOLOGY” will be held this year on Friday

and Saturday, November 12 and 13, under the guidance

of Galdino E. Valvassori, M.D. For further information

about the radiology conference, write to Professor Val-

vassori, Radiology Department, Abraham Lincoln School

of Medicine, P. O. Box 6998, Chicago, IL 60680.

COURSE IN LARYNGOLOGY and

BRONCHOESOPHAGOLOGY
November 1 through 6, 1976

The Department of Otolaryngology, Abraham Lincoln

School of Medicine, University of Illinois and the Eye
and Ear Infirmary of the University of Illinois Hospital,

will conduct a continuing education course in Laryn-

gology and Bronchoesophagology November 1 through

6, 1976. The course is limited to twenty physicians and
will be under the direction of Paul H. Holinger, M.D.
It will be held largely at the Eye and Ear Infirmary,

1855 West Taylor Street, Chicago, and will include

visits to a number of other Chicago hospitals. Instruc-

tion will be provided by means of animal demonstra-

tions and practice in bronchoscopy and esophagoscopy,

diagnostic and surgical clinics, as well as didactic

lectures.

Interested physicians will please write directly to the

Department of Otolaryngology, Eye and Ear Infirmary,

1855 West Taylor Street, Chicago, Illinois 60612.

Valley Psychiatric Hospital
P. O. Box 21373 Shallowford Road

Chattanooga, Tennessee 37421
Phone 615-894-4220

A 50 bed private acute intensive treatment facility with programs designed to treat psy-

chological, alcoholic, and drug abuse problems.

A full range of treatment modalities are utilized including individual and group psycho-

therapy, chemotherapy, electro-convulsive therapy, and adjunctive and family therapies. Ad-
junctive Therapy includes continuing education through home-bound teaching for school-aged

adolescents, recreational, occupational, and other supportive therapies. Group therapy is five

days each week with individual therapy at least two days a week. Patients have six hours

a day in scheduled therapeutic activities. Comprehensive outpatient services are available

with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Tennessee. A member of the Tennessee Hospital Association, the

American Hospital Association, and the National Association of Private Psychiatric Hospitals.

Accredited by the Joint Commission on Accreditation of Hospitals.

STAFFj

Psychiatry Clinical Psychology

Davis G. Garrett, M.D. Thomas L. Cory, Ph.D.

Henry Evans, M.D.

Internal Medicine Consultant

Charles D. Kennedy, M.D.

R. Lindsay Shuff, M.H.A.
Administrator

Adjunctive Therapy

Dan B. Page, M.Ed.
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Sexually-Transmitted Diseases
R. H. KAMPMEIER, M.D., NASHVILLE, TENN.

To call attention to the current epidemic of

gonorrhea or to emphasize the increased incidence

of syphilis over the past two decades would not

be news; comments in this regard appear daily in

newspapers, news magazines, medical journals

and on TV. Rather, I will review accumulating

knowledge concerning sexually-transmitted disease

to expand one’s perspective in this regard. Some
of what I will present has been learned as Editor

of the reborn journal of the American Venereal

Disease Association rather than from personal

clinical experience.

We are a couple of decades behind the medical

profession of the countries of Western Europe

in awareness of the sexually-transmitted diseases.

Possibly their physicians do not have the “hang

up” about sexuality common to this country’s

puritanical ethic. More certain, however, which

we in a more free society must admit with

chagrin, is the fact that ‘socialized’ medicine has

forced attention to and the care of genitoinfectious

diseases on a par with other illnesses.

As a member of the National Commission on

Venereal Disease I listened to a critique of this

phase of our medical practice by members of the

Second International Travelling Seminar to the

United States held under the auspices of WHO
several years ago. Twenty-one venereologists from

around the world, divided into four teams, visited

some of our clinics for venereal disease in four

geographical areas. The formal published report^

of the Travelling Seminar couches its criticisms

of our management of venereal diseases in

realtively benign words and/or implications in the

interest of international good will. However, the

discussions across the table between our two

Read in part at the 141st Annual Meeting of the

Tennessee Medical Association, April 9, 1976, Mem-
phis, Tenn.

groups was a frank doctor-to-doctor confronta-

tion and they “pulled no punches.” I personally

concur in their analysis accounting for our be-

nighted state in this area of health, and my edi-

torials over the years have pointed up these pre-

cise deficiencies. I cull from the Discussion in

the Report^ the following:

“If the majority of the clinics for venereal diseases

are separated from the hospitals, the doctors and staff

work in isolation from their colleagues in other dis-

ciplines. Furthermore, the doctors working in the clinics

do not have to undergo the vigorous selection processes

that are usual in hospitals. This leads to the employment

of doctors with inadequate training in the specialty and

consequently to low standards of medical practice in

the clinics

“The members of the Seminar considered that venereal

disease clinics are best situated in the main body of the

hospital, .... The general image of the clinics should

be like that of any other medical department and so

situated in the hospital that access to them is easy for

the public. . . .

“The absence of interest in main clinics in diseases

other than syphilis and gonorrhea and the concentration

on these two diseases tends to make the work uninter-

esting and therefore unattractive to young physicians;

this in its turn leads to a lowering of the standards in

the departments. In many areas of the world, other

sexually-transmitted diseases such as nonspecific urethri-

tis, trichomoniasis, genital candidiasis, genital warts, and

scabies, which often coexist with syphilis and gonorrhea,

form a very important part of the work in such clinics.

This tends to maintain a wider interest in medicine than

if attention is concenrated solely on syphilis and gonor-

rhea. . . . One way to stimulate interest is to make
statistically notifiable one of the other sexually-transmit-

ted diseases such as nonspecific urethritis. This should

lead to a more accurate diagnosis of urethritis and also

to better results from treatment.”

Though comparisons generally are odious when

they touch national pride, scientifically trained

professionals ever alert to new medical and sur-

gical procedures should equally be willing to rec-

ognize that other nations may be “way out in

front” in some areas of medical care. Therefore, I
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quote from a recent paper by two of England’s

venereologists:^

“The service for sexually transmitted diseases in the

United Kingdom . . . was incorporated into the Na-

tional Health Service in 1948. All consultations, investi-

gations and treatments are free to the patients. There

are 230 special clinics for sexually transmitted diseases

distributed throughout the U.K. ... Of the 187 clinics

in England, 30 are in greater London and 157 in the

provinces. There is a clinic at all the university teaching

hospitals and at the majority of the larger district

hospitals.

“Each clinic has a physician in charge, who is respon-

sible for the organization of the service and the man-

agement of the patients. . . . They are supported by a

staff of medical assistants, clinical assistants and junior

staff in training at senior house officer but mainly at

registrar and senior registrar levels. . . .

“Undergraduate medical students are taught about sex-

ually transmitted diseases in all the teaching hospitals in

the U.K. . . . teaching is given by fully trained venere-

ologists ... in outpatient departments and on wards. At

the London teaching hospitals the average time devoted

to sexually transmitted diseases varies from 15 to 24

hours and the subject usually is taught toward the end

of the clinical period. . . .

“The programme of training for a specialist in sexu-

ally transmitted diseases has been laid down by the

Royal College of Physicians. After 6 years of under-

graduate training the newly qualified doctor is required

to serve a compulsory year as a resident house physi-

cian or surgeon. This is followed by 3 years of general

professional training in internal medicine or in some

of the medical specialities. During this period the train-

ee specialist is expected to acquire a higher degree or

diploma, usually the Membership of the Royal College

of Physicians. After the period of general training there

follows a period of about 4 years of specialist training

during which time the trainee works in a large depart-

ment for sexually transmitted diseases . .

A drastic change in attitudes among our medi-

cal professionals will be necessary before we can

incorporate such an enlightened approach to the

sexually-transmitted diseases in the plans for

health care in this country. I anticipate that the

younger generation coming into power will pro-

vide the change. The present investigators in

microbiology and immunology have among them

highly competent leaders who are showing the

medical profession of this country the breadth

of the field of the sexually-transmitted disease,

directing attention either to new diseases or the

significance of old diseases in a new context.

(Their contributions are scattered in so many
journals that the interested reader may need to

find orientation in abstracts^.)

For decades, in informal discussions with

544

medical students, I had speculated upon the

strange fact that research upon infections had

had interest in the gastrointestinal and respiratory

tracts and the skin as portals of entry for systemic

disease, but had avoided investigation of the most

intimate route of infection—the genital tract.

(The diseases long known as venereal did force

urologists, gynecologists, dermatologists and gen-

eral practitioners to pay heed to their diagnosis

and management but often with a sour attitude.)

This enigma always intrigued me. Though sex-

uality stands second only to hunger as a biologic

drive and is part of daily life for most adults, it

has been treated in modern civilization as if it

did not exist. Osier put it pithily, “The natural

man has only two primal passions, to get and

to beget.” Intelligent people have long recognized

an ambivalence toward sexuality as they have

wrestled with conflicts between reason and pas-

sion. Leonardo da Vinci wrote, “The act of

procreation and the members employed therein

are so repulsive, that if it were not for . . . the

pent up impulse, nature would lose the human
species.” Sir Thomas Browne in his “Religio

Medici” (1634) was troubled by the need to

explain that “the soul of man (was) transmitted

and transfused in the seed of the parents ... in

those improper organs.” A couple of centuries

later, the wit and statesman. Lord Chesterfield,

said of sex, “The enjoyment is quite temporary.

The cost is exorbitant and the position is simply

ridiculous.” The privacy of sexuality was rec-

ognized by physicians even among the ancients

—

a quote from Lancreaux (1866), “It is not there-

fore an easy thing,” says Celsus, “for one who

wishes to observe the rules of propriety without

departing from those of art, to treat these dis-

eases.” Authors of the 16th century wrote of

syphilis as a disease which began in the “most

degrading and ignoble places of the body,” or

“doth commence in the rascalliest place that a

man has.”

Taboos upon sexuality, reinforced by child-

hood teaching that it is sinful, has forced the

corollary that venereal disease is a penalty and

explains why I have heard even physicians say

of the venereally infected patient, “It serves him

right”. Sigerest in his On the History of Medicine

(1960) offers a succinct analysis of the matter:

“Medicine alone will never be able to fight disease

successfully”. (He uses tuberculosis and venereal disease

as examples.) “The campaign against tuberculosis . . .

has been successful, the prevention of venereal disease

has been a failure . . . The reasons are easy to trace.
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They are not in the field of medicine .... The reason

here lies in the cultural background. Tuberculosis is

considered ... to be a disgrace; syphilis, however, is a

sin . . . To be successful a campaign must start toward

changing the whole attitude of the population towards

the disease . . . hygiene and public health, like medicine

at large, are but an aspect of the general civilization of

the time, and are largely determined by the cultural

conditions of that time.”

Thus, as a doctor pulls his head out of the

sand and attempts to broaden his perspective,

he finds facts disturbing to his ingrained attitudes.

In contemplating the spread of sexually-trans-

mitted diseases and searching for reasons not

present heretofore, he faces truths which seem

incomprehensible. He learns that the old “double

standard” is changing, i.e. a pattern of many

men, frequently protected by a condom, consort-

ing with a small number of prostitutes. And that

today’s women, liberated from the fear of preg-

nancy by the “pill” and lUD may feel as free to

fulfill their impulses or desires as are men. Thus,

no longer is the pool of gonorrhea limited to a

small number of prostitutes, rather the pool now
is diffused throughout all social levels and occupa-

tions. In 1968, a review of gonorrhea in England

and Wales showed that the male to female ratio

was approaching unity—in 1966 it was 2:1, as

compared to a ratio of 4:1 in London several

years earlier (see figure 1 for trends in the U.S.).

He who doubts that women are calling an end

to the double standard needs to review the rate

of illegitimate births*, and the rates of venereal

disease among the youth of both sexes. Addi-

tionally, now that microbiologic technics permit

the determination of gonococcal and herpetic

infections of the throat, the physician must accept

a wide spectrum of human sexual behavior.

Kinsey, a zoologist, and his group did science

generally and medicine especially a great service

when, to the consternation of many, they made
an in-depth study by personal interview of both

men and women and demonstrated how they

behave in their sexual life. (I acknowledged this

contribution in an editorial upon the publication

of his book on the female side, in 1953^.) From
their personal interviews with 5,940 normal and

stable white women in the upper and middle

social levels, we have a baseline for comparisons

GONORRHEA
Age-Specific Case Rates* by Sex

United States — Calendar Year 1974

MALE
Rale Rate

FEMALE

Fig. 1. The ratio of gonorrhea in males to females is 20 to 24 years. (From VD Fact Sheet 1975, Edition

shown to be:— 1:2.9 in children to age 14; 1:1.25 in 32. Courtesy USPHS, Dept. HEW.)
youths aged 15 to 19; and 1.6:1 in young adults aged

* In 1975, in Davidson County, there were 274 ille-

gitimate births to girls aged 12 to 16, and 458 to women
aged 17 to 19.

today.® Suffice it to say that research on young

women today reveal almost to a decimal point

the same percentage of “heavy petting,” for ex-
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ample, as did Kinsey’s in querying the genera-

tions of mothers and grandmothers to today’s

generation. In other words, the sexual behavior

of today’s young women is no “better” or “worse”

than that of their grandmother’s behavior in the

marriage bed or premaritally with her fiancee,

or in occasional extramarital flings. Orogenital

contact occurred too commonly among normal

adults, as found by Kinsey, to continue to be

labelled perversion. Today this fact is important

in explaining some aspects of epidemiology and

clinical disease.

With this background for perspective, the

practitioner must be prepared to meet the chal-

lenge of sexually-transmitted disease in an entirely

different setting than that of a generation ago.

Freed of the fear of pregnancy women may in-

dulge themselves in premarital and extramarital

sex, and even in promiscuity with “friends,” deny-

ing to the male his right to a double standard.

And men, finding willing female friends, can for-

sake more and more professional prostitutes and

with this the condom as protection against dis-

ease, in their false assumption that such is less

likely with “friends.” The result obviously is an

ever-widening pool of infection in which sooner

or later the ratio of genitoinfectious disease, as

between male and female, will approach a 1:1

ratio. (Among reported cases, the USPHS found

a progressive change in the ratio of cases of

gonorrhea, male to female from 3:1 in 1970,

to 1.5:1 in 1975.) Therefore, the doctor must

view persons at risk (ages 12 to 25 years) with

the cold eye of the biologist anticipating mam-
malian behavior irrespective of the sex.

Additionally, today’s physician is more likely

than doctors of a generation ago to encounter

less inhibition by the homosexual to admit his

behavior and therefore he will meet less epi-

demiologic puzzles than we did in the Vanderbilt

Syphilis Clinic of a quarter of a century ago. The

greater promiscuity of the homosexual over the

heterosexual has had long proof, pointed up first

by Kinsey. Knowledge of homosexual practices

will alert the doctor to recognize unusual pharyn-

geal and anal infections.

With this perspective of human behavior in

the area of almost uncontrollable biologic drive,

what may be the results in terms of disease! This

is the point of this presentation. Because of the

broad spectrum of diseases involved, they and
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their complications can be presented only in out-

line form and will be subdivided into the: (a)

“Old,” (b) “New,” and (c) “Possible” or “prob-

able.” (Table 1). Extensive documentation is

limited by space.

Table 1.

SEXUALLY-TRANSMITTED DISEASES

Organism Disease

Spirochaetes T. pallidum Syphilis

Bacteria N. gonorrhoeae Gonorrhoea

H. ducreyi Chancroid

D. granulomatis Granuloma inguinale

M. hominis Nongonococcal

urethritis

Chlamydia LGV agent Lymphogranuloma
venereum

TRIC agent Nongonococcal

urethritis

Viruses HSV-2 Herpes genitalis

Papovavirus Condylomata

acuminata

Pox Molluscum

contagiosum

Herpes Cytomegalic inclusion

HBsAg Hepatitis B

Protozoa T. vaginalis Trichomoniasis

Fungi Candida albicans Thrush

Parasites Acarus scabei Scabies

Phthirus pubis Pediculosis pubis

Suspect B streptococcus Vaginitis, urethritis,

neonatal inf.

C. vaginale Vaginitis, urethritis,

abortion, etc.

L. monocytogenes Vaginitis, urethritis,

neonatal inf.

THE “OLD”

This category includes diseases described in

ancient medical writings as well as in the Old

Testament. More to the point, they are the dis-

eases described as venereal in the education of

the medical person.

Gonorrhea, with an incidence of 420 per

100,000 (a rate of 1,155 for ages 15-19, 1,918 i

for ages 20-24 years), presents with urethritis

in the male (10-20 percent being asymptomatic)

and as cervicitis in the female (70-80 percent

being asymptomatic). Diagnosis in the male is

by smear and/or culture; in the female by culture

from the cervix (40 percent also have positive

rectal cultures). In VD clinics pharyngeal gonor-
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rhea occurs in about 5 percent of males and 10

percent of females having genital diseases.®’^ A
rate of 18 percent has been reported in pregnant

women pointing to changes in sexual behavior

during pregnancy. Pharyngeal gonorrhea has been

identified in one study in 14 neonates of 187

infected mothers. In homosexuals rates of pharyn-

geal gonorrhea have been reported of from 10

to 20 percent. The complications in the genital

tract are well known: in the male, urethral stric-

ture to make itself known years later, epididy-

mitis, prostatitis, and less commonly, orchitis;

in females, salpingitis and tubo-ovarian abscess,

surgical management of pelvic disease accom-

panied by about a 10 percent mortality; and

sterility in both sexes. Blood stream infection

may manifest itself in tenosynoritis, arthritis,

rashes and rarely endocarditis; septicemia occur-

ring more frequently in women and related to

the menses and pregnancy.

Syphilis, with an incidence in the infectious

stage of 23.6 per 100,000 (rate of 19 for age

15-19, 41 for age 20-24 years) usually is

marked at the portal of entry by a primary sore,

to be followed, if untreated, by a rash appearing

in crops, moist lesions of the genitalia, ulcers of

mucous membranes, lymphadenopathy, and

symptoms of systemic disease. Relapse occurs

in about one-fourth within the first couple of

years; the disease then remains “latent” for the

duration of life in most patients with the possi-

bility of some 10 percent developing manifesta-

tions each of neurosyphilis or aortitis, and a

lesser number having benign granulomatous

lesions—the late manifestations appearing in the

second or third decade after infection.

Three of the “old” genitoinfectious diseases

show a marked decrease in incidence in this

country presumably because of improvement in

personal hygiene.

Chancroid, a localized disease characterized

by destructive ulceration of skin usually accom-

pained by suppuration of the draining lymph node,

has decreased in the past 25 years from a high

of 6.4 per 100,000 in 1943 to 0.5 in 1974.

(It presented a major problem to the military

in Vietnam and continues to in Korea.)

Lymphogranuloma (lymphopathia) vene-

reum, a localized infection due to a Chlamydia

(LGV agent) has as its main manifestation mas-

sive lymphadenitis with multiple sinuses, and in

females proctitis and often rectal stricture, and

has dropped from 2.2 per 100,000 in 1944 to

0.2 in 1974. Yet the disease may appear un-

expectedly, as reported recently, a cluster of 4

cases in a university community, the initial pa-

tient a coed, daughter of a physician^; and still

more recently a case report [JAMA] describes

LGV cervical lymphadenopathy following fellatio

and in a homosexual.

Granuloma inguinale presents as a chronic,

indolent ulcerogranulomatous lesion of the skin

and mucous membrane, healing with scarring

but extending unchecked if untreated. Its inci-

dence too is decreasing from 1.8 per 100,000

in 1949 to 0 in 1974. Again, isolated instances

of the disease will appear; my last example was

2 years ago in a 19 year old white woman AWOL
from Central State Hospital for several months

and who, upon being returned had one typical

lesion on a buttock in which the Donovan bodies

were easily demonstrated.

THE “NEW”
These are not truly new but I use the term

because they either are new in terms of their

becoming identified with sexual transmission or

are assuming a new prominence in this area. Since

these diseases have not been reportable in the

U.S., and the accumulating American publica-

tions are scattered in many journals, statistical

information wiU need to be quoted mainly from

other countries.* (Table 2.) Only on March 15,

1976 did the first 3 of a projected 9 clinics under

contract to CDC open for monitoring the inci-

dence of these “new” infections in this country.

Nongonococcal Urethritis (NGU). This also

is identified as “nonspecific genital infection,” a

clinical entity in which several infectious agents

have been incriminated. It has been accepted

everywhere in Europe as a sexually-transmitted

disease. Its increase in frequency over the years

has paralleled that of gonorrhea; actually it has

outstripped gonococcal urethritis in men in En-

gland, being almost twice as frequent as gonor-

rheal urethritis.^® It often accompanies gonococcal

infection, symptoms persisting after the gonococ-

cus has been eliminated. NGU usually is charac-

terized by a seropurulent urethral discharge in

men and burning on urination in women. It is

* The recent volume by two well known English

venereologists is the source of the general statements

regarding the new diseases. This work reviews an exten-

sive world’s literature, and therefore documentation by

specific references becomes impossible.^
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Table 2.

Sexually-transmitted diseases in England and Wales,

1971-1973

Males Females

Disease 1973

Per cent,

change

since 1971

1973

Per cent,

change

since 1971

Non-specific genital

infection 69,993 + 16.1 15,022 + 10.9

Post-pubertal

gonorrhoea 38,871 — 0.4 21,299 + 15.5

Condylomata
accuminata 11,922 +30.7 6,449 +31.5

Candidiasis 5,058 + 67.8 27,545 +25.5

Herpes simplex 3,419 +21.5 1,567 +67.1

Pediculosis pubis 3,263 + 2.8 1,143 + 13.5

Scabies 2,167 —17.3 465 —39.1

Trichomoniasis 1,643 + 18.5 18,032 + 1.1

Primary and

secondary syphilis 1,329 +38.0 220 — 1.8

Molluscum

contagiosum 490 + 29.6 180 +25.0

Lymphogranuloma
venereum 60 + 33.3 8 \ figures

Chancroid 34 —32.0 2
1

too

Granuloma inguinale 5 nil 3 \ small

(Courtesy of the Department of Health and Social Security)

By permission of author and the Brit J Vener Dis.io

apparent that several infectious agents may cause

this clinical syndrome. If one sexual partner

only is treated, he or she will be reinfected.

Chlamydia trachomatis (TRIG) as a cause of

NGU first came to the attention of English clini-

cians following its isolation from conjunctivitis in

a neonate and the demonstration of NGU of this

etiology in the parents. The organism can be

cultured in irradiated McCoy cells. Numerous

studies are reported in the English literature of

the incidence of the TRIG agent in patients

having NGU and in their contacts. Few studies

have been recorded in this country. One describ-

ing the urethritides among students at the Uni-

versity of Washington showed that 92 percent

were nongonococcal and of these 50 percent were

chlampdial.^^ The organism can be isolated from

the genitals in patients having trachoma. In En-

gland, it appears that users of “the pill” have a

rate double that of nonusers. TRIG salpingitis

has been documented. This agent is differentiated

from LGV agent not only clinically but by micro-

immunofluorescence.

The second organism identified in NGU is the

T-strain of Mycoplasma hominis. This has been
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widely studied in foreign countries. Investigation

in Boston in hospital and private practice^^ at

Camp LeJune, among male students at the Uni-

versity of Virginia and among both male and

female students at the University of Wisconsin,

document the clinical picture and sexual trans-

missibility.^^

Reiter’s Syndrome consisting of urethritis, ar-

thritis, conjunctivitis with incubation of 1-5 days

is not new. Migratory arthritis, lasting up to 3

years, is the most disabling aspect of the disease

and is the most common form of arthritis in the

young male in England. It is 15 times more

common in males than in females, and is associ-

ated with 1 percent of cases of NGU. Some
studies point to subgroup-B Chlamydia as the

causative agent though this has not been firmly

established as yet.

Herpes genitalis is a not infrequent disease

which has been recognized by many physicians

for years. However, herpes virus II has attained

significance today from two viewpoints. One is

its transmissibility sexually, and the other is its

probable relationship to carcinoma of the cervix

and possibly of the prostate. Herpes genitalis is

said to be the most common cause of genital

ulcer in English clinics. Clinically, a cluster of

vesicles may appear 4 or 5 days after exposure,

persisting 10 or more days. In women, severe

cervicitis is typical. Recurrences may appear for

years. Inclusion bodies can be shown by scrap-

ings from the vesicles; the virus grows in the

chick embryo.

Since the disease is asymptomatic in many,

antibody determinations are of interest. Herpes

simplex virus, type I (HSV-I) is the infectious

agent of herpetic disease of childhood and/or of

the upper portions of the body, mouth, lips, eye,

etc. Antibody studies have shown that by puberty

40-60 percent of persons carry these against

HSV-I. After age 14 antibody studies against

HSV-II are shown in: 20-60 percent of adults,

3 percent in nuns and 100 percent in prostitutes.

In higher socioeconomic levels antibodies are

found in 30-50 percent of adults, and in lower

levels in 80-100 percent.

Nahmias and his associates at Emory Uni-

versity have been the most active group in the

country in research upon HSV-II. After suggest-

ing a relationship between herpes and cervical

cancer in 1966, these investigators showed that

antibodies to HSV-II could be shown in 83 per-
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cent of those with invasive cervical cancer, in

70 percent of those with cancer in situ, in 56

percent of those with cervical dysplasia and in

20 percent of matched controls 7^ Laure Aurelian

of Johns Hopkins, who has prepared a review

of this subject, found almost identical statistics

and has demonstrated viral anitgens in exfoliated

cells of cervical cancer. The American Cancer

Society has recognized the relationship of HSV-
II to cervical carcinoma in a recent issue of its

journal (Oct. 1974). (The Tennessee Depart-

ment of Public Health called attention to HSV-
II infection in its Bulletin of November, 1975.)

Condyloma accuminata (genital warts) are

caused by a papilloma virus. Morphologically,

the lesions do not differ from warts on other

areas of the body. Epidemiologic studies have

shown in one series that 70 percent of sexual

contacts of 428 women having vulvar warts devel-

oped condyloma accuminata. Perianal lesions of

this type have a seven times greater frequency

among homosexuals than penile warts. An Ameri-

can investigator has found an increase of this

lesion among students and accompany tricho-

moniasis. In another study 57 percent of 182

patients having genital warts had measurable anti-

bodies to the papovavirus. Though the proof has

not been incontrovertibly established as to the

sexual transmission of this virus, the epidemi-

ologic evidence is highly suggestive.

MollUSCUm COntagiosum. The virus causing

this disease is of the pox group. This papular

eruption has long been known to be related to

close body-to-body contact especially among chil-

dren and has usually appeared in dermatology

clinics. In the London VD clinics the disease

presents as of the genitals. The experience of

the military in Vietnam and Korea showed that,

characteristically, the lesions were present on

the penis, pubic region and inner aspect of the

thighs. The evidence is convincing that among
adults, molluscum contagiosum is probably ac-

quired by sexual exposure, also confirmed by

studies in the Department of Dermatology at

the University of Michigan,

Cytomegalovirus (CMV). This is one of the

: herpes virus group isolated in 1956. The disease

I is characterized by persistent latent infection

' which has hampered epidemiologic studies. In

active infections it has been isolated from the

! throat, urine and breast milk. Antibodies are

present in London youths in 20 percent by age

15, reaching 50 to 60 percent in young adults,

and may reach almost 100 percent in unhygienic,

crowded surroundings. One study showed that the

CMV was present in the cervix in 13 percent of

1 20 women examined in a VD clinic, and in none

of 76 controls. Blacks have a higher incidence

than whites. The virus has been collected from

semen. In a pregnant population up to 40 percent

have the CMV in the cervix at the time of

delivery. It is estimated that there are 5,000

brain-damaged neonates annually in the U.S.,

60 percent infected intrapartem, the remainder

by the transplacental route. Neonatal infection

is more common in those of unmarried mothers,

again suggestive of a higher incidence associ-

ated with promiscuity.

Hepatitis B (HBAg). Studies in this country

and abroad have within the past decade cast

doubt upon the assumption that infection with

this virus is the result of parenteral inoculation

only, hence, “serum hepatitis.” It became clear

that other routes of infection were important,

namely the oral route. In London, it was shown

that 55 percent of adults with hepatitis had no

history of parenteral exposure, and it was found

that two-thirds of those affected were young men.

Further studies verified a frequency among those

visiting VD clinics of 10 times that found among

blood donors in transfusion centers. Antibody

determinations showed a high distribution among

homosexual males and correlated with the inci-

dence of gonorrhea and syphilis in these subjects.

Homosexuals may be infected either by the oral

or anal route. A careful study at the Columbia

University School of Public Health has confirmed

the importance of sexual behavior in the spread

of this disease in highly sexually promiscuous

populations. As measured serologically, 15-18

percent of promiscuous heterosexual persons were

positive and 37-51 percent of promiscuous homo-

sexual persons, especially in those having had

mainly anogenital contact.^® Evidence for infec-

tion by vagina is not established, but one nat-

urally wonders if menstrual blood might be a

vector.

Trichomoniasis. It has become accepted that

the transmission of the parasite from person to

person is by sexual intercourse. Two international

conferences upon this disease ended with state-

ments that, other than for neonatal infection,

there is no medical evidence the disease is ac-
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quired in other than by the sexual route. As is

well known, the disease may be asymptomatic,

the icubation period being 4 days to 4 weeks.

It often is self-limited in males, the parasite being

washed out at urination. Yet in England tricho-

monal infestation is said to account for 15 per-

cent of the cases of NGU, and in that country

is 5 times more frequent in blacks than in whites.

In the clinic population of London Hospital, the

incidence of infestation was 23 percent for the

gynecologic patients,. 25 percent for pregnant

women, 32 percent in the VD clinic, and among

prostitutes 60 percent; by contrast 157 coeds

(age 20-22), as a control population, did not

have the disease.

In patients having gonorrhea, trichomoniasis

has been found concomitant in 50 percent of

cases according to some English studies. In the

male, the disease usually presents only as urethri-

tis. However, prostatitis, epididymitis and hema-

tospermia do occur. In women, the clinical mani-

festations are vaginitis, urethritis and genital

pruritis; endocervicitis, skenitis and bartholinitis

may be accompaniments. From an epidermiologic

viewpoint, if both parties to the sexual act, as in

spouses, are not treated simultaneously, reinfec-

tion occurs in the treated person.

Candidiasis infection with C. albicans is cer-

tainly not a new disease. In England it is said

to be the most common infectious agent isolated

from the female genitalia. It has long been known
that factors other than the mere presence of the

yeast predispose to clinical disease,—thus, dia-

betes mellitus and pregnancy, accompanied by a

higher glycogen content in the vagina, obesity

and general hygiene have roles. The use of oral

contraceptives as a predisposing factor has been

controversial; the “pill” changes the physiologic

state of the vagina. In London, of 533 women
visiting a clinic for vaginal symptomatology, 138

(26 percent) had candidiasis; one-third of the

women were using the pill. Among 152 coeds

at New York University who complained of

vaginal discharge, 59 has candidiasis and of these

66 percent were using oral contraceptives.

Most of the readers are familiar with the

clinical manifestations of genital candidiasis in

the female: erythema and pruritus of the vulva

and the characteristic discharge. In the male,

the main manifestation is balanoposthitis, par-
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ticularly in the uncircumcised, reported as high

as 10 percent in sexual contacts. In some clinics

in England candidial urethritis has been thought

to represent 5 percent of instances of NGU.

Phthiris pubis and Scabies. It may appear

inappropriate to classify infestation with the crab

louse and/or Sarcoptes scabiei with sexually-trans-

mitted diseases, but our colleagues in England

and on the Continent point to a rise of infestation

with the crab louse more or less parallel to the

increased incidence of gonorrhea. It has become

a disease of the VD clinics rather than of the

dermatology clinics. (JAMA carried a warning

in this regard, October 1, 1973.) Likewise,

scabies in its worldwide increase has come to

the attention of the venereologists as patients have

had complaints which are the results of excoriated

papules following the broken burrows on the

penis, scrotum, abdomen, etc. What is of special

significance to physicians is that they need to

disabuse themselves of the notion that such in-

festations occur in the dirty and underprivileged

persons. Sexual promiscuity is a great leveler of

social strata. Bedfellows are not necessarily

chosen on the basis of bathing habits.

BACTERIAL DISEASE UNDER SUSPICION

As investigation into infections of the genital

tracts has advanced, it is only natural that organ-

isms which had been thought to be saprophytic

should be scrutinized anew. Thus, it has been

found that some of these organisms are not uni-

versally present, suggesting implantation. So too

it appears that though they may appear to be

nonpathogenic, they can lead to pelvic disease

in women, prostatitis in men, have a role in

septic abortion and in disease of the neonate.

It is likely that we will hear much more about

these and other, as yet unknown, bacterial infec-

tions among the sexually-transmitted diseases.

Corynebacterium vaginale (formerly known

as Hemophilus vaginale), first recognized in

1953, has been thought to be a commensal organ-

ism recovered by culture in several series from

6 to 52 percent of women, varying with dif-

ferent groups; for example, in a U.S. study in

asymptomatic married women 24.4 percent, and

in asymptomatic married white women, 9.5 per-

cent. Inoculation experiments show that cultures

planted in uninfected vaginas give “takes” in

from 10 to 50 percent. On the other hand, there

are suggestive data as follow:—positive cultures
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from the male urethra were obtained in 37 of 44

men whose wives had C. vaginale vaginitis, and

in another series in 91 of 101 men whose wives

had vaginitis. Additionally, it has been shown

that unless both partners are treated simultane-

ously, reinfections occurs in the treated one.

Urethritis in the male has contributed a small

percent to NGU. Authors have commented upon

the frequency of double infection with C. vaginale

and trichomoniasis as suggestive of a sexually-

transmitted disease. Though of low pathogenicity,

pubhshed reports have related the bacterium to

septic abortion, neonatal infection, stillbirth and

neonatal deaths. Josey and Lambe of Emory
School of Medicine have reviewed the sexual

transmission of this organism.^®

Streptococcus, Group B. Pathologists and

pediatricians have been struck by the increasing

incidence of fatal pneumonia in neonatal life

and the sudden onset of the respiratory-distress

syndrome (suggestive of hyaline membrane dis-

ease) due to Group B streptococcal disease fol-

lowing early rupture of the membranes. These

have been recognized in the past decade. The

colonization in the maternal vagina is about 25

percent. An editorial in the New England Journal

of Medicine (Jan. 8, 1976) points to this problem

as posing “more questions than answers.” Carol

Baker^^ of Baylor, presented her investigations

at the 1975 meeting of the APHA, describing

asymptomatic colonization with B. Streptococcus

in vaginae and urethritis in male sex partners.

Intrapartem transmission to infants is up to 70

percent; colonization in neonates at birth is high

(25-30 percent). Fortunately, serious neonatal

infection is uncommon. In 484 nonpregnant

women studied, the colonization rate was 1

7

percent.

Listeria monocytogenes may be an inhabitant

of the vagina without symptomatology, but is be-

coming suspect because of the increasing fre-

quency of meningoencephalitis and septicemia in

the newborn. Abortion, prematurity and still-

birth are related to this organism formerly

thought to be a saprophytic inhabitant of the

vagina.

THE PEDIATRICIAN’S STAKE
At points in this paper reference has been

made to the relationship of the sexually-trans-

mitted diseases to disease in the unborn child

or the neonate, a subject recently emphasized

by Nahamias.^® The majority of these diseases

in the mother may reflect themselves in the infant.

There is neither time nor space for discussions

of a topic which would warrant a complete article

and therefore it is presented merely in tabular

form. (Table 3)

Table 3.

REPORTED DISEASE IN OFFSPRING

Prenatal - Intrapartum - Neonatal

Syphilis—mucocutaneous, neurologic, skeletal

Gonorrhea—ophthalmia neonatorium, vulvovaginitis, phar-

yngitis, arthritis, meningitis

Chlamydia (TRIG agent)—ophthalmia (trachoma)

Herpes genitalis—abortion, stillbirth in 25%; 33%—CNS
damage

Condyloma acuminata—laryngeal and bronchial warts

Cytomegalic Inclusion—pneumonitis; CNS disease (Est.

5000 in US/yr)

Hepatitis—Hepatitis and/or antibodies

Trichomoniasis—vaginitis, diaper rash (17%), disseminated

infection

Candidiasis—oral, cutaneous, disseminated systemic dis-

ease

?—B streptococcal vaginitis—pneumonia, respiratory dis-

tress syndrome

?—C. vaginale vaginitis—septic abortion, stillbirths, neo-

natal deaths

?—L. moncytogenes vaginitis—stillbirths, abortions

?—M. hominis (NGU)—asymptomatic infection

DISCUSSION AND SUMMARY
It is common knowledge that gonorrhea stands

in first place of reported infectious diseases in

this country, and is described by some as “a

leading childhood disease in the U.S. today.”

There is very good evidence that the number of

reported cases is far from complete because of

incomplete reporting by doctors as well as of

unrecognized asymptomatic infection as shown
by cervical culture of certain female groups in

the population. The total number of reported

cases for FY 1974 was 874,161 cases, but the

USPHS estimates that the figure of 2,700,000

new cases in that fiscal year is more nearly the

true figure. The socioeconomic impact of the dis-

ease is serious. The cost of 175,000 hospital ad-

missions for pelvic disease may represent $211

million annually. It is estimated that 5,750 girls

are absent each day from school because of

gonorrhea. Its effect in lifelong sterility in either

sex is immeasurable.

Syphihs has shown a shght decline in reported

cases for 1974. However, the USPHS be-

lieves that some 80,000 new cases of infectious

syphilis occurred during that year. The spread
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of syphilis by homosexuals is alarming but sta-

tistics are difficult to obtain. What is somewhat

disturbing is the annual increase for some years

of reported early latent cases suggesting that in-

fectious cases are missed. Late latent and late

cases have shown a decline in recent years. The

incidence of congenital syphilis has leveled off.

However, in the large cities it is apparent that

only 44 percent of mothers receive medical care

during pregnancy and only 40 percent of these

have been tested serologically during pregnancy.

Thus, we must remind ourselves continually

that the incidence of gonorrhea continues to rise

and has shown no evidence of abating. The up-

ward trend of early syphilis has leveled off, no

doubt to a degree as a result of adequate treat-

ment of gonorrhea with penicillin which thereby

can abort incubating treponemal infection. How-
ever, we must be aware that as the gonococcus

continues to become more and more resistant

to penicillin, the substitutes for penicillin are im-

potent for T. pallidum and thus one may antici-

pate an increased incidence of syphilis.

Since the objective of this review is to widen

the perspective of practitioners of medicine and

surgery concerning the sexually-transmitted dis-

eases, both from the sociologic and clinical view-

points, the following points need emphasis.

1. Gonorrhea is important as an indicator. Its

progressive rise in incidence is proof that sexual

exposure to infection is common at all levels of

society and is unlikely to diminish in the fore-

seeable future. If, in his mind’s eye, the doctor

will visualize the diseases discussed in this paper

attached to the “stone” gonorrhea, as it is cast

into the pool of sexual promiscuity, he can come
to only one conclusion: the spreading centrifugal

ripples will spread not only the gonococcus, but

the several viruses and other infectious agents re-

viewed, to the point that he will of certainty en-

counter an increasing incidence of these diseases

in his practice, if he has the eye to recognize them

(Fig. 2). There is no reason to believe that the

experience in this country should differ from that

of the countries of Europe when these “other”

diseases become reportable.

2. The doctor must free himself of the long-

nurtured belief that the pattern of venereal dis-

ease is the result of a double standard of pre-

marital or extra-marital sexual exposure by males

to professional prostitutes. Rather he must now
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attune himself to recognize that normal and

stable women have sex drives, as shown by Kin-

sey, which had been contained in past genera-

tions by marriage or anticipated marriage, and

by a fear of pregnancy. And, the fear of preg-

nancy having been dispelled by oral contracep-

tives, that in a ‘freer’ society the double stan-

dard will fade out, sexual promiscuity will involve

“friends” instead of prostitution for money, and

the ratio of sexually-transmitted disease will ap-

proach unity as between the sexes. By the year

2000 A.D. Pauline’s Memoirs, of the “House on

Clay Street/’ may become an historical docu-

ment. The decline of mechanical prophylaxis

represents a serious loss. The condom was used

as a prophylactic against disease in the prostitute

and against pregnancy in the “girl friend.” The

“pill” has, to a degree, outmoded the condom

and thereby fostered the spread of disease in a

promiscuous population.

3. The doctor, as he views his patient, must

view him or her as a biological organism and

without bias as to sex. He will find her much
more willing to talk than women of a generation

ago, and with little embarrassment since this

became dulled as she consulted physicians, stu-

dent health service, or family planning clinics

for contraceptive advice. The doctor is likely to

find less reticence in the homosexual, as he ex-

plores complaints and symptomatology of indi-

viduals of the most sexually-promiscuous group

in our population. (A quarter of a century ago

in our Syphilis Clinic it was most difficult to

break through the defense of these individuals.)

4. Having these factors in mind, the phy-
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sician must now expand his clinical horizon to

look beyond gonorrhea and syphilis. He must

be prepared, probably, to cope with more in-

stances of nongonococcal urethritis than with

gonorrhea, and of varied etiology. He will need

to look upon “old” diseases in a new light:

trichomoniasis as only a sexually-transmitted

disease; candidiasis a commensal infection modi-

fied by the “pill” and transmissible to the partner;

herpes genitalis, spreading rapidly and possibly

a forerunner of carcinoma of the cervix and

prostate; other viral diseases transmitted sexually;

and “serum hepatitis” with an expanding fre-

quency through sexual promiscuity. He must

keep his eyes sharpened for new knowledge

about these as we, in this country, belatedly set

up surveillance stations in 1976. Too, he must

be ready to acquire knowledge of the import of

the several bacterial diseases, whose suspected

sexual transmissibility may become confirmed as

a promiscuous population transmits infections in

ever widening circles. Nor should the doctor

forget the parasites.

.5. The hazards of the several sexually-trans-

mitted diseases to the offspring of infected

mothers will need to be always in mind when

the doctor is faced with disease in neonates or

in early infancy.

TREATMENT
This might be the subject of another article.

Only suggestions appear in Table 4. However,

the practitioner should be alert to new methods

which are certain to appear in coming months

or years for the “old” diseases in a new garb,

and for the “new” diseases. I take the oppor-

tunity to beg those treating gonorrhea to do so

adequately (to follow the recommendations of

the USPHS), thereby aborting syphilis as well

as aiding in the control of spread of the gonococ-

cus which is developing resistance to penicilhn

enhanced by inadequate treatment. Too, I must

emphasize that if one is forced to deviate, be-

cause of penicillin sensitivity, from usual pro-

grams one must face hazards by yet greater

surveillance of the patient for treatment failure

and unaborted syphilis. As the new centers to

be established by the USPHS monitor the “new”

diseases of sexual transmission the reader will

hear more of their treatment.

CONCLUSION
In facing sexuality in the human race, now in

Table 4.

TREATMENT

Syphilis

Gonorrhea

Chancroid

Granuloma inguinale

Lymphogranuloma venereum

T. mycoplasma

Chlamydia (TRIC agent)

Reiter’s disease

Herpes genitalis

Condyloma acuminata

Molluscum contagiosum

Cytomegalic inclusion dis.

Hepatitis B

Trichomoniasis

Candidiasis

penicillin*

penicillin*

sulfisoxazole

tetracycline

tetracycline

tetracycline, erythromycin

tetracycline

symptomatic

none—(? dyes &
photosensitization)

local

local

none

none

metronidazole

nystatin

*lf “allergic”, consult USPHS recommendations.

the open, and the sexually-transmitted diseases,

the doctor, whether he likes it or not, will be

“playing in a different ball park.” If his attitude

toward matters sexual refuses to accept its nor-

mality, he at least should acknowledge the tenet

I included in my textbook for students, “A phy-

sician must never be an arbiter of morals, but

merely a recorder and observer of biologic,

physiologic, and psychologic facts.” Finally, as

a responsible citizen, he should lend effort to

any and all moves to alter the cultural heritage

of our civilization, the maior deterrant to facing

up to sexuality and sexually-transmitted disease.

In this regard one can pose a significant ques-

tion: why is society so exercised about degener-

ative or malignant diseases whose solution might

add only a year or so to the life expectancy of

the mature adult, and entertain a ‘blind spot’

for the morbidity and mortality from genito-

infectious diseases in infants, children and youths,

all of whom should look forward to an extended

healthy life expectancy!

Vanderbilt University

School of Medicine

Nashville, Tennessee 37232
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Swine Flu: Problem or Panie
ALAN R. HINMAN, M.D., STEVEN J. BARID AND EUGENE W. FOWINKLE, M.D.

“The importance of [influenza] cannot be estimated

simply by the number of deaths recorded as directly

attributable to the disease; indeed we frequently find

visitations of Influenza represented as by no means

fatal. It is necessary to extend our consideration to the

fact that during the prevalence of Epidemic Catarrhal

Fever the mortality is usually increased, often to a

very remarkable degree; the cause of Influenza, inde-

pendently of its agency in producing characteristic

symptoms, appearing to exert a power to modify any

pre-existing disease with which it may combine; to

impair extensively the vital energy, so as to increase,

in a population of an affected district, the liability

to contract other diseases; and also to lessen the abil-

ity to resist any degree of fatal tendency which such

concurrent diseases may possess.”^

This statement, written in 1852, succinctly

describes one major reason why epidemic in-

fluenza is regarded as a public and individual

problem. Another reason is the ability of in-

fluenza to produce explosive and widespread

epidemics, incapacitating substantial segments of

the population and providing a great drain on

health care resources. The purpose of this paper

is to describe events leading to the current de-

cision for a nationwide influenza immunization

program and to identify major unresolved issues.

Influenza Virus

Influenza virus belongs to the family of myxo-

viruses and has an RNA nucleoprotein core.

Three varieties of RNA core are recognized and

on the basis of this core influenza viruses are

divided into three types: A, B, and C. To date

influenza A is the only strain which has caused

extensive epidemics of human disease; influenza

B causes sporadic outbreaks and influenza C
has only rarely been associated with human dis-

ease. Surrounding the nucleoprotein core is a

membrane containing several protein antigens.

Two of these—the hemagglutinin (H) and the

neuraminidase (N) project from the surface.

These two antigens have been extensively studied

regarding their relationship to pathogenicity and

antibody response although it appears they are

not the sole determinants of pathogenicity. Four

distinct hemagglutinins (HO, HI, H2, H3) and

two distinct neuraminidases (Nl, N2) have been

found in human influenza viruses. Several other

From the Tennessee Department of Public Health,

Nashville, Tenn. 37219.

hemagglutinins and neuraminidases have been

found in influenza viruses isolated from other

animal hosts, including swine, horses and birds.

Influenza A viruses periodically undergo major

changes in surface antigens (“antigenic shift”).

Since immunity following infection is fairly type

specific, these shifts result in a “new” influenza

virus, thus rendering the human population high-

ly susceptible, despite previous experience with

influenza. In consequence, all antigenic shifts

thus far documented have been associated with

widespread epidemics of influenza in the human

population.

In addition to these major antigenic variations

which occur approximately every decade, minor

variations in antigenic characteristics occur on a

nearly continuous basis. These are typically asso-

ciated with lesser epidemics of influenza as a

result of somewhat increased susceptibility re-

sulting from these slight variations. Examples of

major antigenic shifts include the appearance

in 1947 of a new strain (HlNl), the “Asian”

flu of the 1957 (H2N2), and the “Hong Kong”

flu of 1968 (H3N2). In each of these years there

were major epidemics of influenza in the U.S.

and the world,^ In the interval between these

major shifts, viruses closely related to these major

types were responsible for substantial influenza

activity. In each year since 1968, for example,

the predominant influenza virus has been an

H2N2 virus, each year slightly different from the

strain which was prevalent the year before. In

1975-76 the prevalent strain was labeled A/
Victoria and differed slightly from the 1974-75

A/Port Chalmers strain.^

Epidemiology of Influenza

Influenza is spread from person to person

through respiratory contact (inhalation of drop-

lets containing virus particles). As it is a disease

with relatively high infectivity and short incu-

bation period (typically 24-48 hours), influenza

can spread explosively throughout a population

within a short time of its introduction. Rapid

spread is enhanced by crowding.

Influenza typically primarily affects children

and young adults. In these groups it is generally

a mild disease with several days of fever, myalgia

and cough followed by prompt recovery. How-
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ever, in the very young, the elderly, and those

with chronic debilitating conditions influenza can

be a serious disease causing death directly (as

viral pneumonia), as a result of bacterial super-

infection, or as the final insult to a debilitated

host.

This potential for causing death is reflected

in the introductory quotation and in the fact that

influenza currently is the only communicable dis-

ease in the world which has significant impact

on death rates. Whenever a major antigenic

variant of influenza has appeared, substantial

increases in the death rate have been noted.

These increases are seen both in deaths attributed

to pneumonia or influenza and in deaths due to

all causes. In the 1918-1919 world-wide pan-

demic of influenza millions of people died. Ap-

proximately 500,000 deaths attributed to influenza

and pneumonia were recorded in the United

States alone. Subsequent epidemics of influenza

in the U.S. have not been so severe but in the

Asian flu epidemic of 1957-58 approximately

70,000 deaths in excess of the usual number were

noted and during the Hong Kong epidemic of

1968-69 more than 33,000 excess deaths were

noted in the U.S.^

So consistent is the relationship between epi-

demic influenza and an increase in death rates

(particularly deaths attributable to pneumonia

and influenza) that monitoring of death rates is

a standard technique for assessing the presence

and magnitude of influenza activity. Figure 1

depicts deaths due to pneumonia and influenza

in 121 large U.S. cities (including Chattanooga,

Knoxville, Memphis, and Nashville) from Oc-

tober, 1973 to April, 1976. In both 1974-75

and 1975-76 there was a significant increase in

deaths attributable to pneumonia and influenza;

this correlated well with other observations (such

as viral isolations and reports of influenza illnes)

regarding the occurrence of influenza. By con-

trast, in 1973-74, when other measures gave

little indication of widespread influenza activity,

there was no significant rise in deaths attributed

to pneumonia and influenza.^

The usual pattern of deaths related to influ-

enza, as mentioned above, is to strike most

heavily the very young and the very old. Figure

2 depicts the death rates due to pneumonia and

influenza for specified age groups in different

epidemic years. Death rates are consistently high-
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est in the very young and the very old and pro-

duce a characteristic “U”-shaped age-specific

mortality curve (1892, 1936, 1957). By con-

trast, the 1918-1919 pandemic had a “W”-
shaped curve, selectively striking young adults.

The reason for this difference is not known.®

Table 1 portrays estimates of the national costs

Table 1—Estimated Costs in the United States

of the 1968-1969 Pandemic

Number
(X 1000)

Cost per

Event

Total Cost

($ million)

Morbidity

School Days Lost 34,833

Work Days Lost 66,210 $29.53/day $1,955,135

Medical Care

Physician Visits 27,092 $ 7.12/visit 192.930

Hospital Services 5,760 $64.67/day 372.499

Prescriptions 21,322 $ 3.36/

prescription

71.675

Total Cost of Medical Care 637.104

Total Morbidity Cost 2,592.239

Excess Mortality 27,495 $46,837/death* 1,287.791

TOTAL COSTS $3,880,030

($3.88 billion)

*Age adjusted for earnings lost

of the 1968-69 epidemic of Hong Kong influenza.

The total number of excess deaths depicted

(27,495) is based on a sample of data rather

than the actual final count, which was 33,800

excess deaths. Nonetheless, the national costs of

the outbreak can be estimated at $3.8 billion,

a staggering figure.'^

Influenza Immunization

Because of the major impact that influenza

can have on a community and the fact that it

can readily carry away the elderly or the debili-

tated, considerable interest has focused on pre-

ventive measures, primarily vaccines. Influenza

vaccines were first developed in the 1940’s and

originally were unsatisfactory in that protection

levels were low and rates of undesirable side

effects were high. The vaccine, which is a killed

virus vaccine prepared in embryonated chick

eggs, had a substantial number of impurities (in

fact, it was described by some observers as in-

cluding the whole chicken with only the feathers

removed). More recent vaccines have fewer im-

purities and much greater antigenic activity. The

most recent influenza vaccines typically have a

protection rate in excess of 70 percent with a

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



MORTALITY IN 121 UNITED STATES CITIES

I975|l976 1975|l976 I975|l976

1975|l976 I975|l976 I975|l976

1975
1
1976

, 1975 1 1976 1975
|

1976

Figure 1—Pneumonia and influenza mortality in 121 (Source; CDC).
United States cities October, 1973—April, 1976.
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rate of reactions (sore arm and fever) on the

order of 5-15 percent. Serious reactions to in-

fluenza vaccine are rare and fatal reactions have

never been documented.^

One factor inhibiting the use of influenza

vaccine in the past was that when major variants

appeared there was not sufficient time from initial

recognition of a “new” virus to develop, dis-

tribute, and administer a vaccine against the

new strain. As a consequence, vaccines have

not previously modified epidemics resulting from

“new” strains.

In periods between major antigenic shifts,

vaccines have typically been prepared from anti-

gens of virus strains present in the preceding year.

These vaccines have been recommended for use in

DEATHS PER 100,000 POPULATION
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the elderly and the chronically ill and have pro-

vided substantial protection to those immunized.^

However, for a variety of reasons including the

negative image of influenza vaccine resulting

from experience with the earlier vaccines, it has

not been widely used, even in high risk popu-

lations. The 1974 nationwide immunization sur-

vey indicated that approximately 8.4 percent of

all U.S. citizens over one year of age had re-

ceived influenza vaccine during the preceding

year; the proportion of high risk individuals who
had received vaccine was only slighty higher

(17.7 percent).® Paradoxically, while many high

risk persons went unprotected, college football

teams were often well-immunized.

Kavet'^ has recently carried out an extensive

cost benefit analysis on influenza immunization

and has demonstrated that widespread use of

influenza vaccine in high risk populations is

definitely cost beneficial. This information,
coupled with more favorable experience with

newer vaccines has led to a growing emphasis

on routine annual influenza immunization of high

risk individuals and the aged. At least three states

(California, Illinois, New York) have under-

taken state-supported plans to provide vaccine

and imunizations. At the national level, increas-

ing attention has been paid to the possibility of

a federally supported influenza immunization

program although no definitive steps had been

taken prior to the present one.

Swine Influenza

During the winter of 1975-76, extensive in-

fluenza activity was noted throughout the coun-

try due to an H3N2 virus (A/Victoria). In Jan-

uary 1976 epidemic febrile respiratory disease

with all the characteristics of influenza appeared

at Fort Dix, New Jersey, a major army recruit

training center. Specimens obtained from many
sick recruits yielded influenza A/Victoria. How-
ever, several isolates were obtained of an influ-

enza A virus which was clearly a major antigenic

variant. This virus was promptly shown to be

virtually indistinguishable from the swine influ-

enza virus and it was thus characterized as

HswINI. Serologic testing of a large number of

recruits who had had febrile respiratory disease

revealed that approximately 500 had been in-

fected with this virus; a larger number had been

infected with A/Victoria. Despite intensive in-

vestigation, a definitive source of introduction

for the virus was not found nor was there evi-

dence of spread beyond the camp. Also im-

portant was that one previously healthy young

recruit died of infection with this new strain,

which was isolated from his lungs at autopsy.

The investigation did reveal that 22 recruits

had entered Fort Dix with antibodies to swine

influenza virus; most of them had had close con-

tact with hogs in farm settings. In only one of

these was there any evidence of transmission from

person to person in the home community.'*

Swine influenza virus was the first influenza

virus isolated in 1930. Swine influenza is an

influenza-like disease of swine which was first

described in 1918 and quite possibly may have

been transmitted to swine by humans. Many
influenza virologists believe that this swine in-

fluenza virus is antigenically related to the virus

which caused the 1918-1919 pandemic. Since

1918 influenza has persisted in the swine popu-

lation; isolates from swine since 1930 have

demonstrated little antigenic variation. Recent

investigations have indicated that the virus has

been occasionally transmitted from swine to hu-

mans, often resulting in influenza illness in those

affected. Prior to the Fort Dix episode, however,

there had never been any evidence of trans-

mission from person to person. Transmission

from swine to human seemed to be relatively

uncommon and to stop without further spread

among humans.*

Policy and Program Decisions

The obvious occurrence of human to human
transmission at Fort Dix with suggestive trans-

mission to close contacts of a recruit who had

entered the camp with antibodies to swine influ-

enza indicated the appearance of a major anti-

genic variant capable of human to human trans-

mission. This new variant bears some resemblance

to the virus thought to have caused the 1918-

1919 pandemic. Whether or not this major variant

would behave as had all other documented major

variants and cause a worldwide epidemic could

not be stated with certainty but previous experi-

ence did not lead to optimism. It was clear, how-
ever, that if efforts were to be made to develop

a vaccine in an attempt to prevent the conse-

quences of epidemic influenza, work would have

to be commenced immediately.

With all of these facts in mind, the Public

Health Service Advisory Committee on Immuni-

zation Practices held a special meeting in early

March and recommended the immediate devel-
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opment of a vaccine against swine influenza virus

and the production of sufficient quantities of this

vaccine to immunize virtually the entire popula-

tion of the United States.^ Because of the fact

that there is a 2-3 week lag between immuniza-

tion and protection and because of obvious and

unavoidable time lags in organizing and carrying

out massive immunization campaigns, the rec-

ommendation was subsequently expanded to in-

clude the administration of vaccine. Influenza

experts at the Center for Disease Control, the

National Institutes of Health, Universities, and

State Departments of Health concurred in this

recommendation. This recommendation was

passed through the Secretary of Health, Educa-

tion and Welfare to the President and on March

29, 1976 the President called for a nationwide

swine influenza immunization program. The Ad-

ministration introduced legislation to purchase

vaccine and to support the cost of administering

a program. Congress appropriated a total of

$136 million to carry out the program, $100

million of which was to purchase vaccine. Thus

was bom the National Influenza Immunization

Program (NIIP).

The Tennessee Medical Association’s House

of Delegates, at their April 1976 meeting, ap-

proved Resolution 19-76 supporting NIIP and

the May 1976 issue of the Journal of the TMA
earried an editorial supporting it as did the June

21, 1976, issue of the Journal of the American

Medical Association. The Tennessee Department

of Public Health was awarded a grant of

$492,408 to coordinate the program. Salient

features of the program as planned for Ten-

nessee are as follows:

1. The Department of Public Health will be the

only supplier of vaccine against swine influenza.

2. Vaccine will be available free of charge for

physicians to use in their practices. Physicians

using the vaccine may not charge their patients

for the vaccine but may charge for administer-

ing it. Only a simple tally of doses administered

will be required from the private physicians.

3. The vaccine will be of two types—monovalent

swine influenza and bivalent (containing both

swine influenza and A/Victoria antigens). The
bivalent vaccine will be for administration to

chronically ill and elderly individuals. The
exact composition of the vaccine, in terms of

numbers of virus particles, has not yet been

finally determined. It will be administered as

0.5 cc subcutaneously either by needle and

syringe or by jet injector.

4. Field trials recently have demonstrated that

vaccine strains result in the development of

antibodies in well over 70 percent of adults

over the age of 25 with side reactions in the

range of 5-10 percent. Unfortunately, a for-

mulation which will provide satisfactory sero-

conversion with acceptable reaction rates in

younger individuals has not yet been ascertained

and further field trials are presently in progress.

These national trials are being coordinated by

Drs. David Karzon and Peter Wright of the

Vanderbilt University School of Medicine. Thus
the lower age limit for those to receive vaccine

and possible differences in vaccine to be ad-

ministered to younger individuals and adults

have yet to be determined. Tennessee physi-

cians will be notified as soon as these decisions

are made.

5. Immunizations will be administered by private

physicians in their offices, through industrial

settings, and in schools, health departments, and

special mass clinics. Physician and lay volun-

teers will be crucial to the success of the public

immunization program.

6. Because of federal regulations, documentation

that those immunized have received informa-

tion concerning the risks and benefits of im-

munization will be required for all individuals

immunized in public clinics. Private physicians

are urged to document the giving of information

in a similar fashion. Printed consent forms will

be available from health departments for pri-

vate physicians to use if they so desire.

7. The exact date on which the vaccine will be

available is as yet unclear but it appears it will

be at least late August or early September.

Summary and Conclusions:

In summary, a new major antigenic variant of

influenza A has been detected in the United

States. Although the probability that this will

cause epidemic influenza cannot be ascertained,

the probable medical, social and economic costs

of an epidemic, should it occur, make the present

course a prudent one.
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A 55-year-old white male developed a rapid regular

tachycardia five days following cardiac surgery. Four

coronary artery bypass grafts had been constructed (to

the anterior descending and its diagonal branch, the left

circumflex, and right coronary arteries) for relief of

severe angina pectoris not responsive to medical man-

agement, with high grade proximal obstruction of all

the major coronary arteries. In the first four post oper-

ative days, a sinus tachycardia in the range of 100-110/

minute had been present, but no complications were

noted. No pericardial rub had been heard.

Figure 1 is a representative portion of the

rhythm strip taken at the time he became slightly

hypotensive. The QRS complexes are narrow and

regular at a rate of 150 per minute. The P wave

activity is not well defined, and thus the rhythm

could be sinus tachycardia, atrial flutter with 2:1

AV conduction, or a rapid junctional (supra-

ventricular) rhythm. Figure 2 contains atrial

and ventricular electrograms recorded simultane-

ously from the temporary pacing wires sutured

to the atria and ventricles at the time of surgery.

The tracing was made using a 3-channel electro-

cardiograph, recording the atrial and ventricular

electrograms and a standard V3. The QRS com-

Fig. 2.

From the Department of Cardiology, Saint Thomas
Hospital, Nashville, Tenn. 37205.

plexes in the ventricular electrogram clearly

identify the “QRS” in the atrial electrograms.

Two P (or F) waves are present in the atrial

tracing for each QRS, at a rate of 300/minute.

This finding is diagnostic for atrial flutter with

2 : 1 AV conduction and excludes the other possi-

bilities mentioned above. The present case is

another example (see the July issue) of the use

of specialized recordings of the cardiac electrical

activity in “deciphering” arrhythmias which are

not easily identified using standard external

monitor leads.

Atrial flutter rarely occurs in patients with

normal hearts, and is most commonly seen in

patients with ischemic heart disease, occurring in

up to 5 percent of patients with acute myocardial

infarctions. It is not an uncommon rhythm dis-

turbance in the first week following cardiac

surgery. If atrial electrograms are not readily

available (using a transvenous pacing wire posi-

tioned in the right atrium, or one placed at

surgery), one might use a full 12 lead EKG, or

Lewis leads (bipolar chest leads) to search for

the characteristic “sawtooth” pattern in the base-

line, with an atrial rate usually between 270-

330/minute. The inferior leads usually show the

most pronounced undulating waveform, while the

left chest leads (V4-V6) are the least useful.

Since the AV junction is incapable, under most

circumstances, of conducting impulses at the rate

of 300/minute the ventricular rate is usually some

multiple of the atrial rate, 2:1 AV conduction

being the most common. With increasing degrees

of AV block the conduction ratio may be 2:1

alternating with 4:1, or persistent 4:1 AV block.

The “odd” numbered blocks (3:1, 5:1, etc.) are

unusual. Vagal stimulation may produce a sudden

decrease in the ventricular rate (usually half of

original) and “expose” previously unseen F
waves.

Treatment of the arrhythmia must depend on

the hemodynamic effect of the arrhythmia and

the urgency of the situation. When rapid reversion

of the rhythm disturbance is in order synchronized

D-C shock is the preferred course and usually

requires low energy shocks (less than 50 watt

seconds).

Digitalis preparations are the first choice of

the available medications, since the rhythm may
revert directly to sinus rhythm, or to atrial fibril-

lation, with increased AV block and a decrease

in the ventricular rate. The specific preparation

Continued on page 566
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Acute Emphysematous Cholecystitis

GUIA P. NORTELL, M.D. AND
JUDITH A. OPERCHAL, M.D.

CB is a 45-year-old diabetic man admitted to the

hospital with right upper quadrant pain of 48 hours

duration. The pain was constant, with radiation to the

midback, and was associated with fever, shaking chills

and vomiting.

At physical examination the patient was noted to be

Fig. 1

Plain film of abdomen shows gas within the lumen
of the gallbladder.

Discussion:

The differential diagnosis of a round or oblong

collecdon of gas in the right upper quadrant

includes the following:^

1. Gas in the duodenal bulb.

2. Gas in the biliary tree secondary to in-

competent sphincter of Oddi.

From the Departments of Radiology, Vanderbilt Uni-

versity Hospital and the Veterans Administration Hos-

pital, Nashville, Tennessee 37232.
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acutely ill with a temperature of 103° F. No abdominal

mass could be palpated, but guarding and rebound

tenderness were demonstrated in the right upper quad-

rant.

Laboratory data included WBC 22,000 with 90%
polymorphonuclears, BUN 65 mg/ 100 cc, blood glucose

250 mg/ 100 cc and creatinine 2.5 mg/ 100 cc. Urinalysis

showed 2-f albumin, 4-1- sugar, 1-|- acetone, and numer-

ous white and red cells per high power field. A supine

roentgenogram of the abdomen (Fig. 1) revealed gas

within the lumen of the gallbladder and an air fluid

level was demonstrated on the upright film (Fig. 2).

Incidental note was made of calcification of the vas

deferens, not an uncommon finding in the diabetic

patient.

The diagnosis of acute emphysematous cholecystitis

was made and the patient was treated with parenteral

fluids and antibiotics. On the second hospital day,

cholecystectomy was performed and a distended in-

flammed gallbladder was found to be filled with stones.

Gas was aspirated from the gallbladder lumen. The
pathologic diagnosis was acute gangrenous cholecys-

titis with cholelithiasis. Gallbladder cultures, after

three days, revealed no growth.

Diagnosis:

Acute emphysematous cholecystitis.

Fig. 2

Upright abdomen film shows air fluid level in the

gallbladder.

3. Intestinal biliary anastomosis.

4. Gastro-intestinal biliary fistula.

5. Lipomatosis of the gallbladder.

6. Liver abscess.

Emphysematous cholecystitis is a rare form of

acute cholecystitis in which gas is demonstrated

within the lumen and wall of the gallbladder. It is

usually seen in male patients in the 6th decade.

Thirty percent of the patients have coexisting

Continued on page 566
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MENINGITIS IN CHILDREN
Laboratory Diagnosis

W. M. GOOCH, III, M.D. AND C. SOTELO-AVILA, M.D.

No single laboratory test is absolutely specific

in distinguishing bacterial from viral meningitis.

Traditional indices such as pleocytosis and cere-

brospinal fluid (CSF) glucose and protein concen-

trations are useful only as diagnostic guides since

considerable overlap may exist depending upon

such influences as duration of infection, state of

host defenses, and previous therapy.

Lumbar Puncture. Absence of a stylet in

the needle during puncture may lead to contami-

nation of the specimen with tissue fluids, and

false-positive Gram stain.

Appearance. Excess CSF protein may cause

the CSF to appear xanthochromic and/or turbid.

Other causes for xanthochromia of a properly

centrifuged specimen include traumatic tap,

bilirubin, subarachnoid hemorrhage, and contami-

nation by skin disinfectants. Neonates, especially

low-birth-weight neonates, typically have xantho-

chromic CSF. Turbidity also may be caused by

pleocytosis and by proliferating bacteria. The

number of erythrocytes which yielded an interpre-

tation of “cloudiness” ranged from 400 through

over 3,000 cells per mm^ in one study. The
presence of a clot in the CSF specimen does not

distinguish between trauma and infection, as both

traumatic hemorrhage and exudation of protein

may lead to clot formation. Crenated erythrocytes

may be seen in either traumatic taps or subarach-

noid hemorrhage and are, therefore, not useful

information.

Glucose. Despite textbook descriptions to the

contrary, viral meningitis may be associated with

CSF granulocytosis, decreased CSF glucose, and

increased CSF protein. Hypoglycorrhachia is es-

pecially common in young infants in association

with meningitis due to coxsackie B, mumps.
Herpes simplex, and eastern equine encephalitis.

In recent years, physicians have become cognizant

From the Departments of Pathology and Pediatrics,

University of Tennessee Center for the Health Sciences

and Le Bonheur Children’s Hospital, Memphis.

of the need for matched CSF and serum glucose

values. Such information is particularly important

in infantile meningitis because of the well known
tendency of infants to become hypoglycemic.

Normally, CSF glucose concentration equals one-

half to two-thirds of the serum glucose concen-

tration. Less generally appreciated is the fact that

equilibrium between CSF and serum glucose

concentrations requires one to three hours.

Therefore, the serum specimen should be drawn

approximately three hours prior to the CSF
specimen. CSF glucose is normal in one-third of

cases of bacterial meningitis.

C6ll Count. Normal CSF cell count varies with

age and birth weight. Neonates may have from

0 to 32 cells per mm^ in the CSF with a gran-

ulocytic predominance. The count varies directly

with degree of prematurity. From one month

through five years of age, the normal CSF cell

count is up to 20 lympocytes per mm.^ There-

after there is a gradual decrease to the normal

adult value of up to five lymphocytes per mm^.

Ten percent of bacterial meningitides, especially

those due to Hempohiliis influenzae, may have

less than 500 WBC per mm® with a lympho-

cytic predominance while 25 percent of echo-

virus type 4 meningitis patients have greater than

500 WBC per mm® with 70 percent granulocytic

predominance. Therefore, it may be difficult to

distinguish an early bacterial infection from a

viral infection on the basis of cell count alone.

One suggested correction factor for a traumatic

LP is to allow one white blood cell for every

600 to 700 red blood cells. This correction factor

supposes a relatively normal peripheral blood

cell count, and it is invalid in instances of mas-

sive hemorrhage.

ProtBin. Like the cell count, the cerebrospinal

fluid protein concentration varies with age with

values reaching 400 mg/dl in the premature neo-

nate and gradually diminishing to a maximum
of 100 mg/dl at six months of age. Minimal

trauma during the LP may result in consider-

able elevation of the CSF protein concentration

because of the hundred-fold greater concentra-

tion of protein in serum.

Bacteriology. A Gram stain should be per-

formed in each instance of suspected meningitis.

Falsely-negative slide examinations may occur

early in the course of bacterial meningitis, and

falsely-positive examinations have been docu-

mented in instances of contamination of LP
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tubes, glass slides, and staining reagents. The

Gram stain of centrifuged CSF (1,000-10,000

X g for 15-60 minutes) provides an opportunity

to perform differential counting of white blood

cells. An alternative is to stain with Wright

stain. Differentiation should not be attempted

with a counting chamber. Since the volume of

CSF sample is limited, it is useful to allow

CSF to drop directly from the LP needle onto

appropriate media which are at room tempera-

ture. These media should include chocolate and

blood agar plates for incubation at 37° C. in a

candle jar or its equivalent. EMB and Mac-

Conkey agar are added when the patient is less

than three months of age. Saboraud, Middlebrook

and Lowenstein-Jensen media must be included

when clinically indicated. Primary amebic men-

ingoencephalitis should be suspected in instances

of meningitis following swimming in standing

water. Proper diagnosis of this condition depends

upon examination of wet mounts with a warmed
microscope stage. Staining with Wright stain, 1

percent eosin in alcohol or 1 percent aqueous

cresyl violet aid in differentiating the parasites

from macrophages.

Newsr Tssts. in order to improve the labora-

tory diagnosis of bacterial meningitis, additional

studies have been added to the traditional battery

of tests in recent years. Unfortunately, most of

these new tests have given inconstant results in

the hands of different investigators. Such studies

include CSF lactic acid level and pH, the Lim-

ulus lysate test, CSF lactic acid dehydrogenase

(LDH), and immunologic procedures designed

to identify specific bacterial antigens within the

CSF. One of the more commonly employed new

tests is the determination of LDH and LDH
isozymes in CSF. Generally, bacterial meningitis

results in levels greater than 70 units per ml..

and viral meningitis produces levels less than

40 units per ml. Because of occasional overlap,

this study only adds an additional suggestive test

to the traditional battery. Isozymes of LDH may
provide additional asistance since isozymes 4 and

5 predominate in bacterial infection, while

isozymes 1 and 2 predominate in viral infections.

The CSF lactic acid level varied independently

of the serum level in a recent study. Levels of

greater than 82 mg/dl were strongly suggestive

of bacterial meningitis, and the lactic acid con-

centration gradually diminished with response to

antibacterial therapy.

Specimen Processing. As in all laboratory

studies, CSF tests are no better than the speci-

men. CSF specimens must be processed as soon

as possible. Significant cell lysis as well as glu-

cose consumption by bacteria and white blood

cells occur upon standing, and the risk of con-

tamination increases. If the specimen is not to

be examined immediately, it should be refrig-

erated (not frozen) and examined in no less than

30 minutes. Therefore, physicians in situations

of marginal laboratory support must be prepared

to examine CSF specimens themselves.

Partially Treated Meningitis. Bacterial men-

ingitis partially treated with suboptimal doses

of antibiotics prior to CSF sampling remains a

difficult diagnostic situation. Gram stain, culture,

and glucose concentration may suggest normality

under these conditions. The CSF cell count and

protein are less affected. S. pneumoniae and N.

meningitidis are more easily suppressed than H.

influenzae. The great majority of infections due

to H. influenzae may be diagnosed under con-

ditions of partial treatment.

A list of selected references is available from

the authors upon request.

^ ^ ^

Swine Flu . . .

Continued from page 560
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Toward a Coordinated Health Data System

The availability of accurate, usable health data

is a factor too often overlooked in the design

and operation of health service programs, and

assuring the availability of such data is an under-

emphasized role of both public and private sec-

tors of the health care industry. The importance

of statistical information to an overall approach

to health needs has received national attention

in the last decade. Public Law 89-749, the

Comprehensive Health Planning Law, and its

successor, P.L. 93-641, the National Health

Planning and Resources Development Act, both

emphasize the need for a sound data base for

planning. P.L. 93-353 authorized the establish-

ment of the Cooperative Health Statistics System

and demonstrated Congressional interest in devel-

opment of a consistent, first quality data system

to serve the nation and its individual states and

localities.

Health program managers may see health data

as a resource in two important ways. First, data

can convey knowledge about health status, health

services and health resources, and secondly, data

can provide management and legislative bodies

with information needed for decision-making.

Most health agencies utilize data more widely as

management tools than as a means for extending

knowledge. However, the interest expressed in

data for informational purposes is very high in

the legislative branches of government and the

interest is growing.

In considering the needs for health data, it is

interesting to consider the kinds of basic data

generally required for management decisions in

health care programs. For example, basic data

are needed:

—to identify needs or health problems,

—to identify services best suited to meet these

needs,

—to identify available resources (manpower.

From an address by Eugene W. Fowinkle, M.D.,

Commissioner of Public Health, to the Second Annual

Conference on Health Information Systems in Anchor-

age, Alaska. Dr. Fowinkle is a member of the Na-

tional Advisory Committee for the Cooperative Health

Statistics System.

facilities, equipment, technology and fund-

ing),

—to indicate effectiveness or impact of services,

and

—to determine the cost of health services.

Some of these basic data categories are cur-

rently available to health program managers

through a variety of sources. However, most pro-

fessionals involved with health data agree that

certain gaps exist in the data which are collected,

analyzed, and disseminated within the state. One
group of problem area is related to what we
might call health status data. Notifiable diseases

are not reported as completely as is desirable.

Data on incidence and prevalence of chronic

diseases and conditions are not sufficient, and

accidental injuries in the general population are

not universally reported. Work-loss and disability

days are generally not available, along with data

on ambulatory patient care.

A second area where gaps exist is in data on

health resources and services. Information on

availability and location of resources and services

is generally limited to licensed facilities and man-

power, while data on unlicensed types of health

manpower and on services provided by ambula-

tory care facilities are not universally available.

In order to assess total availability and utilization

of health care resources, such information is

needed.

Another major area where complete data are

not available is in the area of costs of health

services delivered, and a related area, dealing

with cost effectiveness and impact on health status

of services delivered.

As mentioned previously, great deal of interest

has been expressed at national, state, and regional

levels in developing an efficient national data

system for use in planning and management by

both the public and private sectors. Before this

goal can be accomplished, however, there are

some obstacles to be overcome, among which are

a lack of uniformity in health data nationwide

and a lack of well-defined lines of authority on

decision-making in data systems. The National

Center for Health Statistics, through the Coop-

erative Health Statistics System, is attempting to

design a complete uniform data set that it is
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have been made but duplication continues where

diflferent interest groups have not arrived at work-

able solutions. Presently there is no clearly de-

fined national authority to establish standards for

data.

Another major obstacle to the establishment

of an efficient data system is insufficient resources.

Funding, personnel, and technical resources have

all been insufficient at both national and state

levels. Statistics is a nonglamorous, “behind the

scenes” type of operation with little ability to at-

tract public attention or dollars.

Other obstacles include lack of timeliness in

data collected, insufficient development in tech-

nology and methodology and lack of communi-

cation and understanding among data collectors

and data users.

Tennessee has initiated a major effort to over-

*

EKG . . .

Continued from page 561

and route of administration depend on the urgen-

cy of the situation. Quinidine and pronestyl

should not be given until some degree of AV
block has been achieved using digitalis, since the

ventricular rate may suddenly increase (the atrial

X-Ray . . .

Continued from page 562

diabetes mellitus. The presenting signs and symp-

toms are siimlar to the usual acute cholecystitis.

The pathognomonic finding is seen within the

lumen or the wall of the gallbladder. Upright and

decubitus films are helpful to localize the gas

collection; occasionally, barium contrast studies

may assist in the diagnosis.

The pathogenesis is obstruction of the cystic

duct, usually by a stone, followed by infection

with gas-forming organisms and gangrene of the

566

come these obstacles on the state level with the

establishment of the State Center for Health Sta-

tistics, which is a direct outgrowth of the work

of a task force which included broad represen-

tation from data providers and users in the state.

The Center has consolidated some of the tra-

ditional statistical functions of public health while

at the same time keeping in close touch with

national trends regarding the National Coopera-

tive Health Statistics System.

It appears that progress has been made in

the evolution of an effective Center, though it is

still in the development stage. It is clear, how-

ever, that the best efforts of health planners,

program managers, and policy makers must be

directed toward the development of a coordinated

health data system which allows the best possible

planning and resource allocation in the health

care system.

* *

rate may slow to the point that 1 : 1 AV conduc-

tion can occur).

Final EKG diagnosis: Atrial Flutter with 2:1

atrio-ventricular conduc-

tion, following cardiac

surgery.

John B. Breinig, M.D.

*

gallbladder. Emphysematous cholecystitis sec-

ondary to thrombosis of the cystic artery follow-

ing aortography has been reported.^ Clostridium

welchii and Escherichia coli are the most common
causative agents.^ Usually 24 to 48 hours elapses

from the onset of symptoms before gas is seen

in the lumen of the gallbladder suggesting that

the organisms are secondary invaders. After 48

to 72 hours gas may appear intramurally. When
this occurs, perforation is a grave complication

with mortality of 40-60 percent.

The treatment of choice is early surgery in

combination with antibiotics.
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AMERICAN COLLEGE OF PHYSICIANS

Abstracts for Tennessee Regional Meeting

October 1-2, 1976

The following abstracts were submitted for considera-

tion for presentation at the annual meeting of the Ten-

nessee Region of The American College of Physicians.

The American College of Physicians was created in 1915

and considers as its core mission the furtherance of con-

tinuing medical education beyond the formal training

period, so as to foster the highest possible standards of

medical practice and clinical research. It numbers over

30,000 members comprising largely Internists, but also

other closely related specialties. The Tennessee Region

numbers approximately 500 physicians in its ranks.

The Regional Meeting will take place in Gatlinburg,

Tennessee, at the Glenstone Lodge, on October 1st and

2nd, 1976. All members, as well as guests, are invited.

Gerald I. Plitman, M.D., F.A.C.P.

The American College of Physicians

Governor of Tennessee

1. Radiofrequency Atrial Pacing for Supraventric-

ular Tachycardia.

James J. Acker, M.D., FACP, Knoxville, Tennessee

A 35-year-old Caucasian female presented with

paroxysmal atrial flutter/fibrillation in the setting of

mitral stenosis. She subsequently underwent closed

mitral commissurotomy and her postoperative course

was complicated by mitral regurgitation and frequent

episodes of recurrent supraventricular tachycardia in

the form of either atrial flutter or fibrillation. Atrial

appendage biopsy revealed that she had active carditis,

which, we assume, was rheumatic in origin.

She was observed for approximately one year on

intermittent corticosteriods; however, because of in-

creasing frequency of tachyarrhythmia and pulmonary

edema, she was subjected to mitral valve replacement.

At this time, a radiofrequency atrial pacemaker was

installed. This device allowed the patient to electively

break up various bouts of atrial flutter. The patient

gradually has become totally asymptomatic with return

of sedimentation rate to normal with no clue to active

carditis and has minimal recurrent tachyarrhythmia.

This case is unusual in that it demonstrates ( 1

)

smoldering chronic active carditis in an adult and (2)

is an example of the benefits of radiofrequency atrial

pacing in the management of refractory supraventricu-

lar tachycardia.

2. Application of the term MET: Use in a Three

Tiered System for Integrating Physical Work
Capacity, Physical Fitness, and Metabolic Re-

quirements for an Occupational Task.

Blair D. Erb, M.D., FACP, Clinical Education Center,

University of Tennessee College of Medicine, Knox-

ville, Tennessee

SYNOPSIS-ABSTRACT
The three components of a tiered system integrating

the evaluation of the individual maximum work capac-

ity, the energy cost of his physical task, and a program

for increasing his physical work capacity (fitness) al-

ready exist. A common unit of measurement is defined

for adapting these three components to clinical practice.

This unit of measurement, the MET, is a measure of

energy cost and represents oxygen consumption of 3.5

milliliters/kilograms body weight/ minute. Recruiting

this term for application to clinical medicine, industrial

hygiene, leisure activities, and fitness programs aids in

communication between individuals in different pro-

fessions and occupations.

Used as a scale of physical work load, the MET
system can be understood by lay as well as professional

groups.

3.

Comparison of lovi/-dose Intramuscular (I.M.),

Intravenous (I.V.), and Subcutaneous (S.Q.) In-

sulin Therapy in Diabetic Ketoacidosis (DKA).

Joseph N. Fisher, M.D., M. Shashshahani, M.D., S.

Guerra, M.D., Abbas E. Kitabchi, M.D., Ph.D., Depart-

ment of Medicine, University of Tennessee Center for

the Health Sciences, Memphis, Tennessee

In a previous study (Ann. Int. Med., June, 1976)

we demonstrated that low-dose I.M. insulin therapy

was as effective as conventional high-dose S.Q. and

I.V. therapy in the treatment of DKA. In the present

study, we attempted to determine if the route of insulin

administration altered the response to therapy. Patients

were randomly assigned to one of three low-dose pro-

tocols: I.M., S.Q., or I.V. All patients received an

initial loading dose of 0.15 U insulin/lb. body weight.

Plasma glucose (PG) was followed hourly and, if it

had not dropped by 10%, the initial insulin dose was

repeated. Once PG decreased by 10%, 7 U regular in-

sulin was given hourly until PG reached 250 mg/dl.

Following, are the times (Hours ± SEM) the param-

eters designated were achieved:

NO. OF I.M. S.Q. I.V.

PATIENTS 8 9 9

GLUCOSE <
250 mg/dl 3.0 ± 0.8 5.4 ± 0.8 6.9 ± 1.5

HCO,, >
15 mEq/L 10.0 ± 1.7 9.8 ± 1.5 12.8 ± 3.5

pH > 7.3 6.6 ± 1.8 5.4 ± 0.8 7.9 ± 1.9

ACETONE-
Negative at 1 :2 12.3 ± 3.2 11.4 ± 1.5 15.8 ± 1.1

No significant differences were noted in any of the

above parameters for the three groups, nor in the rate

of fall of glucagon, cortisol, or ketone bodies. These

results were quite similar to the former low-dose I.M.
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study and there was no significant difference in these

modalities when compared to the previously reported

high-dose group. Conclusion: Low-dose insulin therapy

is as effective as conventional high-dose therapy, regard-

less of the route of insulin administration.

4. Clinical and Biological Importance of Leukemic

Reticuloendotheliosis (Hairy Cell Leukemia).

J. M. Flexner, M.D., J. Leech, M.D., R. M. Roy, M.D.,

A. D. Click, M.D., J. A. Waldron, M.D., R. D. Collins,

M.D., Department of Medicine, Vanderbilt University,

Nashville, Tennessee.

Leukemic reticuloendotheliosis (LRE) or hairy cell

leukemia is a clinical and pathological entity of im-

munological interest because the nature of proliferating

cell is unknown. Previous studies have been interpreted

as indicating that the proliferating cell is monocytic,

lymphocytic, or a hybrid monocytic-lymphocytic type.

LRE has clinical interest because the diagnosis may be

difficult to establish from marrow examinations, and

LRE has been misdiagnosed as marrow failure, CLL,

or myelofibrosis. Further points of clinical interest are

that chemotherapy in LRE is often poorly tolerated,

and LRE is estimated to comprise 3% of leukemic

populations.

We have studied 7 patients with LRE. All were in

the 40-70 age range, and most had pancytopenia,

splenomegaly, no adenopathy, and a history of difficult

marrow aspiration. Peripheral blood examination showed

characteristic hairy cells by light and electron micros-

copy. Hairy cells from three patients were studied by

immunofluorescence techniques whch iindicated that in

LRE the proliferating cells bear surface immunoglobulin,

and the surface immunoglobulin appears to be an in-

trinsic membrane protein synthesized by the hairy cell.

These results support the proposed B lymphocytic nature

of the hairy cell, but there appears to be significant

differences between hairy cells and other B lymphocytic

populations.

5. Malaria as a Cause of Fever in a Wounded
Soldier.

Joshua Bernard Grossman, M.D., Veterans Administra-

tion Center, Johnson City, Tennessee.

A 24-year-old Caucasian male infantryman was ad-

mitted to the surgical service of the 121st Evacuation

Hospital APO SF 96220 (Republic of Korea), on

August 1, 1970. The wound necessitating his aeromedical

evacuation from the Demilitarized Zone was produced

by a knife which penetrated his left flank leaving him

with a ureterocutaneous fistula. Although the urine was
sterile, daily temperature elevation to 103 degrees fahr-

enheit was noted. Varying combinations of antibiotics

were tried to no avail and blood cultures remained

sterile. Surgery on the fistula was deferred pending

elucidation of the cause of the fever.

On the fifth hospital day a medical corpsman noted

gametocytes of plasmodium falciparum malaria on a

“routine” blood count. Appropriate therapy with qui-

nine, pyramethamine, and dapsone produced the classic

defervescence of fever with clinical well being. Sub-

sequent surgical closure of the fistula was uneventful.

This case appears worthy of mention in view of the,
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“.
. . malaria persists in many tropical areas. The

prevalence is unknown, but an estimated 100 million

people have the disease, with 1 million deaths annually.”

(Knowles, J. H. American Medicine and World Health,

Annals Internal Medicine, April 1976 volume 84, No.

4, pages 483-485.)

The case cited in this report was seen while the author

was serving in the Army Medical Corps in the Republic

of Korea. The views in this report are those of the

author only and do not necessarily represent those of

the Army Medical Corps or of the Department of the

Army.

6. Cholecystokinin (CCK) Gallbladder Examina-
tions—Clinical Experience and Usefulness.

R. Leslie Hargrove, M.D., FACP, B. F. Overholt, M.D.,

FACP, R. Kent Farris, M.D., Knoxville, Tennessee.

In order to evaluate patients with possible gallbladder

disease whose routine gallbladder x-rays had been neg-

ative, Cholecystokinin (CCK) gallbladder examinations

have been carried out. To date a total of 88 patients

have been studied.

After an overnight fast and following preparation for

gallbladder examination in the usual fashion with Tele-

paque, each patient was sent to the Gastrointestinal

Laboratory for duodenal drainage. After positioning of

a double lumen tube under fluoroscopic guidance, 1.5

IVY units of CCK per kg. of body weight was injected

over a one minute period with serial films taken at 2,

4, 6, 8 and 20 minutes assessing the degree of gall-

bladder emptying and visualization. Duodenal secretions

were analyzed for cholesterol, calcium bilirubinate,

white blood cells and bacteria. Careful attention was

paid to the patient’s response to the infusion of CCK.

Of the 88 patients so far studied, 23 have gone to

surgery with findings of chronic cholecystitis in 10 pa-

tients, cholelithiasis in 5 patients, cholesterolosis in 2 pa-

tients, and miscellaneous findings including cystic duct

obstruction or tortuous cystic duct in 4 patients. The

only side-etfect from a CCK infusion so far has been

the expected mild abdominal cramping.

Our experience to date would suggest that this pro-

cedure represents a useful addition in the study of

patients with possible gallbladder disease whose routine

gallbladder examinations have been negative.

7. Methyidopa (Aldomet)—Induced Hepatotoxicity.

Harry Hawkins, M.D., Division of Gastroenterology,

Department of Medicine, University of Tennessee Center

for the Health Sciences, Memphis, Tennessee.

Since the early 1960’s, alpha-methyldopa (Aldomet)

has been used to control moderate or severe systemic

hypertension. Hypersensitivity reactions such as fever,

thrombocytopenia, Coombs-positive hemolytic anemia

occur most commonly within the first few weeks of

therapy and have been well documented. In recent years

there has been an increased awareness that hyper-

sensitivity to Aldomet may be accompanied by specific

hepatic toxicity, producing a clinical and biochemical

picture indistinquishable from acute viral hepatitis. Al-

though recovery almost always follows withdrawal of

Aldomet, cases of subacute hepatic necrosis and fa-

talities from submassive hepatic necrosis have been
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reported. In other patients, in the absence of overt

clinical manifestations of liver injury, laboratory studies

may reveal biochemical evidence of deranged hepatic

function.

As an example of Aldomet-induced hepatotoxicity,

a detailed clinical study of a patient with hepatic injury

which progressed to chronic active liver disease will

be presented. The development and progession of the

liver injury will be documented with serial histopatho-

logical studies obtained during a year of observation.

The extensive use of Aldomet in clinical practice

makes it important that the physician be aware of the

potential serious hepatic injury which may occur. The

entire spectrum of Aldomet-induced hepatotoxicity will

be reviewed with emphasis on the clinical and bio-

chemical features of the hepatitic syndrome. Hepatic

drug metabolism and the mechanisms of drug-induced

hepatic hypersensitivity will be reviewed to provide a

background for understanding mechanisms of drug-

induced hepatotoxicity.

8. Case Report of a 90-Year-Old Male with T-Cell

Leukemia with Review of the Literature.

J. M. Holbert, M.D., N. T. Florendo, M.D., J. D.

Upshaw, M.D., R. Cossman, M.D., J. A. Mamelli, M.T.

(A.S.C.P.), D. DuBose, M.T. (A.S.C.P.)

This 90-year-old male presented with a five year

history of painless generalized lyphadenopathy, increasing

shortness of breath of one week duration, and increasing

left upper quadrant mass and discomfort. Physical

examination revealed generalized non-tender lympha-

denopathy, hepatosplenomegaly, and ecchymoses over

the upper extremities. The patient was not febrile and

no rash or erythroderma was present. Peripheral blood

revealed a WBC of 98,100 per cumm with 83.5%

atypical lymphoid elements of which many were con-

voluted nuclei with scant cytoplasm. Bone marrow

exam demonstrated 51.5% atypical lymphoid elements

with cerebriform and convoluted nuclei, scant cytoplasm,

and with ocasional nucleoli and euchromatin pattern.

Peripheral blood lymphocytes were harvested using

ficoll-hypaque gradient and characterized as T-cells

by E-rosette formation (negative EAC-rosette and sur-

face immunoglobulins). Electron microscopy of pe-

ripheral blood lympocytes revealed nuclear and cyto-

plasmic features comparable to previously described

T-cell abnormalities.

Baptist Memorial Hospital and University of Ten-

nessee Center for the Health Sciences, Memphis.

9. Case Report of a Patient with Multiple Myeloma
Characterized by Two Monoclonal Peaks in the

Urine with Review of the Literature.

J. M. Holbert, M.D., J. Eerguson, M.D., N. T. Elorendo,

M.D., J. D. Upshaw, M.D., E. E. Muirhead, M.D., R.

Cossman, M.D., D. DuBose, M.T. (A.S.C.P.), J. A.

Mamelli, M.T. (A.S.C.P.).

This 59-year-old Caucasian male presented with low

back pain of five months duration (increasing over two

weeks prior to admission) and a ten pound weight loss.

Quantitation of the serum immunoglobulins were with-

in normal ranges. Serum protein electrophoresis dem-

onstated a solitary small peak in the slow gamma region.

Urine protein electrophoresis revealed two discrete

monoclonal peaks in the gamma region, characterized

as free kappa and free lambda light chains. Bone
marrow examination was consistent with multiple mye-
loma and two morphologically distinguishable popula-

tions of plasma cells were demonstrated. Electron micros-

copy of bone marrow was performed.

Myelogram showed complete blockage at T-11, associ-

ated with destruction of the vertebra. A mass lesion

was removed surgically from this region and identified

histologically as plasmacytoma.

Baptist Memorial Hospital and University of Ten-

nessee Center for the Health Sciences, Memphis.

10. The Prevalence of Uncommon Diseases and
Uncommon Manifestations of Common Dis-

eases Encountered in a Series of 400 Renal
Biopsies.

Robert G. Horn, M.D., Department of Pathology, Van-

derbilt University, Nashville, Tennessee.

Utilization of the percutaneous needle biopsy of the

kidney, in order to obtain tissue for careful light micros-

copy, electron microscopy and immunofluorescence

microscopy, coupled with the increased understanding

of immune injury processes, has contributed greatly

to improved classification of glomerulonephritis and

knowledge of the natural history of these diseases.

With accumulating experience in renal biopsy pa-

thology, it has become apparent that, in addition to

allowing a rather precise categorization of the disease

in patients with glomerulonephritis, the use of these

techniques also allows us ( 1 ) to exclude the diagnosis

of glomerulonephritis in many cases, and (2) to often

make diagnoses of unusual or unsuspected processes.

In our renal biopsy series, primarily in adults, 78%
of patients had some form of glomerulonephritis. Eive

percent of the biopsies were either normal or unclas-

sifiable. The remaining 17% of the patients exhibited

features of some other disease process than glomerulo-

nephritis. Entities encountered in this series included

occasional examples of more common diseases such as

arteriolar nephrosclerosis, pyelonephritis, and diabetes

mellitus. Several cases of interstitial nephritis, apparently

due to drug toxicity, and several examples of late

sequelae of DIG were found. Changes of “myeloma
kidney” lead to a diagnosis of plasma cell myeloma in

several instances, and cases of amyloidosis and gouty

nephropathy were observed. Other uncommon diseases

encountered included post-partem renal failure, sclero-

derma, uremic medullary cystic disease, primary oxalosis

and essential cryoglobulinemia.

The renal biopsy is of value, not only in the diag-

nosis of glomerulonephritis, but often in revealing other

disease processes affecting the kidney which may sim-

ulate acute or chronic glomerulonephritis.

11. Differentiating Hysterical and True Siezure Dis-

orders.

Charles H. Hubbert, M.D., Department of Anesthesiol-

ogy, University of Tennessee Center for the Health

Sciences, Memphis, Tennessee.

Seventy-two patients in whom the question of hys-

terical versus true seizure disorder was raised were
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evaluatea psychiatrically and neurologically in order

to determine the basic criteria for reliable diagnosis of

either disorder. Criteria considered for diagnosis in-

cluded: (1) history (especially a description of seizure

behavior); (2) physical examination (especially psy-

chiatric and neurologic examination); (3) induction

and/or osbervation of seizure behavior; (4) presence

of neurologic exam abnormalities during a seizure;

(5) laboratory studies (primarily the EEG); (6) pres-

ence or absence of organicity; and (7) response to

therapy. Almost all cases had significant psychiatric

disorder (DSM II), and of the total number, 44 had

confirmed or highly probable seizure disorder. Par-

ticular difficulty was encountered in patients with

mental retardation, organic brain disease, alcoholism,

and schizophrenia. (Representative cases are presented)

Consideration of these criteria revealed a communi-

cative, credible, history (and skilled physician interpre-

tation), induction and/or observation of seizure be-

havior, abnormal neurological findings during a seizure,

and EEG activity correlating with seizure behavior to

be the most reliable in seizure diagnosis.

Difficulties inherent in differential diagnosis and

therapy because of the close interrelationship between

emotional states and the electrophysiological-behavioral

process known as seizure are discussed. A philosophy

of management is proposed.

12. Immunological and Clinical Correlations Relat-

ing to the Antigiobulin Reaction.

David E. Jenkins, Jr., M.D., FACP, Nashville Regional

Red Cross Blood Center and Vanderbilt University

Medical Center, Nashville.

The antiglobulin test, one of the cornerstones of

modern immunohematology, was introduced in 1945

by Coombs, Mourant and Race. In this initial publi-

cation, the technique was used to detect incomplete

Rh antibodies in serum, thereby describing the in-

direct antiglobulin reaction. Shortly thereafter reports

of positive direct antiglobulin reactions were published,

first in erythroblastosis fetalis and then in acquired

hemolytic anemia. Initially a positive antiglobulin re-

action was thought to indicate antibody (that is, gamma
globulin coating of red cells). Subsequently, coating

with “non-gamma” globulin was also identified. More
recent studies have indicated that these “non-gamma”
globulin substances represent components of the comple-

ment system.

The purpose of the present report is to review the

occurrence of erythrocyte coating with immunoglobulins

and complement components in patients with positive

direct antiglobulin reactions. The frequency of coating

with individual immunoglobulins and complement com-
ponents will be presented. Clinical correlations relating

erythrocyte coating substances to the presence of under-

lying diseases and/or hemolysis will be discussed. The
mechanism of erythrocyte coating produced by drugs

will be reviewed. Requirements for quality control of

antiglobulin sera used in direct antiglobulin testing and

compatibility testing will be presented.

13. Lung Function in Sickle Cell Anemia: Effects

of Aging and Recurrent Respiratory Episodes

on Static Lung Volumes and Arterial Blood

Gases in Sickle Cell Anemia.

Robert S. Lobb, Jr., M.D., Harry L. Davis, M.D.,

Samuel M. Tickle, M.D., George Treadwell, M.D., Judy

Lindley, Research Technician, William I. Mariencheck,

M.D., University of Tennessee Center for the Health

Sciences, Department of Medicine, Division of Pul-

monary.

A study of the static lung volumes and arterial blood

gases on patients with sickle cell anemia was begun in

1964. Since that time 41 patients with sickle cell

anemia have had pulmonary function tests performed

These patients have been followed as long as 10 years

with repeat pulmonary function studies including static

and dynamic lung volumes, arterial blood gases, and

diffusing capacity. Initial pulmonary function data il-

lustrate the reduced static lung volumes and diminished

diffusing capacity with hypoxemia in individuals with

sickle cell anemia. This finding confirms previously

published data of pulmonary function testing in this

disease. Follow-up studies over this ten year period

with data available on 11 cases have indicated that:

1 ) patients with sickle cell anemia have recurrent

pulmonary infiltrates which are common during sickle

cell crises; 2) static lung volumes, diffusing capacity,

and arterial oxygen tensions remain below predicted

normal values; 3) there is significant decrement in pul-

monary function parameters over the follow-up period

in those patients who develop significant permanent

radiographic lung changes; 4) those patients with sickle

cell anemia who have recurrent pulmonary infections

do not have an accelerated decrease in function if the

chest x-ray clears completely following the infiltrative

process. These studies confirm the fact that patients

with sickle cell anemia have reduced static lung volumes

and a reduced arterial oxygen tension at rest. The

finding of lack of decremental change in function with

time except in patients with radiographic evidence of

persistent infiltrative processes suggests that most pro-

cesses which occur in the acute sickle cell crisis do not

result in chronic lung disease unless permanent changes

occur radiographically. The characteristics of the acute

infiltrates are not dileneated by this study.

14.

Radionuclidic Studies in the Diagnosis of Pyo-

genic Processes,

M. Moinuddin, M.D., J. F. Rockett, M.D., Baptist Me-

morial Hospital, Memphis, Tennessee.

This presentation is intended to give a brief but

overall view of the procedures that can be performed

in a standard Nuclear Medicine Laboratory to provide

useful information to the clinicians in the diagnosis of

suppurative lesions. All these procedures are non-

specific and correlation with clinical findings and other

tests is mandatory to establish a diagnosis or to narrow

down the differential diagnosis. Hepatic metastasis is

a well known indication for Liver Scanning but it can

also be used for the diagnosis of hepatic abscesses.

The conditions that produce cold defects on the Liver

Scan are metastasis, abscesses, cysts, granulomas, hema-

toma and hence the findings, though nonspecific can

aid in the diagnosis if correlated with clinical findings

(A case will be presented). Brain imaging is used for
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the diagnosis of tumors, intracranial hematomas, in-

farctions and abscesses. Although these disease pro-

cesses can be differentiated, in some instances the

differentiation is not possible and therefore other

procedures have to be performed (A case \vill be

presented). Bone Scanning is a very sensitive test for

any bony abnormality—neoplasm, trauma or inflam-

mation and often becomes abnormal long before the

x-rays. In osteomyelitis this may be crucial as x-rays

become positive 2-3 weeks after the bone scan (A case

will be presented). ^TQ^llium Scanning has been uti-

lized for the diagnosis of malignancies and abscess and

has been found to be very helpful in the diagnosis of

intra-abdominal abscesess and guide the surgical man-

agement of the patient. While true positive Gallium

Scans are very helpful, true negative scans are equally

important (Three cases will be presented).

15. Emergent Hemodynamic Complications of In-

effective Endocarditis.

Raphael F. Smith, M.D., FACP, Taylor M. Wray, M.D.,

FACP, R. Darryl Fisher, M.D., and Harvey Bender,

M.D., Vanderbilt University School of Medicine, Nash-

ville, Tennessee.

It is generally recognized that infective endocarditis,

either acute or subacute, requires prompt bacteriological

characterization and appropriate antibiotic treatment

for a period of time sufficient to eradicate the infection.

However, in some patients hemodynamic complica-

tions arise suddenly and surgical intervention is neces-

sary before optimal antibiotic therapy is achieved. The

purpose of this report is to review our experience with

lesions that require immediate surgical correction and

to suggest general guidelines for the management of

hemodynamic complications of endocarditis.

Mycotic aneurysm. During the past 5 years we have

treated 4 patients with this complication. Two of the

patients had co-arctation of the aorta and in each the

mycotic aneurysm at the site of the co-arctation rup-

tured into the esophagus. In another patient a mycotic

anuerysm of the ascending aorta presented as a drain-

ing sinus of the anterior chest wall. The fourth patient

had a mycotic aneurysm of the sinus of valsalva which

ruptured into the right ventricle. All of the patients

had successful surgical repair but in each case surgery

was done under harrowing conditions. In each patient

the diagnosis was suspected but definitive action was

not carried out until a catastrophic event occurred.

Severe valve dysfunction. Destruction of the aortic

or mitral valve occurred in 4 patients and each patient

had congestive heart failure. Three of the patients had

aortic insufficiency and important diagnostic clues were

evident on echocardiograms (flail aortic leaflet in one

of the three; premature mitral valve closure in two of

the three; and a volume overload pattern in all of the

patients). The patient with mitral insufficiency did

not have specific echocardiographic findings but angi-

ography revealed severe mitral regurgitation. All four

patients had replacement of the affected valve and

eventual bacteriological cure despite the fact that inter-

vention occurred early in the course of treatment.

Hemodynamic change in prosthetic valve endocraditis.

In this condition perivalvular abscesses frequently loosen

the attachment of the prosthetic valve permitting tor-

rential regurgitation. The auscultatory signs of perival-

vular leak are frequently subtle and signs of right heart

failure are often not present. Three patients with mal-
function of a prosthetic mitral valve were treated

surgically and two of the three survived.

We have formulated the following guidelines for

managing patients with suspected hemodynamic compli-

cations of endocarditis: 1. Congestive heart failure is

an indication for immediate diagnostic tests and, when
a correctable surgical lesion is present, prompt surgical

intervention. 2. A mycotic aneurysm is an advanced
vascular injury, rupture is common, and repair should

be performed immediately. 3. Malfunction of an in-

fected prosthetic valve, regardless of degree, is an indi-

cation for surgery. 4. When nceesary, a prosthetic valve

can be successfully implanted early in the course of

antibiotic therapy for endocarditis.

16. Diagnostic and Therapeutic Uses of Nitroprus-

side and Long-Acting Nitrates in Chronic Con-
gestive Heart Failure.

Rose Marie Stevens, M.D., Alan S. Nies, M.D., Gottlieb

C. Friesinger, M.D., FACP, James M. Ward, M.D.,

Department of Medicine, Vanderbilt University, Nash-

ville, Tennessee.

Afterload reduction has been proposed and utilized

as a new approach in the treatment of profound con-

gestive heart failure. Since it effects improvement
by mechanisms completely different from conventional

therapy (e.g. digitalis, diuretics, salt restriction), it is

probable it will become a regularly used adjunct. This

presentation will review the physiological principles

involved and discuss illustrative cases.

In the cardiomyopathic heart, physiologic compen-
sation involves increased sympathetic tone, improving

cardiac output at the expense of higher right atrial pres-

sure and increased impedance. Nitroprusside (NP)
decreases impedance by arteriolar dilatation and de-

creases preload by venodilatation. Phis last may reduce

end-diastolic volume and improve left ventricular per-

formance by the Starling mechanism. We and others

have found that the resultant increase in cardiac out-

put may aid in diuresis and reduce congestive failure.

Once this improvement has begun, it may be main-

tained with long-acting nitrates. We will present a

case that illustrates the occasional delay between hemo-
dynamic improvement and diuresis, emphasizing the

desirability of persisting with vasodilator therapy.

We have also utilized NP in profound chronic failure

with tricuspid regurgitation when conventional treat-

ment was ineffective. Nitroprusside reduced both right

and left ventricular preload; cardiac output increased

in the face of this reduction. Physical signs of tricuspid

regurgitation diminished and a diuresis was effected,

suggesting an avenue for chronic therapy with nitrates.

This has been successfully continued for four months.

In severe aortic insufficiency, the left ventricle may
become irreversibly damaged. Determination of the

amount of reversible ventricular dysfunction should

allow more accurate prognostication of the benefit to

be gained from valve replacement. In one patient in

this situation NP reduced pulmonary arterial pressure
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by 50% and pulmonary capillary wedge pressure by

65% with only a minimal fall in systemic arterial pres-

sure. Cardiac output remain constant, suggesting that a

significant amount of LV dysfunction was reversible.

17. Case Report of a Patient with Acute Myelo-

fibrosis with a Review of the Literature.

J. D. Upshaw, Jr., M.D., R. L. Cossman, M.D., J. W.

Ferguson, M.D., J. M. Holbert, M.D., Baptist Memorial

Hospital and University of Tennessee Center for the

Health Sciences, Memphis.

A sixty-three-year-old Caucasian male is presented

with progressive anemia, thrombocytopenia and leuko-

penia with minimal immaturity present and bone mar-

row findings consistent with advanced myelofibrosis.

Splenomegaly was not present and his course was one

of gradual deterioration leading to his death within six

months. The clinical spectrum of this disease is dis-

cussed along with a review of the literature. Distinction

is made between this disease and that of acute leukemia

and myelofibrosis through comparison of clinical and

pathological findings for the purpose of prognosis and

as a basis for decisions about therapy. Fifteen previously

reported cases are known to exist and this case is

presented to acquaint the audience with this entity as

we believe the disease to be more prevalent than

previous reports would indicate.

18. Exchange Transfusions in ITP.

J. D. Upshaw, Jr., M.D., R. L. Cossman, M.D., D. E.

Longacre, M.D., Baptist Memorial Hospital and Uni-

versity of Tennessee Center for the Health Sciences,

Memphis.

A case of idiopathic thrombocytopenic purpura is

presented who was resistant to steroid therapy and had

a splenectomy to which he did not respond. At the

time of admission to Baptist Memorial Hospital he

had a massive hemorrhagic diathesis with hematuria,

skin purpura, bleeding gums, pulmonary hemorrhage,

hemoperitoneum, and gastrointestinal bleeding. He
failed to respond to further steroids and platelet trans-

fusions. He received three exchange transfusions with

definite, but transitory rises in platelet count after each.

Following the third exchange, bleeding stopped and did

not recur when his platelet count fell again. He even-

tually responded completely to Immuran and steroids,

continued a normal platelet count after these drugs

were discontinued, and has been quite well for over

a year now. He is presented as an instance in which

exchange transfusion can be life-saving in ITP. The
pathogenesis of this disease and rationale of exchange

transfusion in it will be discussed.

19. Management of Refractory Congestive Heart

Failure with Dopamine Infusion.

James D. Yates, M.D., Knoxville Cardiovascular Group,

Knoxville, Tennessee.

Dopamine is a positive inotropic agent demonstrated

by others to increase renal blood flow and to have a

synergistic naturetic effect with furosemide. These

physiologic properties may dramatically improve re-

fractory congestive failure. Four patients age 60 to

80 with terminal and refractory congestive heart failure
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were treated with a dopamine infusion at dosages of

6 to 10 mcgm/kg/min. All patients had clinical evi-

dence of arteriosclerotic and valvular heart disease,

cardiomegaly and azotemia. Three patients were initially

digitalis intoxicated. One hour after initiation dopamine
infusion, supplemental furosemide intravenously was

administered and continued in variable dosage de-

pendant upon clinical response. Urinary output, blood

pressure, heart rate and rhythm were continuously

monitored. Serum electrolytes, creatinine, BUN, and

serum digitalis levels were frequently measured. All

patients showed a prompt improvement with the addi-

tion of dopamine as evidenced by increased urinary

output and decreased pulmonary congestion. Patients

responded to doses of furosemide previously ineffec-

tive. Maximum weight loss in one patient was 64 lbs.

In all patients BUN and creatinine values improved

during diuresis. Side effects included mild nausea and

transient atrial arrhythmias. Three patients survived

and were discharged. One patient died postoperatively

following aortic valve replacement. The unique physio-

logic properties of dopamine are ideally suited to the

treatment of refractory congestive failure.

20. Anaphylactic Transfusion Reaction in Patients

with Congenital IgA Deficiency. Report of a

Case with Therapeutic Implications.

Dwight R. Wade, Jr., M.D., J. Searle McMurry, M.D.

Selective Immunoglobulin-A deficiency is by far the

most common of the imunoglobulin states affecting be-

tween 0.14% and 0.33% of the population in reported

series. Furthermore in a survey of adult patients with

autoimmune hemolytic disease, the most common im-

munoglobin abnormalities were abnormally low or

absent IgA. A significant percentage of persons with

congenital absence of IgA and a lower percentage (5

to 15%) of patients recieving multiple blood trans-

fusions have sufficient anti-IgA antibodies to cause

serious and sometimes fatal immediate transfusion re-

actions. Such patients may be identified and safely trans-

fused with washed packed red cells or by donors with

absent IgA serum. Furthermore parenteral administra-

tion of any IgA containing blood products should be

avoided in patients with IgA antibodies (plasma,

cryoprecipitates, or commercial gamma globulins).

This paper presents a case of a young woman with

hemolytic anemia, noncaseating granulomas in the

liver and spleen, and loss of cellular immunity who
underwent successful transfusion with washed packed

rbc’s. The results of a family study are also presented

which revealed other family members with IgA de-

ficiency. Therapeutic implications are discussed.

21. Comparison of the Bronchodilating Action of

Carbuterol (SKF 40383) and Ephedrine in

Chronic Obstructive Pulmonary Disease.

Richard L. Boswell, M.D., Jack D. Hixson, M.D., Duk
C. Kim, M.D., William I. Mariencheck, M.D.

Carbuterol (SKF 40383) a beta-adrenergic broncho-

dilating agent, and Ephedrine (25 mgm three times

daily) were compared in a double-blind crossover study

in 19 patients with chronic bronchitis or emphysema

with a reversible bronchospastic component in a ten
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day multiple dosing regimen. Analyses of the forced

expiratory volume, pulse, blood pressure on initial day

of testing at 0, 1 hour, 2 hour, 3 hour, 4 hour, 6 hour,

and 7 hours after administration were performed.

Upon completion of the 7 hour measurements the

second dose of study medication was given and the

subjects were given their remaining supply of drugs

for trial Days 1 through 9. The procedure followed

on the first trial day was repeated on the 10th day

of medication. Following a four day washout, the

second study period commenced with assignment of the

second study medication being made. Analysis of the

cardiovascular parameters shown no significant dif-

ferences between carbuterol and ephedrine.

Analyses of FEV 1.0 and MMEFR data reveal that

the adjusted means for carbuterol at each of the time

intervals are generally higher than the corresponding

adjusted means for ephedrine. On Day 1 only the 4

hour comparison for MMEER was statistically sig-

nificant. On'Day 10 only the 6 hour comparisons for

both FEV 1.0 and MMEFR were statistically significant.

Analysis of area under FEV 1.0 and MMEFR curve

suggests that carbuterol is associated with greater efficacy

than ephedrine, although only on Day 10 comparison

for FEV 1.0 was the value statistically significant. The
mean duration of action for carbuterol with respect

to MMEER was 3.74 hours and for ephedrine 2.13

hours. The difference being statistically significant at

the .01 level. Investigation of development of tolerance

to study medications was carried out over the 10 day

period. The data suggests that effects of ephedrine on

FEV 1.0 and MMEFR were less after 10 days on the

medication than on Day 1. There were no statistically

significant changes in pulmonary response over the

ten day interval with carbuterol.

Subject preferences were obtained and of the patients

who expressed preferences, 10 patients preferred car-

buterol and two preferred ephedrine. There were no
subjective differences between the medications noted

by seven patients. Carbuterol appears to be a more
effective bronchodilator than ephedrine over a 10 day

administration period with a more prolonged duration

of action and less tendency toward development of

tolerance during this time interval.

Clinical Center Study of Patients with

Disorders of Erythropoiesis

The corporation of physicians is requested in the referral of patients for a diverse program

of investigation into the mechanism of red cell formation and hemoglobin synthesis being

conducted by the National Heart and Lung Institute’s Molecular Hematology Branch at the

Clinical Center, National Institutes of Health, Bethesda, Maryland.

Needed are patients with hemoglobinopathies, refractory or hypoplastic anemia, and

polycythemia. Patients with either heterozygous or homozygous thalassemia are particularly

sought.

In addition, patients are needed to participate in several specific clinical protocols. These

include the evaluation of iron chelation treatment in patients with a chronic transfusion

requirement and transfusional hemosiderosis. Metabolic studies are performed initially to

determine the response to desferrioxamine and ascorbic acid and then at yearly intervals

to assess the magnitude of chelator-induced iron loss. Detailed endocrine, hepatic, and

cardiac studies are utilized to evaluate the effect of iron overload on organ function.

The value of androgen treatment in patients with refractory or hypoplastic anemia is being

assessed by a combined clinical and laboratory study. Detailed ferrokinetic and red cell

survival studies are performed prior to treatment and at various intervals thereafter in an

attempt to identify those patients who are most likely to benefit from androgen. These data

will be correlated with the potential of the patients’ marrow cells for erythroid differentiation

in vitro and the response of these cells to androgen and other agents.

Patients with sickle cell anemia are being admitted for intensive inpatient observation.

The purpose of this protocol will be to attempt an evaluation of various physiologic param-

eters (blood oxygen affinity and its determinants, cellular hemoglobin concentration and

red cell density distribution), and their relationship to the development of painful crises. It

is hoped that information gained from such efforts may indicate the efficacy of possible future

therapeutic intervention.

Especially needed are patients with severe sickle syndromes with frequent painful crises,

but a variety of patients displaying a spectrum of clinical severity is desired.

Physicians interested in having their patients considered for admssion may write or tele-

phone:

Arthur W. Nienhuis, M.D.
Robert M. Winslow, M.D.
Clinical Center, Room 7D-20

National Institutes of Health

Bethesda, Maryland 20014

Telephone: (301) 496-3684
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New College To Hold Annual

Convention For F.M.G.s

The newly organized American College of Internation-

al Physicians, Inc., composed of licensed practicing phy-

sicians who are graduates of medical schools outside

of the United States, will hold its first Annual Conven-

tion, Scientific Session, and Convocation of Fellows, in

Chicago, on the weekend of October 16-17, 1976. The

new College was recently incorporated as a non-profit,

tax-exempt corporation, and is devoted to the inter-

national physician’s education and continuing advance-

ment of his skills in medicine.

Fellowship in the College is open to all physicians

who received their medical education in schools out-

side the United States, and who have been licensed to

practice medicine for three years or more. Associate

and affiliate Fellowship is open to all who do not meet

the above requirements.

Officers are: Antonio B. Donesa, M.D., President,

University of the Philippines, neurosurgeon. Fort

Wayne, Indiana; Hanus J. Grosz, M.D., President-Elect,

Welsh National School of Medicine, Professor of Psy-

chiatry of the Indiana University School of Medicine;

J. Wei-Ping Loh, M.D., Secretary, National College of

Shanghai, China, Clinical Professor of Pathology,

Chicago Medical School; Jose N. Tord, M.D., Treasurer,

University of San Marcos, Peru, practicing internist,

Indianapolis, Indiana.

Further information and requests for application

forms and reservation forms for the meetings can be

obtained from the College Offices, at Suite 12, 3030

Lake Avenue, Fort Wayne, Indiana 46805 in care of

Antonio B. Donesa, M.D.

American Medical Association Film

Library Booklet Available Free

The newly published “Medical Health Film Library”

booklet, listing over 300 16 mm films from the Ameri-

can Medical Association is now available free to phy-

sicians, nurses, hospitals and other medical professionals

by writing Association Lilms at 5797 New Peachtree

Rd., Atlanta, Ga. 30340.

To order these films, plus a copy of the new AMA
film library booklet, write or call Association Lilms.

Continuing Education Endorsed As
Physician Reregistration Requirement
More than two-thirds of physicians surveyed by

the American Medical Association say they favor a

continuing medical education requirement as a pre-

requisite to reregistering their licenses.

“The endorsement by a large proportion of Ameri-
can physicians of the continuing education concept as a

criterion for licensing privileges has particular sig-

nificance in light of the attention focused today upon
the issue of physician competence,” the AMA said.

Physician opinion on who should assure compliance

with the continuing education requirement was divided.

State medical associations were preferred by almost

30 per cent. Others suggested medical specialty organi-

zations, state medical examining boards, and the Ameri-

can Medical Association.

Almost three-fourths of the doctors surveyed said

they agreed with the suggested national baseline of

150 hours of continuing education every three years,

as used by the AMA Physicians Recognition Award.

Serum Hepatitis Vaccine

Ready For Human Tests

A vaccine against serum hepatitis, has been success-

fully tested in animals and is now ready for human
trials, says a research report in the June 28 issue of

the Journal of the American Medical Association.

The vaccine is highly potent in inducing antibody

formation against serum hepatitis in guinea pigs,

monkeys and chimpanzees after three injected doses,

says Eugene B. Buynak, Ph.D., and colleagues. The
report is from the Merck Institute for Therapeutic

Research, West Point, Pa.

Tests of the vaccine for control of hepatitis B (serum

hepatitis) in man are to be carried out, Dr. Buynak
reports. The vaccine is made from a highly purified

virus by treating with formaldehyde solution, and has

been tested for safety and potency, he says.

Workers Withstand Heat

Of Up To 400 Degrees

How would you like to spend part of the working

day in temperatures of 300 to 400 degrees? It can be

done. There are men who are doing it. They are

workers who have to enter paint-drying ovens for

short intervals from time to time for servicing chores.

If they stay no longer than five to ten minutes, there

should be no health problem for healthy individuals

even at these fierce temperatures, says a communica-

tion in the June 28 issue of the Journal of the American

Medical Association. The report was in response to a

query from a physician regarding health hazards of

workers exposed to this excessive degree of heat.

The key to handling the job is to work, in short

intervals, five minutes or so. With heavy clothing,

mittens and reflective outer garments, the time could

be extended to ten to fifteen minutes. Lor longer than

fifteen minutes, a self-contained individual cooling suit

would be required.

AMA Investigated By FTC
The AMA is being investigated to determine whether

it “may have illegally restrained the supply of physicians

and health care services,” according to a Lederal Trade

Commission press release. AMA Executive Vice Presi-

dent James H. Sammons, M.D., said: “We are frankly

puzzled as to what precipitated the PTC investiga-

tion. . . . We welcome an airing of the issue (because

the investigation) is hard to square with the facts. . . .

We have not violated the antitrust laws. We have, as

a matter of record, advocated increases in the numbers

of physicians and health personnel.”

Continued on page 603
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Individual Liberty^ 1976

The profession of medicine by its very dedication to human dignity and

relief of illness and suffering is a champion of individual freedom. In this

bicentenary of the United States of America, it is well to reflect that

four signers of the Declaration of Independence were physicians.

If we accept the responsibility of guarding the freedom of our fellowman,

then we must jealously protect it in the political arena. Unfortunately much
of the rhetoric that we hear from leaders of American medicine involves the

declaration of our rights and privileges as physicians. Although this may be

interpreted as endorsement of freedoms for others, we may
be doing the profession a disservice. Most people are not overly interested

in declarations of the rights of others. We should therefore present our

affirmation of liberty to practice and liberty to choose a physician in terms

that are more understandable to our fellow countrymen.

In explaining this loss of freedom perpetrated on us by the Federal

bureaucracy, it should be pointed out that laws and regulations that make
the practice of medicine unpleasant and difficult are reflected in a decrease

in the quality and availability of medical care. Many of the complaints we

hear by our patients, such as difficulty in finding a physician, increasing costs

of medical care, and impersonal treatment, may be traced to the increasing

demands of bureaucracy on physicians.

We are well along the way to socialized medicine unless dynamic political

leadership dedicated to a new revolution that intends to establish individual

social liberty and responsibility under law soon appears. Much might be

expected from a guaranteed annual income which would provide all citizens

with the ability to pay for those services that they decide they need. It is

generally agreed that catastrophic illness is the only problem in medical care

that may require direct government aid. The guaranteed annual income

would allow many social programs such as Welfare, Medicare and Medicaid

as they exist now to terminate. HEW would certainly counter with the

proposition that people cannot manage their affairs as well as the Federal

bureaucracy. This, however, remains to be seen as the bureaucrats have not

had an outstanding track record in providing these services economically.

We, as professional men, should point out when one group loses liberty

then every citizen of this country is in danger of similar loss of freedom.

We have an obligation to protect individual freedom for everyone in the

United States of America by fighting for our freedom to serve our fellowmen

by educating future physicians in freedom limited only by scientific and

humane medical knowledge. We should further be able to do medical research

restricted only by scientific and moral considerations and not restrained

by political and bureaucratic regulations. The practice of medicine should

also be unrestricted by political and third-party regulations but restricted

only by professional medical ethics and the public welfare.

Sincerely,

PRESIDENT
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cdiloriol/
The Joys of Copulation, etc.

Although the following poem, which has passed from

one generation to another for a hundred years or more,

is of uncertain origin, it has always been attributed to

the Autocrat of the Breakfast Table, Dr. Oliver Wendell

Holmes. Certainly the author had an accurate and

comprehensive knowledge of syphilis, and was a poet

of no mean ability, which fits Dr. Holmes. Taken all

in all, it is worthy of him.—Ed.

The Ballad of Back Bay

There once was a man from Back Bay
Who thought syphilis just went away.

He thought that a chancre

Was only a canker

Derived from lascivious play.

But now he has acne vulgaris.

The kind that is rampant in Paris;

He has sores on his skin

From his head to his shin

And his friends all ask where his hair is.

There is more to his terrible plight.

His sphincters won’t react to light.

Along with his tabes

And sabre-shinned babies

He also has gun-barrel sight.

With symptoms increasing in number.

His aorta’s in need of a plumber.

His heart is cavorting.

His wife is aborting.

And withall he’s developed a “gummer”.

Though treated in every known way
His spirochetes grow day by day.

He’s developed paresis.

Converses with Jesus,

And thinks he is Queen of the May.

Oliver Wendell Holmes, M.D.

When I was growing up, everybody knew there

were three complications of “messin’ around.”

They were syphilis, gonorrhea, and pregnancy.

Nobody ever talked about it, until sometime when
I was in high school Thomas Parran, M.D., the

Surgeon General of the U.S., wrote the revolu-

tionary and widely publicized article “Why Don’t

We Stamp Out Syphilis?” It raised a lot of eye-

brows and set tongues clicking, but it got the

job done. It brought VD out into the open where

something could be done about it. The article was

pretty scary, too, for a teenager, and it probably

had a dampening effect on some hot passion

(maybe)

.

I had one friend who tended to be more

adventurous than the rest of us who fairly early

in his career got the “clap.” It was a sort of con-

versation piece for a while, until he got a rather

severe arthritis from it. Being before the days

of penicillin, he was pretty sick for a long time.

1 guess I led a sheltered life, because that was

my closest association with VD, and I never knew

a homosexual until I got to college.

Military service in France at the end of World

War II gave me enough experience with VD to

last me the rest of my life. We saw more gonor-

rhea than colds and we also saw a lot of chancres,

though many patients who probably had both

gonorrhea and syphilis were cured of both before

the chancre developed by the penicillin with which

the gonorrhea was treated. There were occa-

sional cases of lymphopathia venerum and granu-

loma inguinale and few cases of non-gonorrheal

urethritis and chancroid. Mostly, though, VD
was syphilis and gonorrhea, transmitted by het-

erosexual intercourse.
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There was a joke going around about a G.I.

who was accosted on the beach at Cannes (where

our squadron went for R & R) by a young lady

of the beach, so to speak, from whom he con-

tracted at their first liaison gonorrhea and at

the second syphilis. On a third occasion, when

she said, “I’m selling—are you buying?” his

answer was “What’re you selling today? Cancer?”

This joke was of course greeted with raucous

laughter.

Today that joke isn’t funny.

Dr. Kampmeier, in what is really almost a

definitive paper, shows us how much VD has

changed since my days as a medical student

under him in the Vanderbilt “Medical L” Clinic,

how many sexually transmitted diseases there

actually are, and how often they are transmitted

by other than what has been considered the

customary way.

What I am going to say from here on I do

not wish to be misunderstand. I am convinced

that the one thing which probably held back the

advance of diagnosis, treatment, and epidemiol-

ogy of VD the most was moral indignation, par-

ticularly on the part of physicians. Moralizing

—

and I wish to be careful to distinguish this from

counselling—has absolutely no place in medicine.

The function of the doctor is to work toward

healing—of the whole person. Verbally kicking

a person who has been caught with his moral

pants down has absolutely no salutary effect, and

is not only out of place but unworthy.

Having said that, I hope convincingly, I hasten

to add that in spite of what we might wish, there

are cause and effect relationships which are in-

exorable, and the relaxed (to use the gentlest

term I can think of) moral climate of the present

day does more than anything I know to confirm

the Bible’s contention that “the wages of sin is

death.” I know the term “sin” is now out, and

you can use any term you choose. The result

will not be altered. I think it has always been

assumed that the Apostle Paul was speaking of

spiritual death—it’s more comforting that way

because it’s not so immediate. While I feel sure

that was uppermost in his mind I don’t think

that’s all he meant.

Dr. Kampmeier’s paper shows that as a result

of “extracurricular activities” one may face death

from a number of causes, among thern cancer

and hepatitis. Then too the gonococcus is learn-

ing to live with, maybe even thrive on, antibiotics,

and it can produce disseminated disease and

endocarditis. The spirochete is down right now,

but we’ve seen other organisms we thought were

out make a comeback, so over the long haul I’m

betting on ol’ T. pallidum.

It has been apparent for some time now that

sexually transmitted disease is again a real and

increasing medical and public health problem,

and it is likely to become worse, given the in-

creasing changes in sexual mores. As a major

cause of human misery it demands a solution.

Where do we start?

At the risk of appearing to moralize. I’ll start

by saying that in spite of all the current per-

missive verbiage to the contrary, the intent of

God—or “nature” if it offends you to invoke

God in this—was that a male and a female (of

whatever species) mate and that sexual relation-

ships be confined to that. Since man has ration-

alized himself out of that stricture this is unlikely

to be a practical solution. So what’s next?

The answer has to be education—education

of both our own profession and the public.

Syphilis and gonorrhea were pretty well on the

way to being stamped out by a combination of

mechanical prophylaxis and antibiotics, and the

use of the former was due largely to a massive

educational campaign just before and during

World War II. The failure in recent years can

be traced to a false sense of security in a gen-

eration which doesn’t remember the “bad old

days,” the invention of the “pill,” and the easy

availability of abortion. Physicians must be made

aware of the dangers, and if Dr. Kampmeier’s

article is as widely read as it should be, that

part of the problem will be solved. The other

part will take some doing.

We are hearing a great deal lately about “self

pollution”—the propensity of people to make
themselves sick by ignoring sound health prac-

tices. In spite of warnings, they go on smoking

and they continue to eat and drink too much,

and so on. The answer has to be in sound health

education beginning at an early age. This also

will go far toward answering the problem of VD,
because it is not necessary to instruct the very

young in techniques. What is required is that they

learn to heed the lessons they are taught.

Perhaps they will learn to be healthier than

their elders.

J.B.T.

Demon Rum and the IDAA

It is incomprehensible to me that at a time when

European countries, especially those in Scandi-
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navia, are tightening restrictions on users of

alcohol, valuable research funds are being wasted

in this country trying to teach recovered alco-

holics to drink “properly.” By so doing we seem

to be saying that membership in our society de-

pends upon the ability to accommodate to alcohol.

An AMA news release reports that a recent

series of studies on alcoholism, attributed else-

where to the Rand Corporation, state that it is

possible in certain instances to teach reformed

alcoholics to drink moderately without reestab-

lishing dependence.

Now there are several things wrong with this

thesis, one being the implication that a reward-

ing life is not possible apart from the use of

alcohol. More important, though, is the reaction

of recovered (a preferable term to “reformed”)

alcoholics, no one of whom among my acquain-

tances having once been freed from it would

ever willingly go back. For that we have the

word of no less a public figure than Represen-

tative Wilbur Mills, who lost his position as

chairman of the powerful House Ways and

Means Committee because of alcohol, and who
now is stumping the country fighting abuse of

the drug (which alcohol is) and urging recogni-

tion of the problem.

By conservative estimate there are 9 million

alcoholics in our population. This may under-

estimate the number by half, though, since a large

proportion of actual alcoholics are unaware of

their dependence on the drug, which oddly enough
the government classifies as a “food.” (It also

classifies tobacco as a “farm product,” proving

again the unpopularity of protection against these

two of the most toxic and addicting of all sub-

stances in use today.)

Doctors are particularly prone to alcoholism

by virtue of their demanding work and the neces-

sity for being secretive about their drinking be-

cause of their position in society. For the same
reasons they cannot be open about their problem,

and consequently will not admit it even to them-

selves, the essential first step in the solution, so

that help eludes them.

Dr. Lewis K. Reed, of Youngstown, Ohio, a

recovered alcoholic who has not had a drop in

20 years, rejects controlled drinking as a treat-

ment for alcoholism, having “stood by the coffins

of too many physicians who thought they could

control their drinking.” He and other experts

agree that not only is alcoholism a disease, it is

a primary disease, and not a secondary effect of
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something else. Says Dr. Reed, “calling alcohol-

ism a response to stress is a copout.”

In our Mail Box is a letter from Dr. Reed, who
is Secretary of International Doctors in Alco-

holics Anonymous (IDAA), inviting all doctors

who have or suspect they may have a problem

to communicate with him at 1950 Volney,

Youngstown, Ohio 44511. Unfortunately, we re-

ceived the announcement of the convention too

late to be of use to our readers.

If you are one of those doctors, why not write?

Or if you know one, put him in touch.

J.B.T.

More on FMG’s

Since the days following World War II the

United States has been a haven for graduates

of medical schools the world over, opening the

doors of our medical centers and hospitals to

them for post-graduate training. It soon became

apparent that many of them had no intention

of returning to their homeland, and of those who
did return, a large number were back in a year

or two. They did serve the useful function of

solving, at least temporarily, some of our doctor

shortage. Though there were licensing problems

in many states, mechanisms were instituted to

solve them. Most of those FMG’s have made

notable contributions to our system of medical

care.

As the trickle became a stream and then a

flood, it became apparent that not only were

our hospitals being inundated with FMG trainees,

but the best brains were being drained from coun-

tries which could ill afford to lose them, and

steps were taken to stem the tide—but not before

many of these men and women were firmly

established in practice. i

For better or for worse, and I can see possi-
\

bilities for both, a group of them in Indiana have

formed the American College of International

Physicians, Inc. (ACIP) (See our Mail Box II

and “Medical Briefs”) Advantages will certainly

accrue to them in that when the inevitable edu- H
cational and culturally related problems arise ,^|

from time to time, such an organization can
:|

doubtless help work out those problems. Over Ijl

the long term, though, both they and medicine i i

generally could be badly served, because such

an organization could maintain a feeling of ;

separateness at a time when unity is absolutely

vital to medicine’s continued independence, and

the possibility that the organization could be a

divisive influence is a real one. On the other
[j
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hand, with a wise and imaginative leadership

which stresses the unity of medicine and good

citizenship among its members, the organization

could do us all a service by assisting in the inte-

gration of individuals of varied educational and

cultural backgrounds into the mainstream of

American medicine and life generally.

There is another side of the coin, though,

which is of over-riding importance in this matter.

Without doubt, one of the reasons the founders

of the ACIP felt the need for such an organi-

zation is that too many of us, their colleagues,

see them as still foreign and continue to treat

them as foreigners—as “FMG’s” and not as col-

leagues. What sort of an organization the ACIP
becomes, therefore, and what its function shall

be, depends at least as much on us and our

attitudes as on their leadership.

J.B.T.

The AMA Dallas Convention:

An Overview

The Ringling Brothers, Barnum and Bailey

Circus is termed “the greatest show on earth,”

and the quadrennial political conventions have

often been likened to it. The likeness is easy to

see in many respects. If what is to happen in

New York and Kansas City later this summer
is the “greatest show on earth,” then “Big D”
was host to what could be called a “side show

to the big show,” because the AMA Annual

Convention in Dallas last month certainly bears

resemblance in many ways to both.

In spite of the fact that a number of the dele-

gates—and they are by and large the same ones

at each session of the House—are enchanted

by the sound of their own voice (and no doubt

hope their colleagues are too) thereby dragging

the sessions out unnecessarily, and in spite of a

good deal of politicking, a lot of serious busi-

ness did get transacted, and the convention of

the House of Delegates, chaired by Speaker Tom
Nesbitt, was one of the least controversy-studded

ones to be held in some time.

To try to summarize for you all that went on

is obviously not possible, since the House delib-

erations extended over a period of five days for

a total of over 20 hours, not counting time spent

in reference committees and caucuses. But I

have some impressions I’d like to share, as well

as some of what I think were the more im-

portant issues, because you need to know what

goes on. If you aren’t interested, you had better

get interested, because a lot of people outside

our profession certainly are. Your future is at

stake, even perhaps precarious.

The government is certainly interested, and is

already making lots of incursions into our free-

dom to practice medicine. Many of these are

very subtle, and unless medicine takes a firm and

united stand, the way we conduct our practices

and even such decisions as which drugs we shall

prescribe, whether or for how long we can hos-

pitalize our patients, and whether or not they

can be operated upon will be based on bureau-

cratic edict rather than on individual medical

judgment.

Though we tend to bridle when doctors are

referred to as a special interest group, we cer-

tainly are. We have lobbyists in Washington

to further our special interests. The perceived

stigma of the term comes, though, not from its

being special, but from the implication that “spe-

cial” interest is by definition “selfish” interest.

While it may be, and often is, it is incumbent

upon us to be sure our “special” interest is on

behalf of our patients and not of ourselves. We
are seen by a large segment of the bureaucracy,

if not by the public generally—yet—as being a

“selfish” interest group. We had better see to it

that the opinion is unfounded.

Last year the Congress hastily enacted, over

the strong opposition of the medical profession.

Public Law 93-641, the National Health Plan-

ning and Resources Development Act. There was

insufficient time for the Congress to study the

law and its implications prior to its passage.

It is clear however that the law contains within

it the seeds of socialized medicine, providing

all the bureaucratic mechanisms necessary for

federal control. It totally removes from local

jurisdiction the operation and planning of health

facilities, and places jurisdiction under boards

composed almost exclusively of laymen who are

required to make judgments for which they are

not prepared. Other provisions will among other

things totally disrupt doctor-patient relationships.

While we all recognize the necessity for proper

planning and coordinating of efforts in construc-

tion of health facilities, this extremely bad law

goes about it in the wrong way. It is currently

being contested in a lawsuit in North Carolina,

and the AMA has joined the suit as one of the

plaintiffs. Several resolutions were introduced into

the House opposing implementation of the bill

and making various requests of AMA to act to

nullify it.
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Everyone agreed that the law is objectionable

and that litigation should be instituted to chal-

lenge its constitutionality. Because the Association

is currently pursuing such a legal challenge, the

entire question was referred to the Board of

Trustees for study and appropriate action. The
Board has a clear mandate from the House to

oppose this legislation by all legal means, and

it is actively seeking to carry out the desires of

the House.

The basis for the challenge of the constitu-

tionality of the law, as I understand it, is the

Tenth Amendment, which delegates to the states

everything not specifically delegated to the fed-

eral government. The provisions of the law re-

quire violations of state constitutions. The Health

Service Areas which have been set up follow no

geographic or political boundaries, often crossing

state lines, making any local jurisdiction im-

possible. You should familiarize yourself with

the law, a summary of which was printed in

the Journal last year (68:369, May, 1975.

Editorial comment, page 402), and you should

make sure that lay people in your community

understand that under the provisions of the law,

all hospitals are completely removed from local

control.

Equally dangerous to the free practice of

medicine insofar as it relates to a physician’s

right of free contract, his right of self-employ-

ment, his right to choose his method of re-

imbursement, and the physician-patient relation-

ship generally, is Senate Bill 3205, the Medicare-

Medicaid Administrative and Reimbursement Re-

form Act, known as the Talmadge Amendment,
which is now pending in Congress. At the present

time it would discriminate against only a relatively

small segment of the medical community, the

hospital-based physicians, but it is apparent that

once established it could very easily be expanded

to include any physician who receives reimburse-

ment from Medicare-Medicaid. A number of

resolutions opposing this bill were introduced into

the House, but the bill is extremely complex,

and not all of its features are objectionable.

The House of Delegates therefore passed a reso-

lution that the bill “in its present form should not

be adopted and that the AMA should strive to

remove or amend the sections of the bill which

are not in the best interest of the public and

the profession, and that the Board of Trustees

take appropriate safeguards to protect the inter-

ests of the public and the profession from un-
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warranted and unjustified intrusion in the pro-

vision of high quality health care in government

programs.”

One of the most urgent issues in medicine today

is the matter of the confidentiality of patient

records and release of patient information. It

was reported to the House that in California en-

trepreneurs are in the process of tooling up to

copy entire patient records for third parties. The

House went on record as insisting on confidenti-

ality for medical records, endorsing only “those

authorizations for release of information which

limit the disclosure of information to that which

is clearly necessary and required for the purposes

of the third party.”

In the same vein several resolutions were

introduced, one by our own delegation, in

opposition to identifying numbers for physicians.

When the Social Security Act was passed, re-

quiring every working individual to be assigned

an identifying number, it was clearly specified

that these numbers were to be used for Social

Security only, and could not be used for any

other identification. Because the Social Security

number (SSN) is a convenient identifier, this

provision of the law has been widely ignored.

The Department of Health, Education, and Wel-

fare (DHEW) has indicated that it is mandating

the use of the SSN as an identifier of both pa-

tient and physician on all hospital records in

order to enable the bureau of quality assurance

to tie a given medical record to an individual

physician. Rejecting all efforts to weaken the

resolution, the House went on record as strongly

opposing the use of any universal identifying

system, including the SSN. A motion to refer

the entire question to the Board of Trustees was

soundly defeated.

The House went on record as strongly oppos-

ing a bill which would in effect make a legal

document of the Drug Package Insert, and would

if passed give the commissioner of the Federal

Drug Administration the power to fine a doctor

$10,000.00 for each day of prescribing a drug

for an indication not listed on the insert. The bill

would give the FDA authority to examine office

and hospital records in search of violators, and

would limit authorized use of new drugs to

some classes of physicians and not others. It

would elevate the drug package insert to an

inflexible legal instrument, and would work to

the disadvantage of the patient because where

even relative contraindications occur, doctors
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would not use the drug for fear of not only

Civil lawsuits, but criminal prosecution as well.

These are major areas in which the govern-

ment already has or is actively seeking the right

to interfere with your practice of medicine. How
effective medicine can be in meeting the challenge

remains to be seen, but you can take some com-

fort in the fact that the AMA Board of Trustees

is vigorously acting in your behalf. You should

not rest there however, but wherever possible

you should be in contact with your own legis-

lators to make your desires known. It is a fact

that not only do they not have the medical back-

ground necessary to judge the merits of these

questions, but they do not have the time to give

detailed study to every bill which comes to the

floor of the Congress. They must rely on phy-

sicians for advice. This can be you, or if you

abdicate your responsibility it will be the medical

advisors on the staff of the committees which

report these bills out. Since they are a party to

the authorship of the bills, it should be obvious

what advice they will give. This places the

monkey squarely on your back.

Attention was given to the problem of mal-

distribution of physicians both geographically and

by specialty. Legislation is currently before the

Congress to ensure by manipulation of the capi-

tation grants to medical schools that there will

be adequate numbers of primary care physicians

for underserved areas. This will be an enforced

solution to the problem, however, and is vigor-

ously opposed by the AMA. The House re-

affirmed its alternative stand that the AMA
should encourage medical students to enter vol-

untarily primary care specialties, and also en-

courage the development of residency programs

in family medicine. It declined to define what

the primary care specialties are, but referred the

matter to the Board of Trustees.

Fee discrimination as it relates to maldistribu-

tion was discussed, and a report by the Council

on Medical Services indicated that this might be

a problem, but testimony from numerous people

in the House suggested that lower fee schedules

in rural areas probably had little influence on the

decision of individuals not to practice in rural

areas. The House passed a resolution reaffirming

the Association’s stand emphasizing usual and

customary or reasonable charges as. the basis

for physician payments. It recommended that phy-

sicians bill their appropriate fees for services even

if the payors reduced the amount of payment,

but that the American Medical Association should

redouble its efforts to seek amendments to the

Medicare Law pertaining to reimbursement of

physicians. It rejected an amendment which

would have required the AMA to seek to elimi-

nate the differential, preferring to stand on its

policy of usual and customary or reasonable

charges. To have done otherwise would have

played into the hands of those who seek to

regulate fees.

One of the most controversial matters to face

the House was National Health Insurance. Testi-

mony before the reference committee was con-

flicting, as was the content of the several resolu-

tions addressed to the subject, resolutions which

variously called upon the Association to endorse

the general concept of catastrophic health in-

surance, develop its own plan for health insur-

ance, oppose all national health insurance plans,

take an uncompromising stand against govern-

mental health care, and draft model state bills

or voluntary catastrophic insurance structured so

as to stimulate the private sector to market ap-

propriate voluntary coverage. The controversy

continued on the floor of the House over the

recommendation of the reference committee that

the Association continue its support of House

Bill 6222, and that it continue to foster the ex-

panded availability of appropriate caatstrophic

coverage through voluntary private insurance.

Various amendments were offered, one of

which would have instructed the AMA to design

and seek passage of legislation to provide for

universally available catastrophic insurance cov-

erage financed through and administered by the

private health insurance industry. It was pointed

out that industry had lost a lot of its cred-

ibiliy in the professional liability insurance

donneybrook, and the House voted to refer this

suggestion to the Board of Trustees, where it

obviously will die. The House basically adopted

the recommendation of the Reference Committee

that the Association should continue support of

H.R. 6222, adding: “for the provision of both

basic and catastrophic insurance coverage where

such is needed.”

As a note of caution to the government and

the public it also adopted a further resolve “that

the Association does register its concern regard-

ing the present enormous cost and always in-

creasing regulatory control inherent in medical

care programs administered under government;

and points out that the true additional cost of
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any program for total nationalization of the

American Health System at this time would

cause a runaway inflation and lead to a national

economic crisis.” For the record, certain ele-

ments of the Congress and of the various agen-

cies in government have attempted to tie health

insurance to the Social Security Administration

and have it funded thereby. The Social Security

Administration is in serious trouble in trying

simply to meet its obligations as they presently

exist. The amount of money required to meet

these additional obligations staggers the imagina-

tion.

By way of explanation, the AMA has sup-

ported a National Health Insurance Plan since

1970, which has evolved to the present bill, H.R.

6222, the Comprehensive Health Insurance Act

of 1975. All AMA sponsored bills have utilized

the present private sector health care and health

insurance system. All have stressed the impor-

tance of equal access in quality of care, and

have featured comprehensive, including catastro-

phic, coverage. A tax deduction plan is included

for both individuals and employers. Employers

are required to provide comprehensive health

insurance coverage for their employees on a

shared cost basis, although for the employees

the insurance is optional. Because of the limita-

tion on government financing, H.R. 6222 is

recognized as the least costly of all major cur-

rent NHI proposals. It has been estimated that

the additional federal spending would be 2.5

billion dollars. Other NHI bills would cost sev-

eral times that much, and the Kennedy-Corman

National Health Service Bill is estimated at ap-

proximately 90 billion dollars.

The basic AMA principles are that any national

plan should build on existing private insurance

and should not be operated as a government

service such as in England. The plan should

utilize existing private insurance and health care

systems. It should be financed by private pay-

ments for insurance coverage for those with the

ability to pay and from general tax funds for

lower income groups.

The concept of catastrophic coverage began in

1972 and has rapidly expanded in the private

sector. The House wished to emphasize, both

to the membership at large, and to the public,

the extent to which catastrophic coverage is now
in force in this country. The Health Insurance

Association of America’s estimate is that at the

end of 1974, 149,000,000 people were covered
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under plans of this type—nearly 80 percent of

the under—65 civilian population, and about 15

percent of those over 65. Projections show that

this number and percentage have and will con-

tinue to increase. They do not include the sev-

eral million Medicaid beneficiaries, or the

21,000,000 people 65 and over receiving Medi-

care benefits.

It must be emphasized that catastrophic cov-

erage makes sense only with a foundation of

sound basic coverage. Freestanding catastrophic

programs lead to a shift of basic benefits into the

catastrophic structure, destructive to both the

basic and the catastrophic approach. It is clear

however the catastrophic coverage is available in

numerous forms from the major health insurers

and that it is being widely purchased. As an add-

on item, it is usually of very low cost.

Since the House mandated that the Council

on Medical Services report deafing with catastro-

phic coverage be widely disseminated to the

profession and to the public, it is likely that

you will see the above information, in its ex-

panded form, reproduced in various AMA publi-

cations. It is most important that you watch out

for it and become familiar with it, so that you

can assure your patients that organized medicine

is not only interested in their welfare, but is ac-

tively pursuing programs to meet their medical

insurance needs.

The Joint Commission on Accreditation of Hos-

pitals (JCAH) has been the subject of a number

of resolutions before the House since 1973.

Although no new resolutions were introduced

into this House, there was a lengthy progress

report from the Board of Trustees concerning

JCAH progress in implementing previous recom-

mendations. It must be recognized that AMA
representation on the Board of Commissioners

(BOC) is 7 members out of a total of 20. Other

representation includes 7 Commissioners from

the American Hospital Association and 3 each

from the American College of Physicians and

the American College of Surgeons. The BOC
may accept, amend, or reject recommendations

from the AMA, which are presented to the Board

and advocated by the AMA representatives.

Understandably, not all recommendations of the

AMA, or of the other member organizations,

are adopted.

The Joint Commission currently is under fire

from all directions. Because of the composition

of the Commission, the Department of HEW has
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accused the Commission of being less than ob-

jective in its inspection of hospitals, and has

become progressively less willing to accept un-

equivocally the Commission’s recomendations. In

order to counteract this criticism, and really to

remain viable, the JCAH has adopted some

measures which could at best be described as

tedious and at worst autocratic and dictatorial.

It is these measures which have come under

fire from medical staffs, resulting in resolutions

introduced into the House of Delegates.

Judging from the report of the Board of

Trustees concerning the JCAH, the Commission

has been cooperative in reducing the burden-

some detail of its requirements insofar as they

feel it is possible. All of us have had difficult

and at times unpleasant experiences with JCAH
examiners, but we need to keep in mind the diffi-

culties under which they labor, as well as the

difficulty of the JCAH in obtaining examiners

who are outstandingly qualified by background

for the job, not to mention by temperament,

charming personality, and witty repartee.

The matter of prolongation of human life in

“hopeless cases,” and the right or responsibility

of the physician to use life sustaining measures

was discussed at length, both in reference com-

mittee and on the floor of the House. Three

resolutions speaking to this problem were intro-

duced, but finally a substitute resolution of the

reference committee was adopted with very little

opposition:

RESOLVED that the American Medical Association

reaffirm established policy that: “statutory definition of

death is neither desirable or necessary;” “death shall be

determined by the clinical judgement of the physician

using the necessary available and currently accepted

criteria;” “permanent and irreversible cessation of func-

tion of the brain constitutes one of the various criteria

which can be used in the medical diagnosis of death;”

“physicians may and indeed should be encouraged to

discuss death and terminal illness with patients;” “the

cessation of the employment of extraordinary means to

prolong the life of the body when there is irrefutable

evidence that death is imminent is the decision of the

patient and/or his family;” and “the advice and judge-

ment of the physician should be freely available to the

patient and/or his immediate family;” and be it further.

RESOLVED that the Judicial council be requested to

review the above policy positions in light of recent

legislative and judicial actions and report back to the

House at the 1976 Clinical Convention with recom-

mendations relating to the need for any changes if

policy is needed to provide additional guidance to

physicians and medical societies.

It is obvious that this resolution comes too

late to be of assistance to us in Tennessee, since

the legislature has already adopted a statutory

definition of death, which the resolution states

to be “neither necessary nor desirable.” Though
the definition adopted by our legislature is prob-

ably as workable as any definition possible, the

very presence of a statutory definition introduces

considerable inflexibility into possible actions of

both the physician and the patient’s family. It

leads to impasses such as those demonstrated

in the Quinlan Case.

A large number of areas were addressed by

resolutions in the House, among them violence

on television. A resolution was adopted to “en-

courage all physicians, their families, and their

patients to actively oppose TV programs contain-

ing violence, as well as products and/or services

sponsoring such programs.” A resolution was

also adopted urging physicians “to continue to

act as nonsmoking exemplars to the public; ad-

vise patients of the health hazards of smoking;

discourage smoking by means of public announce-

ment and educational programs”; and also to

increase efforts to “discourage the presentation

of visual materials, particularly on TV, which

depicts smoking as the norm in American culture

as a means of influencing teenagers to refrain

from acquiring the smoking habit.” Along the

same line, a resolution was introduced which

would designate 1977 as a target year for a

national Fight Self-Pollution Campaign. This

was seen a worthy project, but it was felt that

considerable study would be required prior to

implementation, so that the resolution was re-

ferred to the Board of Trustees for study and

such appropriate action as might be feasible.

Since the House considered over 60 reports

from the Board of Trustees and the various

councils and committees, as well as nearly 150

resolutions, this brief report could cover only a

small portion of what occurred. It is most en-

couraging to note that the AMA leadership,

vested in the officers and the Board of Trustees,

is working very diligently, and is honestly try-

ing to address the needs and wishes of the mem-
bership in the most positive and effective way

possible. While this apparently has not always

been true, I am convinced that it definitely is

so at the present time.

In his inaugural address. President Richard

E. Palmer, M.D., warned that the federal gov-

ernment is the biggest threat to the medical pro-

fession and emphasized that unity in the AMA
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is the only way to combat federal intrusion into

medicine. Dr. Palmer cited mistakes in federal

and congressional actions regarding medicine.

“Instead of settling for a reasonable adjustment

to medical realities,” he said, “government is

becoming steadily more dogmatic.” Dr. Palmer

addressed his statements to state medical societies

as well, stating that “this American Medical

Association is your child. You created it primarily

because you were besieged by problems that no

single state could handle on its own.”

“The idea that ‘governmentalizing’ medicine

would improve health care is false,” stated Max
H. Parrott, M.D., immediate past president of

the AMA, in his farewell address to the AMA’s
House of Delegates. “Government doesn’t know

how to plan,” he said. “It merely knows how
to regulate—in the name of planning.” Dr. Par-

rott defended the AMA against those who view

organized medicine as a “self-serving union” and

who blame the AMA and medicine generally for

rising medical care costs. “We need to hit back

at the cliche-ridden punditry about rising medical

costs,” he said, “but we must also work for

savings that would not mar the quality and

availability of care.”

The resolutions enacted by the House will

undoubtedly have been published in the AM
News by the time you receive this, and various

other items of business which were addressed in

reports from the Board of Trustees and the coun-

cils will also be the subject of articles in AMA
publications. It is impossible to urge strongly

enough that you read these and familiarize your-

self with what is going on in your national organi-

zation. To protest that you are too busy taking

care of your patients to fool with such things

is a copout. It is also extremely dangerous to

your future and to the health of your patients.

J.B.T.

Alcoholic Doctors
To the Editor:

In spite of the education and training of doctors, they

do become “alcoholics”, even though they may never see

skid row. Alcoholism appears to happen to people who
do not want it—even doctors.
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Because of the fact that there are undoubtedly alco-

holics among your membership, WILL YOU PLEASE
PUBLISH THE EOLLOWING INFORMATION:
INTERNATIONAL DOCTORS IN ALCOHOLICS
ANONYMOUS is a non-dues-paying organization

of PHYSICIANS AND DENTISTS who get to-

gether at least yearly to help each other obtain and

maintain their sobriety and freedom from drugs.

The next annual convention will be held at the

new LOS ANGELES MARRIOTT HOTEL, AU-
GUST 5 THROUGH 8, 1976. Tax deductible.

Inquirers and newcomers welcome. For informa-

tion write: Secretary, IDAA, 1950 Volney, Youngs-

town, Ohio 44511.

Thank you for this service to your membership.

Lewis K. Reed, M.D.
Secretary Treasurer

See Editorial Comment—Ed

FMG Organization
To the Editor:

The newly organized American College of Interna-

tional Physicians, Inc., is a non-profit corporation, tax-

exempt in the opinion of the Internal Revenue Service,

and is the first participatory F.M.G. organization serv-

ing the interests of all F.M.G.s, not limited to any

single nationality or ethnic group.

We are vitally interested in elevating the standards

of medicine, medical education, research, and ethics.

We believe that only by airing out grievances, discuss-

ing issues, and participating in the formulation of

policies, can an atmosphere conducive to the develop-

ment of every physician’s potential be achieved.

The sixty to seventy thousand international physicians

(F.M.G.s) represent a manpower pool and a brain

trust of which this nation should justifiably be proud.

These physicians have by their ambition, adaptability,

fortitude, and will brought into this country new ideas,

new developments, new labor and a new heritage.

Historically, the nation has become robust and strong

through infusions of this sort down the centuries of its

existence.

We ask for your help and consideration.

Sincerely yours,

Antonio B. Donesa, M.D.

President

American College of

International Physicians, Inc.

3030 Lake Avenue - Suite No. 12

Fort Wayne, Indiana 46805

Allergy To Chocolate
To the Editor:

I am interested in finding the incidence of allergic

reactions to chocolate because of a recent query I re- i

ceived from a chocolate manufacturer.

I would appreciate hearing from physicians the esti-

mated number of their patients allergic to chocolate, and

the symptoms produced. I would also appreciate re- )

ceiving specific case reports, results of laboratory tests, i

and any other comments on the subject. ;

>

Claude A. Frazier, M.D., P.A.

Doctors Park - Build. 4 , ,

Asheville, N. C. 28801 |i
*1
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BRITT, LOUIS PERCIVAL, JR., age 61. Died June 2,

1976. Graduate of University of Virginia Medical School.

Member of Memphis-Shelby County Medical Society.

MITCHELL, EDWARD DANA, JR., age 73. Died

June 7, 1976. Graduate of University of Pennsylvania

Medical School. Member of Memphis-Shelby County

Medical Society.

MYRON, HARRY, JR., age 64. Died June 6, 1976.

Graduate of Syracuse University College of Medicine.

Member of Washington-Carter-Unicoi County Medical

Society.

neui meinl>er/

The Journal takes this oportunity to welcome these

new members of the Tennessee Medical Association:

BENTON-HUMPHREYS COUNTY
MEDICAL SOCIETY

Maysoon Shocair Ali, M.D., Waverly

Subhi D. S. Ali, M.D., Waverly

Mark Hartley, M.D., Waverly

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY

Charles A. Blake, M.D., Chattanooga

Henry C. Blount, Jr., M.D., Chattanooga

Richard E. Poehlein, M.D., Chattanooga

GREENE COUNTY MEDICAL SOCIETY

Ronald A. Cole, M.D., Greeneville

MARSHALL COUNTY MEDICAL SOCIETY

N. N. Sharma, M.D., Lewisburg

D. VanSlooten, M.D., Lewisburg

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY

Robert P. Oliver, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Peggy A. Domstad, M.D., Nashville

Fred Drake, M.D., Nashville

Stephen A. Floore, M.D., Nashville

William D. Kenner, III, M.D., Nashville

Charles E. Mayes, M.D., Nashville

Kevin M. O’Brien, M.D., Nashville

Richard R. Oldham, M.D., Nashville
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Knoxville Academy Of Medicine

The Knoxville Academy of Medicine met on July

13 at the KAM headquarters building.

Mrs. Edna Duncan and Mr. Joe Carroll presented

a program on “The Knoxville Symphony Orchestra

—

Past, Present, and Future” for the E. Club at 6:00.

Victor Herbert, M.D., J.D., Clinical Professor of

Medicine and Pathology College of Physicians and

Surgeons, Columbia University College, Medical In-

vestigator for Bronx Veterans Administration Hos-

pital spoke to the family physicians and internists on

“Nutritional Anemias.”

Leonard A. Brabson, M.D., Chief Resident OB-GYN
Department, UT Memorial Hospital spoke to the

radiologists on “Ultrasound in Obstetrics.”

A Sports Medicine Seminar was held on July 26th

and July 27th at 6:30 p.m. at the Academy Building.

The seminar on July 26th was for the team physicians

of the Knoxville area and the July 27th meeting was

for the coaches.

fKilionol neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

HMO Legislation

Congress is expected shortly to pass legislation

that it hopes will bring aid to a foundering Health

Maintenance Organization (HMO) program.

The Senate has easily approved (80-8) a

measure similar to one adopted by the House

last fall authorizing $250 million over five years

for HMO’s and relaxing or removing many cur-

rent federal restriction.

The snail’s pace growth of HMO’s, a specific

type of prepaid group practice organization, since

the original HMO bill was approved three years

ago prompted the present Congress to liberalize

the program in hopes the concept might move

more quickly.

The most controversial feature of the measure

in Senate debate was elimination of the open

enrollment requirement for most HMO’s. Chief

Senate HMO champion. Sen. Edward Kennedy

(D.-Mass.), felt so strongly about this provision,

also in the House bill, that he voted against the

bill on the final tally.

Kennedy told the Senate that dropping open

enrollment “represents a giant step backward in
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terms of public policy and has once again re-

sulted in an abdication of the Congressional

responsibility to extend the benefits of public

programs to those least able to personally con-

front the members of Congress or their staffs

in the same way that the commercial HMO and

insurance organizations have been able to.”

Proponents of the provision argued that it was

needed in order to allow HMO’s to be able

to compete with other types of health insurance.

The American Medical Association, in testi-

mony before House and Senate, asserted that

the open enrollment requirement had been one

of the prime justifications for enacting the HMO
bill in the first place.

This provision, and some others, served to

narrow the legislation to almost a simple subsidy

of existing pre-paid group practice plans, the

AMA testified.

When Kennedy and others talk about restruc-

turing the present health system the main object

they have in mind is making HMO’s the domi-

nant form of health care delivery with physicians

as employees of the HMO’s paid by salary rather

than fee-for-service. Despite the importance of

the bill, the debate was brief and desultory, ex-

cept for Kennedy’s strong complaint about open

enrollment.

In order to attract more physicians to HMO’s,
the bill would allow physicians to devote as little

as 35 percent of their practice to HMO’s and

still be members of the HMO group. Current law

requires more than 50 percent of professional

time.

Under the Senate bill, community rating of

charges for new HMO’s would be delayed for

three years compared with five years in the

House bill. The Senate version provided that

existing HMO’s with more than 50,000 mem-
bers would have to enroll at least four percent

of new subscribers as open enrollees.”

Some major required basic benefits were ex-

cluded, but the Senate retained alcohol and drug

abuse treatment and home health services as

basic benefits that must be offered. The House
had shifted these to the optional, supplemental

category.

The Senate bill did not touch on the dual

option provision approved by the House, leaving

the way clear for this to be enacted. The original

HMO bill required employers to give their em-

ployees a choice between standard health insur-

ance and a qualified HMO. The so-called “dual
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option” encountered trouble with labor laws cov-

ering collective bargaining rights. As a result, the

House gave labor at collective bargaining the

right to choose a standard health insurance plan

as the exclusive plan for union members without

a worker’s option to select an HMO. But the

bill does not permit the reverse, selection of

an HMO by labor to the exclusion of a standard

plan. Among other reasons for retaining the

option in this case is the legal question involved

in the federal subsidization of the HMO as op-

osed to the non-subsidized standard health in-

surance package.

Carter on NHI

Former Georgia Gov. Jimmy Carter will send

Congress a proposed national health insurance

program right off the bat if he becomes President.

The Democratic presidential nominee told re-

porters “I’m not going to wait ... on welfare

reform, national health insurance, etc., I intend to

be ready to go with that the first of the year.”

In social programs, former President Lyndon

Johnson “did an excellent job, but we still have

a long way to go with national health care, re-

form of the welfare system, reform of the tax

system,” said Carter. “I don’t make those com-

mitments idly,” he said. “This is something that

should be done. I say that we need a national

health insurance program—I mean to do it.”

NHI in Democratic Platform

The Democratic Platform Committee recom-

mended a comprehensive national health insur-

ance plank for the party’s presidential convention

in July. The recommended health plank endorsed

no specific measure, a blow to labor’s hopes for

unqualified backing of the Kennedy-Corman NHI
plan. A convention floor fight is unlikely.

The committee voted a statement on health

that says NHI “should be financed by a combi-

nation of methods that will be adequate but not

impose new or undue burdens. Consideration

should be given to developing a means of support

for NHI that taxes all forms of economic in-

come.”

The 153 member committee took a partisan

slap at the Ford Administration declaring “an

increasing Republican emphasis on restricting

eligibility and services is emasculating basic medi-

cal care for older citizens who cannot meet the

rising costs of good health.”
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Though calling for universal and mandatory

coverage, the health plank said “national pri-

orities of need and feasibility should determine

the stages of the system’s implementation. We
must achieve all that is practical while we strive

for what is ideal, taking intelligent steps to make

adequate health services a right for all our peo-

ple.”

Maximum personal interrelationships between

patients and their physicians should be preserved,

the proposal said. “We should build on existing

structures and experiment with new forms of

medical care delivery to mold a national health

policy that will meet our needs in a fiscally

responsible manner.”

AMA Advises Democratic Platform

Committee

Earlier, the AMA had told the Democratic

Convention Platform Committee that health care

would come out second best in the scramble

for federal dollars if a new Congress enacted

proposals to restructure the entire health system.

Such proposals (which would include the

labor-backed Kennedy-Corman bill) advocate a

federal government undertaking to finance total

medical care of all persons, regardless of their

financial circumstances, through additional taxes

(which) would result in an overpromise of bene-

fits which could not be fulfilled,” the AMA said

in a statement filed with the Committee.

“Health care is too important an issue to be

put in a position of competing for funds within

the national budget along with defense, housing,

energy research, AMTRAK, the postal service

and other programs. We are concerned that

health care would always come out second best.”

Said the AMA:
“We are strongly concerned with an object

strenuously to the proposals which would seek

to restructure the entire health system. Such

proposals are based upon theoretical paradigms

and do not take into proper consideration the

successes of, and general public satisfaction with,

our delivery system. Such proposals would im-

pose upon the public a single monolithic, no-

choice system in the name of public responsive-

ness while ignoring the advantages and desir-

ability of the pluralistic system.”

Inadequate funding would result in a denial

of care, the AMA cautioned, and at the same

time impose added burdens on the American tax-

payer, “already straining to live after meeting

his tax obligations.”

The Democratic Platform writers were told

that limitations in responsible spending by gov-

ernment are compelling critical choices. It is

imperative that the national parties establish re-

sponsible priorities in health programs in the

interest of the American people, said the AMA
statement.

The AMA pointed out that “there has oc-

curred a growing public distrust and disillusion-

ment in federal solutions to problems.” At this

time, everyone should “squarely face and rec-

ognize that the resources available to us as a

nation are finite, that there are economic limits

to what we can afford as a nation.”

Other AMA positions before the Platform

Committee

:

*Maternal and Child Health—provide full and

adequate funding.

*Public and Environmental Health—we must ex-

tend and expand efforts to control communicable

diseases, with particular emphasis upon the con-

trol of and research on vaccines against venereal

disease which in fact reached epidemic propor-

tions.

*Department of Health—is needed at the cabinet

level in order to maximize the ability of Govern-

ment to respond appropriately to the health needs

of all the American people, to eliminate dupli-

cation in programs, and to assure maximum effi-

ciency . . .

*Mental Health, Drug Abuse, and Alcoholism

—

full and complete coverage in health insurance

of mental health treatment . . . increased funding

for manpower training and program implementa-

tion in alcoholism, drug abuse and mental health.

^Emergency Medical Services—extend high quality

services to all communities in a national program

of providing emergency medical service.

*Indian Health—increase substantially the program

funding and upgrade and improve facilities and

services.

Medicaid Payments Blocked By GAO
The General Accounting Office (GAO) has

put a stop order on federal Medicaid payments

to states for certain Medicaid programs where

standards for long-term hospitalization certifying

quality care have not been enforced. The pay-

ments, which could add up to $800 million

annually, would be barred after July 1 unless

states comply.

The letter from GAO, Congress’ investigating

arm, stemmed from a running dispute between
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Health, Education and Welfare Secretary David

Mathews and Rep. John Moss ( D. -Calif. ) over

whether HEW has properly enforced provisions

of the Medicaid law requiring states to file plans

on monitoring patients hospitalized longer than

60 days.

Mathews has contended the problem is par-

tially the federal government’s fault and that

states and Medicaid beneficiaries shouldn’t be

penalized. However, Moss, Chairman of the

House Commerce Subcommittee on Oversight

and Investigations, commented that the GAO
action “marks the end of Secretary Mathew’s

intransigence and the beginning of improving

standards of health care for consumers.”

Cigarette Advertising Ban

A majority of adult Americans support a ban

on cigarette advertising according to a survey

by the National Cancer Institute and the Center

for Disease Control.

The survey of 12,500 persons found decreas-

ing tolerance of cigarette smoking since 1970.

Nearly two-thirds of those surveyed, including

one-third of the smokers polled, said it was

annoying to be near a person smoking cigarettes.

Also, 56 percent, including 40 percent of the

smokers, said that cigarette advertising should

be stopped completely.

The survey showed that the proportion of

cigarette smokers has declined since 1970, al-

though the total number of smokers has increased

by 875,000 based on population.

The restriction of smoking in public places

was agreed to by 70 percent of those surveyed

compared to 57 percent in 1970.

National Heart, Lung and

Blood Institute

President Ford has signed legislation expand-

ing the role of the National Heart and Lung Insti-

tute in blood diseases and resources. The Insti-

tute’s name will be changed to The National

Heart, Lung and Blood Institute to reflect the

added responsibilities.

The law authorizes $339 million this fiscal

year and $373 million for fiscal 1977 for the

Institute, part of the National Institutes of

Health.

Up to 30 research and demonstration centers

will be established to conduct research, provide

training, and carry out demonstrations of ad-

596

vanced techniques of prevention, diagnosis and

treatment. Ten centers will focus on heart and

blood vessel diseases; 10 pulmonary diseases;

and 10 on blood diseases, medical use of blood

and blood products, and blood resource manage-

ment.

The bill provides $40 million for prevention

and control activities with special emphasis on

cardiopulmonary and blood disorders.

Antitrust Investigations

The Justice Department is studying the entire

health field for possible anti-competitive aspects,

according to Assistant Attorney General Thomas
Kauper.

Kauper, head of the Justice Department’s

antitrust division, conceded that how anti-

monopoly statutes apply to health “is a hard

question to answer.” At a farewell news con-

ference, Kauper, who is leaving government,

noted that most hospitals are non-profit and

aren’t engaged in competition with other hos-

pitals. He said many hospitals “suggest they’re

not even a business” and therefore are not sub-

ject to antitrust laws.

The Justice Department and the Federal Trade

Commission have stepped up their antitrust ac-

tions in health matters in the past year. Justice

has filed a price-fixing complaint against the

American Society of Anesthesiologists. The FTC,
which earlier announced its own broad probe of

health, has filed suits against the AMA for

ethical prohibitions against advertising, against

Blue Shield plans for possible antitrust viola-

tions due to alleged physician control, and has

changed commercial restrictions in the prescrip-

tion eyeglass industry.

FTC and Justice have partially overlapping

jurisdictions in the antitrust area, and long

rivalry exists between the two agencies.

Some dichotomies mark the antitrust units’

interest in health. Critics of the U.S. system often

characterize it as “a cottage industry,” the anti-

thesis of a monopoly. And the HEW Depart-

ment exerts pressures on the system for unifor-

mity and standardization that in the normal

market place would be considered anti-competi-

tive.

Antitrust officials at Justice stress that no im-

minent legal action is on the horizon; that the
||

health field is simply being studied at present.
|
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Department Chairman Named At Vanderbilt

An associate professor of gyneeology and

obstetrics at Johns Hopkins University School

of Medicine has been named chairman of the

Vanderbilt University Department of Obstetrics

and Gynecology.

Lonnie S. Burnett, M.D., who assumed the

post July 1, will be responsible for services, edu-

cational and research programs for the depart-

ment and will head the Obsetrical and Gynecol-

ogical Service at Vanderbilt Hospital.

A house officer at Johns Hopkins since 1958

and a faculty member since 1965, Dr. Burnett

is a fellow of the American College of Obste-

tricians and Gynecologists and is a consultant

for the Baltimore Medical Center Hospital.

National Medical Association Holds

Meeting In Nashville

The National Medical Association, Inc.,—the

professional organization for 6,600 black phy-

sicians—returned to the city of its first president

August 8-12 for its 81st annual convention.

A Nashville physician. Dr. R. F. Boyd served

as NMA president from 1895 to 1897. The asso-

ciation was organized in 1895 in Atlanta and

incorporated in St. Louis in 1923. Other Nash-

ville physicians, the late Dr. H. H. Walker and

Dr. Matthew Walker, provost of Meharry, have

served terms as NMA president.

NMA objectives include sponsoring education

of the public concerning all matters affecting

public health and the elimination of religious and

racial discrimination and segregation from Ameri-

ean medical institutions.

Positions Filled at ETSU Medical School

Dr. D. P. Culp, president of East Tennessee

State University, has announced the appointment

of Dr. Ian Maclean Smith, Iowa City, Iowa, as

ehairman of the department of internal medieine

in the College of Medicine.

Since 1965, Dr. Smith has been professor of

medicine and director of the infectious disease

division at the University of Iowa College of

Medieine. In his new position he will direct

the teaching programs in internal medicine in

the ETSU College of Medicine.

A special consultant has been appointed to

work in the development of the East Tennessee

State University College of Medicine. According

to Dr. Roy S. Nicks, Chancellor, State University

and Community College System of Tennessee, Dr.

Lamar Soutter of Concord, Massachusetts has

been named as the consultant to the chancellor

for medieal affairs.

Soutter has served as dean of the medical

schools at Boston University and the University

of Massachusetts.

pci/oncil ficui/

DR. RUSSELL BIRMINGHAM of Nashville has been

appointed to the Metro Board of Hospitals to fill the

seat vacated by retiring vice chairman DR. THOMAS
LRIST.

DR. BENJAMIN L. BYRD of Nashville, president of

the American Cancer Society, is part of an 11 -member

delegation touring the Soviet Union to study that na-

tion’s approaches to the problem of cancer.

DR. DAVID E. CAMPBELL of Crossville has been

accepted into the Eellowship in the Southeastern Surgical

Congress.

DR. JACK LINDSAY, a Rockwood physician, has been

elected president-elect of the University of Tennessee

National Alumni Association.

Officers for the recently formed Tri-City Academy of

Ophthalmologists for the coming year are DRS:
CHARLES PARKER of Johnson City, president;

RICHARD D. BAKER of Kingsport, vice president

and president-elect; and SIDNEY WIKE of Bristol,

secretary-treasurer.

DR. W. G. QUARLES, Livingston physician and Chief

of Staff for Lady Ann Memorial Hospital, has been

appointed to the Board of Advisors for Moccasin Bend

Psychiatric Hospital in Chattanooga by Governor Ray
Blanton.

DR. ROBERT C. REEDER of Memphis is the new

president of the Tennessee Chapter of Elying Physicians,

which includes members from Tennessee, Little Rock

and Jackson, Mississippi.

A Eamily Practice Residency Program opened in Chatta-

nooga July 1 under the direction of DR. SANEORD
L. WEILER.

onnouncemenl/

CALENDAR OF MEETINGS
NATIONAL

1976

Sept. 9-11 American Association of Obstetricians

and Gynecologists, The Homestead, Hot

Springs, VA.
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Sept. 17-19

Sept. 20-22

Sept. 20-23

Sept. 25-27

Sept. 26-

Oct. 1

Sept. 27-

Oct. 2

Oct. 6-10

Oct. 7-8

Oct. 9-13

Oct. 11-15

Oct. 11-16

Oct. 16-21

Oct. 17-18

Oct. 17-23

American Association for the Surgery of

Trauma, The Broadmoor, Colorado

Springs.

American Cancer Society/National Can-

cer Institute National Conference on

Cancer Research and Clinical Investiga-

tion, Chase Park Plaza, St. Louis.

American Academy of Family Physicians,

Sheraton-Boston, Boston.

American Association for Hand Surgery,

Boston Statler Hilton Hotel, Boston.

American Society of Maxillofacial Sur-

geons, Sheraton-Boston, Boston.

American Society of Plastic and Recon-

structive Surgeons, Sheraton-Boston,

Boston.

American Academy of Ophthalmology

and Otolaryngology, Convention Center,

Las Vegas.

Southeastern Section, American Associ-

ation for Cancer Research, Sheraton-Bilt-

more Hotel, Atlanta.

American Society of Anesthesiologists,

San Francisco Hilton, San Francisco.

American College of Surgeons, Conrad

Hilton, Chicago.

American College of Emergency Phy-

sicians, Hyatt Regency, New Orleans.

American Academy of Pediatrics, Palmer

House, Chicago.

American College of Preventive Medicine,

Miami Beach.

International Academy of Pathology,

Sheraton-Park, Washington, D.C.

Oct. 21-29

Oct. 24-28

Oct. 25-29

Nov. 3-6

Nov. 5-6

Nov. 7-10

Nov. 10-14

Nov. 15-19

Nov. 28-

Dec. 2

Oct. 1-2

Oct. 4-5

Oct. 18-20

Nov. 3, 4&5

American Society of Clinical Pathologists

and College of American Pathologists,

joint meeting, Los Angeles Hilton, Los
Angeles.

American College of Chest Physicians,

Atlanta Marriott Hotel, Atlanta.

Congress of Neurological Surgeons, Fair-

mont Roosevelt, New Orleans.

American Society of Cytology, Shamrock
Hilton, Houston.

American Association for the Study of

Liver Diseases, Hyatt Regency Hotel,

Chicago.

Southern Medical Association, Marriott,

New Orleans.

American Academy of Neurological

Surgery, Charleston, S.C.

American Heart Association, Fontaine-

bleau, Miami Beach.

American Association for Clinical Im-

munology and Allergy, Braniff House,

Tucson, Ariz.

STATE

1976

Tennessee Regional Meeting, American

College of Physicians, Glenstone Lodge,

Gatlinburg.

Tennessee Valley Medical Assembly,

Read House, Chattanooga.

Cancer Concepts 1976, Glenstone Lodge,

Gatlinburg.

Tennessee Academy of Family Physicians,

Civic Auditorium, Gatlinburg.

^ ^ H:
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Dr. C. Gordon Peerman, President of the Ten-

nessee Medical Association announced the Asso-

ciation’s employment of Bill T. Williams as an

Executive Assistant. Williams, a native of Buena

Vista, Tennessee, will be engaged primarily in

the legislative programs and activities of the

TMA. He was previously employed by the State

of Tennessee where he served as Assistant Direc-

tor of the Division of Health Related Boards for

the past 4 years.

Age 31, Williams attended the University of

Tennessee at Martin graduating in 1967 receiving

the B.S. degree in Health and Physical Education.

He served the U. S. Department of Defense as an

instructor of Health and Physical Education for

the Overseas Dependent Schools in the Philip-

pines. In addition, from 1968 until 1971 he was

employed by the Knoxville City Schools as a

teacher of Psychology and History at Fulton High

School and also served as Assistant Football

Coach.
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The continuing medical education accredita-

tion program of TMA has full approval by

AMA’s Council on Medical Education. If the

continuing medical education program of your

hospital or medical society is accredited by

TMA’s committee, you may receive for your

attendance at its functions Category I credit for

the AMA Physician’s Recognition Award. If

you wish information as to how your hospital

or society may receive accreditation, write:

Director of Continuing Medical Education, Ten-

nessee Medical Association, 112 Louise Avenue,

Nashville, Tennessee 37203.

IMPORTANT NOTICE
Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education of

Vanderbilt University. The practicing physician, with

the guidance of the participating department chairman

can plan an individualized program of one-to-four

weeks to meet recognized needs and interests. The

experience will include contact with patients, discussion

with clinical and academic faculty, conferences, ward

rounds, learning individual procedures, observing new

surgical techniques, and access to excellent library

resources. Experience in more than one discipline

may be included.

Participating Departments and Divisions

Anesthesiology Bradley E, Smith, M.D.
Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III, M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr,, M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.

Oncology Robert Oldham, M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel. M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon. M.D.
Psychiatry Marc H. Hollender, M D
Radiology A. Evert James, Jr., Sc.M., M.D.
Surgery

General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott. M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.
Cancer Chemotherapy . Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton. M.D., Director, Continuing Education

305 Medical Arts Building

Nashville. TN 37212 Tel. 615/322-2716

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

Sept. 10-11 Rape: The Victim & the Professional

Sept. 16-17 Cardiac Pacemakers, Division of Cardi-

ology and Division of Continuing Edu-

cation, Vanderbilt School of Medicine

Sept. 30- Wm. F. Orr Lectureship in Psychiatry,

Oct. 2 Department of Psychiatry and Division

of Continuing Education, Vanderbilt

School of Medicine

Weds. Ultrasonography Course

Evenings

Sept.-

Dee., 1976

Oct. 8-9 Common Problems in Child Neurology,

Seventh Annual Pediatric Symposium
Department of Pediatrics and Division of

Continuing Education, Vanderbilt School

of Medicine

Oct. 11-16 Family Practice Intensive Review

Oct. 25 Clinical Manifestations in Critical Illness
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Oct. 27

Oct. 29-31

Nov. 3-6

Nov. 12

Nov., 1976

Dec. 3-4

Feb., 1977

Feb. 9-10

Late Feb.-

early Mar.

March, 1977

Spring, 1977

April, 1977

April, 1977

May 25-26

The Right to Die Symposium, Center of

Continuing Education, Scarritt College;

Euthanasia Educational Council; Divi-

sion of Continuing Education, Vander-

bilt School of Medicine

Scientific Program, Tenn. State Radio-

logical Society, Fall Meeting

Fifth Annual Rhamy-Shelley Lecture-

ship (Urology), Division of Urology and

Division of Continuing Education, Van-

derbilt School of Medicine

Hodgkins Disease/Lymphomas

What’s New in Obstetrics for Physicians

What's New in Obstetrics for Physicians;

Department of Obstetrics and Gynecol-

ogy and Division of Continuing Educa-

tion, Vanderbilt School of Medicine

Annual Surgery Symposium

On Urological Care in General Medicine

Update in Anesthesiology 1977

Hypertension 1977

Annual Cancer Symposium

New Aspects in Obstetrics & Gynecology

Prostatic Diseases in General Medicine

16th Annual Seminar in Psychiatry (non-

psychiatrists)

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Courses

1976-1977

Aug. 5-6

Sept. 28

Sept. 30-

Oct. 1

Oct. 29-31

Nov. 10

Nov. 15-16

Nov. 18-19

Nov. 19

Dec. 3-4

Dec. 6-7

Feb. 10-11

Feb. 12-13

Feb. 25-26

Feb. 27-

Mar. 2

Medical Aspects of Sports, Memphis

Newborn Conference, Memphis

Basic Hypnosis, Memphis

Fundamentals of Clinical Otology II,

Memphis

Hypertension (Ciba), Memphis

Sickle Cell Anemia, Memphis

Allergy for Generalists, Memphis

Diagnosis and Management of Common
Skin Disease, U.T. Memorial Hospital,

Knoxville

Otolaryngology for the Family Phy-

sician, Memphis

Cancer of the Ovary and Endometrium,

Memphis

Advanced Hypnosis, Memphis

Obstetrical Anesthesia, Memphis

Current Concepts of Cancer Manage-
ment, Memphis

Otolaryngologic Allergy, Memphis

Mar. 6-9

Mar. 16-18

Mar. 21-26

April 4-6

April 21-22

April 28-29

May 23-27

May 25-28

Basic Principles of Rhinoplasty, Mem-
phis

Gynecologic Endocrinology, Memphis

General Review Course for Eamily Phy-

sicians, Memphis

Colposcopy, Memphis

Controversies in General Surgery, Mem-
phis

Leigh Buring Conference, Memphis

Intensive Review of Anesthesiology,

Memphis

Basic Clinical Electrocardiography, Paris

Landing Inn (Pickwick Lake)

For further information, please contact:

Division of Continuing Education

UTCHS
800 Madison Avenue

Memphis, Tennessee 38163

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanoga

Continuing Medical Education
Schedule 1976

Sept. 15 Ultrasound of the Abdomen and Pelvis

for the Clinician

Sept. 16-17 Current Methods In OB/GYN
Oct. 15-16 Advanced Life Support

Nov. 11-12 Infectious Disease

Nov. 3 Introduction to Computed Tomography
for the Clinician

Dec. 2-3 Gastroenterology

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street, Chattanooga, Tennessee 37403.

EMORY UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education

Atlanta, Georgia

1976 Program Schedule

Sept, to be Chest Disease, “Tri-State Consecutive

announced Case Conference,” Ponte Vedra, Florida.

Sept. 1, Postgraduate Courses on Videocassettes

1975- available for rental, purchase or mem-
Sept. 1, bership. (Catalogue by request).

1976

Accreditations: These courses are all approved by the

AMA in Category I toward the AMA’s Physician’s

Recognition Award and by the AAFP when appropriate.

For further information write to:

Associate Dean for

Continuing Medical Education

69 Butler St.

Atlanta, GA 30303

Tel: (404) 659-1676
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ACP 1976-77 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The 33,500-member American College of Physicians

(ACP) has announced the 1976-77 listing of Regional

Meetings and Postgraduate Courses to be held between

September and June at sites throughout the United

States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three to five days, they are directed toward

practicing physicians and are presented in association

with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medi-

cal Education. They fulfill Category I requirements for

the AMA Physician’s Recognition Award.

Postgraduate Courses

September

SELECTED TOPICS IN RHEUMATOLOGY, Harbor

Castle Hotel, Toronto, Ont., Can., Sept. 8-10.

clinical strategies in nephrology, Ro-

chester, Minn., Sept. 15-17.

INFECTIOUS DISEASE, Baltimore, Md., Sept. 15-17.

RECENT ADVANCES IN DIAGNOSTIC AND
THERAPEUTIC INTERNAL MEDICINE, Burling-

ton, Vt., Sept. 20-24.

October

ADVANCES IN NEPHROLOGY, Toronto, Ont., Can.,

Oct. 4-6.

CLINICAL TOPICS IN CHEST DISEASE, Seattle,

Wash., Oct. 6-8.

HEMATOLOGY REVIEW, Pittsburgh, Pa., Oct. 6-9.

ECHOCARDIOGRAPHY, Rochester, Minn.,
Oct. 13-15.

EMERGENCY MANAGEMENT OF CRITICALLY
ILL PATIENTS, Toronto, Ont., Can., Oct. 14-16.

WORKSHOPS IN INTERNAL MEDICINE, Honolulu,

Ha., Oct. 18-22.

November
RHEUMATIC DISEASE, Philadelphia, Pa., Nov. 1-4.

CURRENT THERAPY IN INTERNAL MEDICINE,
Milwaukee, Wis., Nov. 8-10.

December
FLUID AND ELECTROLYTE BALANCE, HYPER-
TENSION AND RENAL DISEASE, Chicago, 111.,

Dec. 6-10.

January

TOPICS IN CLINICAL HEMATOLOGY, Santa Bell

Island, Jan. 10-13.

February

ENDOCRINOLOGY, New Orleans, Feb. 9-11.

PATHOPHYSIOLOGIC BASIS AND THEORY IN

GASTROINTESTINAL DISEASE, Temple, Tex.,

Feb. 10-12.

INFECTIOUS DISEASE, Tucson, Ariz., Feb. 17-19.

March

INTERNAL MEDICINE, Morgantown, W. Va., Mar.
2-4.

HEMATOLOGY, Birmingham, Ala., Mar. 7-10.

THIRD STANFORD-PALO ALTO MEDICAL RE-
SEARCH FOUNDATION WINTER COURSE IN
INFECTIOUS DISEASES AT SUN VALLEY,
IDAHO, Mar. 7-11.

PHYSIOLOGICAL BASIS OF CLINICAL DISEASE,
Dallas, Tex., Mar. 14-17.

ENDOCRINOLOGY, San Francisco, Mar. 21-25.

THROMBOSIS, Boston, Mass., Mar. 24-26.

ARTHRITIS AND RELATED DISEASES, Tucson,

Ariz., Mar. 28-Apr. 1.

GASTROENTEROLOGY AND CLINICAL ONCOL-
OGY, Ann Arbor, Mich., Mar. 28-Apr. 1.

April

INTERNAL MEDICINE, Washington, D.C., Apr.

14-16.

May
SELECTED SUBJECTS IN INTERNAL MEDICINE,

Pittsburgh, Pa., May 16-20.

CANCER: AN INTERDISCIPLINARY APPROACH,
Toronto, Ont., Can., May 18-20.

MEDICAL GENETICS, Ann Arbor, Mich., May 23-25.

CURRENT BASES FOR PRACTICE IN RHEUMA-
TOLOGY, Charlottesville, Va., May 25-27.

June

SELECTED TOPICS IN ENDOCRINOLOGY AND
METABOLISM, Indianapolis, Ind., June 1-3.

CARDIOLOGY, Montreal, PQ, Can., June 6-8.

ADVANCES IN INTERNAL MEDICINE, 1977, Banff,

Alta., Can., June 13-17.

CLINICAL NEPHROLOGY, Rochester, N.Y., June 13-

17.

Regional Meetings

September

Ohio Regional Meeting, American College of Physi-

cians, Sawmill Creek Lodge, Huron, Oh., Sept. 18-19.

Info: Richard P. Lewis, M.D. F.A.C.P., Room 669,

Means Hall, 466 W. 10th Avenue, Columbus, Oh.

43210.

October

Tennessee Regional Meeting, American College of Phy-

sicians, Glenstone Lodge, Gatlinburg, Tenn., Oct. 1-2.

Info: Gerald I. Plitman, M.D., F.A.C.P., 180 Waring

Road, Memphis, Tenn. 38117.

Maryland Regional Meeting, American College of Phy-

sicians, Sinai Hospital, Baltimore, Md., Oct. 9. Info:

Richard B. Hornick, M.D., F.A.C.P., University of

Maryland Medical School, Division of Infectious Dis-

eases, 29 S. Greene Street, Baltimore, Md. 21201.

Indiana Regional Meeting, American College of Physi-

cians, Indiana Convention Exposition Center, India-

napolis, Ind., Oct. 12. Info: George T. Lukemeyer,
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M.D., F.A.C.P., 8395 N. Illinois, Indianapolis, Ind.

46260.

Arkansas Regional Meeting, American College of Phy-

sicians, University of Arkansas Medical Center, Lit-

tle Rock, Ark., Oct. 22-23. Info: Joseph H. Bates,

M.D., F.A.C.P., Veterans Administration Hospital,

300 E. Roosevelt Road, Little Rock, Ark. 72206.

Florida Regional Meeting, American College of Physi-

cians, Marco Beach Hotel and Villas, Marco Island,

Fla., Oct. 22-24. Info: Charles K. Donegan, M.D.,

F.A.C.P., 501-1 1th Street, N., St. Petersburg, Fla.

33705.

Southeastern (Ala., Ga., La., Miss., and S.C.) Re-gional

Meeting, American College of Physicians, Louisiana

State University Medical Center, Shreveport, La., Oct.

29-30. Info: Marion D. Hargrove, Jr., M.D., F.A.

C.P., P.O. Box 3932, Shreveport, La. 71130.

Kentucky Regional Meeting, American College of Phy-

sicians, Stauffer’s Louisville Inn, Louisville, Ky., Oct.

30. Info: Rranklin B. Moosnick, M.D., F.A.C.P.,

184 N. Mill Street, Lexington, Ky. 40507.

November

Georgia Regional Meeting, American College of Physi-

cians, Omni International Hotel, Atlanta, Ga., Nov.
19-20. Info: Nicholas E. Davies, M.D., F.A.C.P., 35

Collier Road, N.W., Atlanta, Ga. 30309.

December

Texas (North and South) Regional Meeting, American

College of Physicians, Houston Oaks Hotel (Galleria),

Houston, Tex., Dec. 2-4. Info: Don W. Chapman,
M.D., F.A.C.P., 3771 Gramercy, Houston, Tex.

77025.

January

Colorado Regional Meeting, American College of Phy-

sicians, Broadmoor Hotel, Colorado Springs, Colo.,

Jan. 13-15. Info: Robert V. Elliott, M.D., F.A.C.P.,

St. Luke’s Hospital, 601 E. 19th Avenue, Denver,

Colo. 80203.

February

Kansas Regional Meeting, American College of Phy-

sicians, Glenwood Manor, Overland Park, Kan., Feb.

18. Info: Ernest W. Crow, M.D., F.A.C.P., 3333 E.

Central, Suite 404, Wichita, Kan. 67208.

Missouri Regional Meeting, American College of Physi-

cians, Alameda Plaza Hotel, Kansas City, Mo., Feb.

25-26. Info: Thomas W. Burns, M.D., F.A.C.P., Uni-

versity of Missouri School of Medicine, Columbia,

Mo. 65201.

AMERICAN CANCER SOCIETY/
NATIONAL CANCER INSTITUTE

National Conference on Cancer Research

and Clinical Investigation

September 20-22, 1976

Chase Park Plaza

St. Louis, Mo.

INTERSTATE POSTGRADUATE MEDICAL
ASSOCIATION OF NORTH AMERICA

Interstate Scientific Assembly
November 15-18, 1976

Marriott Hotel, Atlanta, Georgia

The 61st Annual International Scientific Assembly of

Interstate Postgraduate Medical Association will be held

at the Atlanta Marriott Hotel, November 15-18, 1976.

This program is designed for Primary Care Physicians

practicing in the U.S. and Canada. It has been planned

cooperatively with the Georgia Academy of Family

Practice, the Emory University School of Medicine and

the Medical College of Georgia. It provides 21 hours of

PRESCRIBED and 3 ELECTIVE hours of credit for

members of the American Academy of Family Physi-

cians. A similiar number of hours of credit toward the

AMA Physician’s Recognition Award is provided

through attendance.

Contact: Alton Ochsner, M.D., Program Chairman

Interstate Postgraduate Medical Association

P. O. Box 1109

Madison, Wisconsin 53701

NEW YORK UNIVERSITY
Postgraduate Medical School

Course in Neurosurgery

October 6-9, 1976

The course is directed primarily to the neurosurgeon

in practice, offering an intensive review and discussion

of important recent developments in neurosurgery. It

is also of value to younger practitioners who are prepar-

ing for their board examinations. The presentations

stress practical information of value to clinicians.

A tuition fee of $250 is payable with application.

There is a 25 per cent reduction in tuition for alumni

and former residents of fellows of the NYU School of

Medicine.

New York University Post-Graduate

Medical School

October 9-10, 1976

The Robert S. Hotchkiss Symposium
on

Basic and Practical Aspects of the Diagnosis

and Treatment of Male Infertility

The Urology Department at New York University

Medical Center has achieved and maintained pre-

eminence in the treatment of male infertility, beginning

with the pioneering work of Dr. Robert S. Hotchkiss.

This course is presented in recognition of his splendid

contributions to the plight of the infertile couple.

Tuition fee is $150 payable when submitting appli-

cation. Tuition fee includes lunch on both days.

October 18-22, 1976

General Diagnostic Radiology

Biltmore Hotel, New York City

The course will include a survey of all sub-specialities

of diagnostic radiology with a discussion of corn-
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puterized tomography and its application to the trunk

and to the head. This is designed as a refresher for

the practicing radiologist and to help prepare candidates

for their Boards in Radiology. There will be stress on

basic concepts but attention will also be given to new
developments in the fields in diagnostic radiology.

A tuition fee of $275 is payable in advance when

submitting application. Residents and fellows in ap-

proved training programs will be eligible for a $175

fee; $206 for former NYU residents (25% reduction).

The course is open also to interested physicians in

allied medical specialties.

Seventh Annual

Aspen Radiology Conference
February 28-March 4, 1977

The Seventh Annual Aspen Radiology Conference,

designed for physicians and scientists interested in

diagnostic radiology, nuclear radiology and diagnostic

ultrasound, will explore the impact of clinical and

technological advances on radiologic practice.

The Conference will be held February 28 to March

4, 1977 with registration Sunday, February 27 at the

Aspen Institute for Humanistic Studies, Aspen, Col-

orado.

Significant changes programmed for the 1977 meet-

ing include an independent course in diagnostic ultra-

sound and a plenary session on total body CT scan-

ing, comparing this modality with diagnostic ultrasound

and nuclear imaging.

Further information may be obtained from Emanuel
Salzman, M.D., Conference Chairman, Division of

Radiology, Beth Israel Hospital, Denver, Colorado

80204 (303) 825-2190.

*

Med Briefs . . .

Continued from page 574

“Unnecessary” Surgery

The AMA urged a Congressional subcommittee to

reopen its hearings on “unnecessary” surgery and

“resolve that issue once and for all.” In a letter to

Rep. John E. Moss (D.-Calif.), chairman of the House
Subcommittee on Oversight and Investigations, the AMA
said it had reexamined the report issued by the sub-

committee earlier this year and “we must again con-

clude that the bases upon which the report’s conclusions

are predicated are either inaccurate or unsound and,

hence, the ieix>rt’s conclusions are invalid.” The report

was based on a second-opinion study. The AMA said,

“We are not opposed to the second consultation con-

cept; but we emphatically do not believe that the re-

sult of a second consultation can be taken as the criterion

of medical necessity.”

Teamsters On NHI
Organized labor’s unity in favor of the Kennedy-

For further information contact;

Office of the Associate Dean
NYU Postgraduate Medical School

550 First Avenue
New York, New York 10016

Tel: (212) 679-3200, Ext. 4033

SECOND ANNUAL MID-AMERICAN
BREAST CANCER SYMPOSIUM

The symposium will be held November 5-6, 1976

convened in honor of Dr. Robert Egan, Pioneer mam-
mographer. WORKSHOPS: Screening, Thermography,

Mammography, Xerography, Pathology, and Surgery.

For information contact: 7803 Mineral Point Road
Madison, Wisconsin 53717

Tel: (608) 831-2300

UNIVERSITY OF KENTUCKY
MEDICAL CENTER
Lexington, Kentucky

Seventh Family Medicine Review
Two Identical Sessions

Session I—September 26-October 2, 1976

Session II—October 17-23, 1976

Registration fee: $295.00

New Methods in Tumor Localization

October 7-9, 1976

Registration fee: $150.00

For further information: Frank R. Lemon, M.D.
Continuing Education

College of Medicine

University of Kentucky

Lexington, Kentucky 40506

* *

Corman bill to federalize the nation’s health care

system was shaken by a Teamsters official’s statement

at the National Leadership Conference on America’s

Health Policy. Daniel Shannon, director of a Teamsters

welfare and pension fund, said: “We have become in-

creasingly distressed ... by the possibility that a

national health insurance plan which runs all of the

money for the purchase of health care through the

federal government, such as the Health Security Act,

might be adopted.”

HEW Modifies Discharge Regs

HEW informed the AMA that the department is

“reexamining its position” on the Uniform Hospital

Discharge Abstract, which requires the entry of the

names and Social Security numbers of patients and

physicians on data sets for the Medicare, Medicaid and

PSRO programs. A “notice of implementation of the

UHDA, published by HEW in January, was protested

by the AMA on grounds of confidentiality. In a letter

to the AMA, the department said “comments from

interested individuals and organizations, such as the

AMA, have indicated there is a great deal of re-

sistance to the UHDA concept.”
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Tennessee Medical Association's

Exclusively Approved

DISABILITY INSURANCE
&

MAJOR HOSPITAL INSURANCE
PROGRAMS

Administered By

Smith, Reed, Thompson & Ellis Co.

P.O. Box 1280

NASHVILLE, TENNESSEE 37202

Phone 255-7625

Manager

WILLIAM H. ELLIS, C.LU.

Supervisors

ROBERT K. ARMSTRONG

THOMAS G. HENRY, JR.

Underwritten

SINCE THE PROGRAM’S INCEPTION IN 1942

BY

Commercial Insurance Company

Nev/ark, New Jersey
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TENNESSEE VALLEY
MEDICAL ASSEMBLY

(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

THE READ HOUSE, CHATTANOOGA, TENNESSEE

Monday, October 4, and Tuesday, October 5, 1976

24TH ANNUAL MEETING

Monday, October 4, 1976 Tuesday, October 5, 1976

7:30 a.m.

9:00 a.m.

REGISTRATION

Marion A. Carnes, M.D., Davis, Cali-

8:00 a.m. REGISTRATION

fornia, “PREOPERATIVE EVALU-
ATION, CARDIAC PATIENT BY
THE ANESTHESIOLOGIST”

9:00 a.m. Roy M. Pitkin, M.D., Iowa City, Iowa,

“USES AND ABUSES—DRUGS
AND PREGNANT PATIENTS”

9:30 a.m. Dick D. Briggs, Jr., M.D., Birmingham,

Alabama, “PREOPERATIVE EVAL-
UATION, PULMONARY PATIENT”

9:30 a.m. Joseph E. Johnson, III, M.D., Winston-

Salem, North Carolina, “USES AND
ABUSES—ANTIBIOTICS, SELEC-

10:00 a.m. COEEEE BREAK—
Exhibit Visitation

10:00 a.m.

TION”

COEEEE BREAK—
10:30 a.m. James Gibbs Johnson, M.D., Memphis,

Tennessee, “PREOPERATIVE EVAL-
Exhibit Visitation

UATION, RENAL PATIENT” 10:30 a.m. Thomas Ban, M.D., Montreal, Canada,

“USES AND ABUSES—PSYCHO-
11:00 a.m. Edgar A. Haunz, M.D., Grand Eorks,

North Dakota, “PREOPERATIVE
EVALUATION, DIABETIC PA-

11:00 a.m.

THERAPEUTICS”

11:30 a.m.

TIENT AND CURRENT THINK-
ING ON DIABETES”

E. Blake Moore, Attorney, Chatta-

Alan S. Nils, M.D., Nashville, Ten-

nessee, “USES AND ABUSES—
ANTIHYPERTENSIVES”

12:30 p.m.

nooga, Tennessee, “INEORMED
CONSENT”

LUNCHEON—Continental Room, Read

11:30 a.m. Nelson S. Irey, M.D., Washington,

D.C., “USES AND ABUSES—TOXIC
EEEECTS OE ANTIBIOTICS”

House
SPEAKER: James H. Sammons, M.D.,

Executive Vice President, American

Medical Association, Chicago, Illinois

SUBJECT: “THE AMA AND YOU”

1:00 p.m. LUNCHEON—Continental Room, Read

House
SPEAKER: Paul R. M. Donelan, As-

sistant Director, American Medical

Association, Washington, D.C.

2:00 p.m.

to

4:00 p.m.

SYMPOSIUM—Ballroom, Read House

SUBJECT: “POSTOPERATIVE COM-

SUBJECT: “HEALTH PLANNING”
P.L. 93-641

PLICATIONS”
MODERATOR: John W. Braasch,

2:00 p.m.

to

SYMPOSIUM—Ballroom, Read House

M.D., Chairman, Department of

Surgery, Lahey Clinic, Boston,
Massachusetts

PANEL:
Marion A. Carnes, M.D.
Dick D. Briggs, Jr., M.D.

James Gibbs Johnson, M.D.
Edgar A. Haunz, M.D.

4:00 p.m. SUBJECT: “ACTION AND INTER-
ACTION OE DRUGS”

MODERATOR: Alan S. Nils, M.D.

PANEL:
Roy M. Pitkin, M.D.
Joseph E. Johnson, III, M.D.

Richard J. Shader, M.D.
Nelson S. Irey, M.D.
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WHITE SURGICAL SUPPLY CO.

1921 55 Years 1976

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701

Oldest
HOSPITAL

A non-governmental psychiatric hospital. Accredited

by Joint Commission on Accreditation of Hospitals.

Medicare Approved. Phone: 205—836-7201

Hill Crest Foundation, Inc.

A short-term, iuteiisive treatment center for psychiatric

disorders, alcoholism, and drug abuse.

MEDICAL DIRECTOR:

James K. Ward, M.D.

Member of: American Hospital Association, Na-
tional Association of Private Psychiatric Hospitals,

Birmingham Regional Hospital Council.

ADMINISTRATOR:

Robert V. Sanders

6869 FIFTH AVENUE SOUTH
BIRMINGHAM, ALABAMA 35212
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!o dosage calculations

i jrmox [mebendazole] offers a

I

eatly simplified method of

mating pinworm. Just one tablet,

r every member of the family,

gardless of weight or age."

implicity of administration

itients can take the tablet at any
ie. It can be chewed, swal-

A/ed, or crushed and mixed

th food. No messy liquids

pour.

Dt a dye
srmox will not stain clothes,

3th, feces, toilet bowls, etc.

Highly effective

In clinical studies, the pinworm
mean cure rate with Vermox was
95% [range 90-100%]. In cases
where reinfection occurs, a
repeat tablet is advised.

Well tolerated

Transient symptoms of abdomi-
nal pain and diarrhea have
occurred in cases of massive
infection and expulsion of worms.

Also effective against
whipworm... as well as
roundworm and hookworm
Just one simple dosage, regard-
less of weight or age," for single

or mixed infections: 1 chewable
tablet b.i.d. for 3 consecutive days
If the patient is not cured 3 weeks
after treatment, a second course
of treatment is advised.

t Because Vermox has not been
extensively studied in children under 2
years of age, the relative benefit/risk

should be considered before treating

these children. Vermox is contra-

indicated in pregnant women [see:

Pregnancy Precautions) and in persons
who have shown hypersensitivity to

the drug.

a single chewable tablet
treatment for pinworm

chewable
tablets

CRIPTION VERMOX (mebendazole) is methyl 5-benzoylben2imidazole-2-carbamate.

IONS VERMOX exerts its anthelmintic efiect by blocking glucose uptake by the sus-

ble helminths, thereby depleting the energy level until it becomes inadequate for survival,

isignificant amount of mebendazole is absorbed from the gastrointestinal tract. Most of

s excreted in the urine within three days either as metabolites or unchanged drug.

CATIONS VERMOX is indicated for the treatment of Trichuris trichjura (whipworm),

obius vermicularis (pinworm), Ascaris lumbricoides (roundworm), Ancylostoma duod-
(common hookworm). Necator americanus (American hookworm) in single or mixed

lions.

PRECAUTIONS PREGNANCY: VERMOX has shown embryotoxic and teratogenic activity in

pregnant rats at single oral doses as low as 10 mg/kg. Since VERMOX may have a risk of pro-

ducing fetal damage if administered during pregnancy, it is contraindicated in pregnant

women.
'

PEDIATRIC USE: The drug has not been extensively studied in children under two years;

therefore, in the treatment of children under two years the relative benefit/risk should be

considered.

ADVERSE REACTIONS Transient symptoms of abdominal pain and diarrhea have occurred

in cases of massive infection and expulsion of worms.
icy varies in function of such factors as pre-existing diarrhea and gastrointestinal transit

degree of infection and helminth strains. Efficacy rates derived from various studies are

n in the table below:

Trichuris Ascaris Hookworm Pinworm

cure rates
mean
(range)

68%
(61-75%)

98%
(91-100%)

96% 95%
(90-100%)

39 reduction
mean
(range)

93%
(70-99%)

99.7%
(99.5-100%)

99.9% -

DOSAGE AND ADMINISTRATION The same dosage schedule applies to children and

adults. For the control of pinworm (enterobiasis), a single tablet is administered orally, one

time.

For the control of roundworm (ascariasis), whipworm (trichuriasis), and hookworm infection,'

one tablet of VERMOX is administered, orally, morning and evening, on three consecutive days.

If the patient is not cured three weeks after treatment, a second course of treatment is advised.

No special procedures, such as fasting or purging, are required.

HOW SUPPLIED VERMOX is available as tablets, each containing 100 mg of mebendazole,
and is supplied in boxes of twelve tablets.

VERMOX (mebendazole) is an original product of Janssen Pharmaceutica, Belgium, and co-

developed by Ortho Pharmaceutical Corporation.

TRAINDICATIONS vermox is contraindicated in pregnant women (see Pregnancy
lutions) and in persons who have shown hypersensitivity to the drug.

Ortho Pharnnaceutical Corporation
Raritan, New Jersey 08869 OJ 175-6
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The ^^SupernaturaP in Modern Medicine

There are isolated reports in medical literature

related to sudden unexplainable death, “psychic”

death, Voodoo death, angor animi, and the phe-

nomenon of being “scared to death.” In this pre-

sentation I bring together background information

on these subjects with an emphasis upon their

relevance to the practice of modern medicine.

As the reader will discover my title is misleading

in that rather than being beyond or outside of

nature, these occurrences are frequently explain-

able on a natural or psychophysiologic basis.

Conceptual Background

The works of Walter Cannon^ and Curt

Richter^ are basic to understanding these phe-

nomena. Cannon, in a now classic description,

quotes from Basedow’s book. The Australian

Aboriginal, on voodoo death by bone pointing:

The man who discovers that he is being

boned by any enemy is, indeed, a pitiable

sight. He stands aghast, with his eyes staring

at the treacherous pointer, and with his hands

lifted as though to ward off the lethal medium,

which he imagines is pouring into his body.

His cheeks blanch and his eyes become glassy

and the expression of his face becomes hor-

ribly distorted ... He attempts to shriek but

usually the sound chokes in his throat, and all

that one might see is froth at his mouth. His

body begins to tremble and the muscles twist

involuntarily. He sways backwards and falls to

the ground, and after a short time appears to

be in a swoon; but soon after he writhes as in

mortal agony, and, covering his face with his

hands, begins to moan. After a while he be-

comes very composed and crawls to his wurley.

From this time onwards he sickens and frets,

refusing to eat and keeping aloof from the

daily affairs of the tribe. Unless help is forth-

Presented at the Tennessee Medical Association meet-

ing, Memphis, April 8, 1976. From the Department of

Psychiatry, Vanderbilt University Medical Center, Nash-

ville, Tenn.

HARRY S. ABRAM, M.D.

coming in the shape of a countercharm admin-

istered by the hands of the Nangarri, or

medicine-man, his death is only a matter of a

comparatively short time. If the coming of the

medicine-man is opportune he might be saved.

In spite of his concentrating upon the etiologi-

cal significance of the sympathetic nervous system

in voodoo death. Cannon was acutely aware of

social isolation and its effect on the hexed sub-

ject. From William James’ Principles of Psychol-

ogy he selected this pertinent passage.

A man’s social me is the recognition which

he gets from his mates. We are not only

gregarious animals, liking to be in sight of

our fellows, but we have an innate propen-

sity to get ovu-selves noticed, and noticed

favorably, by our kind. No more fiendish

punishment could be devised, were such a thing

physically possible, than that one should be

turned loose in society and remain absolutely

unnoticed by all members thereof. If no one

turned-round when we entered, answered when
we spoke, or minded what we did, but if every

person we met “cut us dead,” and acted as if

we were non-existing things, a kind of rage

and impotent despair would ere long well up

in us, from which the cruellest bodily tortures

would be a relief; for these would make us feel

that, however bad might be our plight, we had

not sunk to such a depth as to be unworthy of

attention at all.

Cannon raised the question “whether an omi-

nous and persistent state of fear can end the life

of a man.” He hypothesized that “lasting and

intense action of the sympathico-adrenal system”

could lead to “dire results” and that
“
‘voodoo

death’ may be real, and . . . due to shocking

emotional stress—to obvious or repressed terror.”

Richter’s and Kennedy’s^ serendipitous find-

ings with Norwegian rats some 10 years after

Cannon’s paper led to further observations re-

lated to sudden death in animals and man.

SEPTEMBER, 1976 625



“SUPERNATURAL” IN MEDICINE/Abram

Initially in 1953 while studying sodium metabo-

lism in rats, Kennedy trimmed three rats’ snout

whiskers to prevent their dragging food through

a tunnel. One of the rats “at once began to be-

have in a very peculiar manner, incessantly push-

ing its snout into the corners of the cage or into

the food cup with a cork-screw motion.” Within

eight hours it was dead, A year or two later

Richter decided to trim rats’ whiskers in a similar

fashion during a study of responses to stress in

wild and domesticated species. In measuring en-

durance by swimming survival times, he found

that 34 shaved wild rats died one to fifteen min-

utes after immersion in glass cylinders. Richters

concluded that “trimming the rats’ whiskers, de-

stroying possibly their most important means of

contact with the outside world, seemed disturbing

enough especially to wild rats, to cause their

deaths.” He further postulated that restraint and

the rat’s “abolishing all hope of escape” killed

them.

Looking for signs of sympathetic stimulation,

Richter performed electrocardiographic tracings

and then autopsied on the rats which succumbed.

Contrary to his expectations the rats died with

bradycardia, a slowing in respiration, and with

diminishing body temperature. At autopsy the

heart was enlarged and distended with blood.

These findings were consistent with “vagus death,

which is the result of over-stimulation of the

parasympathetic rather than of the sympathico-

adrenal system.” Richter observed,

The situation of these rats scarcely seems

one demanding fight or flight—it is rather one

of hopelessness; whether they are restrained in

the hand or confined in the swimming jar, the

rats are in a situation against which they have

no defense. This reaction of hopelessness is

shown by some rats very soon after being

grasped in the hand and prevented from

moving; they literally seem to “give up.”

Clinical Examples

In the Correspondence section of the British

Medical Journal Barker® brought attention to

angor animi or a “sense of impending dissolution

. . . occasionally encountered in angina pectoris”

described originally in Price’s textbook of medi-

cine. He vividly recounted his experience with

the following patient.

Some 10 years ago, when I was the admit-

ting house-physician at a London teaching

hospital, I was called to examine a man aged

60 with a history of effort angina which has

increased progressively during the proceeding

few weeks. He was sitting up in bed chain-

smoking and appeared extremely tense, I

inquired about the character and distribution

of the pain and its relationship to exertion,

and his replies were lucid and gave a classical

picture of angina pectoris. I then inadvertently

asked him whether he ever felt he was going to

die during one of the attacks. He did not reply

to this question but his attitude immediately

changed. He seemed to become increasingly

distressed and looked at me with fixed staring

eyes. He died about one minute later while I

was auscultating his heart. I do not remember
the necropsy findings, but I imagine that the

cause of death was coronary thrombosis, which

may well have been precipitated by fright.

As a result of this alarming and unfor-

gettable experience I have always refrained

from asking patients with angina about this

symptom.

Others^ responded to Barker’s letter with similar

cases.

Further correspondence in the British Medical

Journal expanded the coneept of being “scared

to death.” Elkington® reported a ease of “an ap-

parently healthy middle-aged woman with mas-

sive adrenal haemorrhage, following a relatively

minor operation, who was subsequently found to

have had forebodings of death.” After her death

he learned that she had “her fortune told at the

age of 5 years . . . (and) was informed that she

would die when she was 43 years old.” The

patient’s 43rd birthday oeeurred one week before

the operation. The evening of the operation “she

told her sister, who alone knew of the prophecy,

that she did not expect to awake from the an-

aesthetic, and on the morning of the operation

the patient told a nurse she was sure she was

going to die.” In subsequent letters others® de-

seribed remarkably similar examples. Barker

elaborated the entire subjeet in his book. Scared

to Death, and brought together much of the

world’s literature related to death premonitions,

Physiologieal explanations for sudden death

related to psychological stress are sporadically

found in the medical literature. For example,

Harvey and Levine® reported a 29-year-old un-

married woman who developed documented

paroxysmal ventricular tachycardia under stress-

ful circumstances. They postulated that such an

arrhythmia could be “a prelude to ventricular

fibrillation and death” and could throw “light on

a possible mechanism of ‘death from fright.’ ” In

another interesting ease study Levine^ described
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a 63-year-old patient with constant benign atrial

fibrillation of 40 years’ duration who died sud-

denly “from emotion.” According to Levine the

patient “on going out of his house . . . saw a little

fawn wandering around the woods nearby, bleed-

ing from his mouth. This was a pitiful sight, and

it upset the patient tremendously. He quickly

called the game warden. While complaining to

the warden about the vicious poacher who had

illegally shot the fawn on his property, he be-

came terribly excited and agitated and then

dropped dead.” Daniels^® cited another instance

of “death by fright” in the survival of Eng for

only a few hours after the death of his Siamese

twin, Chang. Lown and coworkers^^ reported

a patient with “serious psychiatric problems” de-

veloped “ventricular premature beats . . . pro-

voked by psychophysiologic stress.”

Such stress “markedly lowered the ventricular

vulnerable-period threshold.” Lown postulated

that “instantaneous unexpected death, whether

occurring in the presence or absence of coronary

heart disease is triggered by higher nervous

activity.” There are also case reports on “death

from psychic causes”^^ in which “some people

can consciously will their own death,” and the

role of unconscious psychological factors in pre-

cipitating death. Burch^"* presented clinical vi-

gnettes of sudden death following acute emotional

disturbances and ascribed the cause of death to

“increased sympathetic activity.” Wolf^^ noted

that the parasympathetic system, as exemplified

in an “over exuberant” oxygen conserving reflex,

may also account for “a host of bizarre sudden

deaths, death from ‘fright’ ”, and so forth.

As noted earlier. Cannon^ thoroughly reviewed

the phenomenon of voodoo death. Friesinger^*^

in his discussion at a clinicopathologic conference

raised the question of “death by ‘hex’ ” in a

22-year-old-woman with primary pulmonary

hypertension. The patient gave the following his-

tory.

She had been born on Friday the thirteenth

in the Okefenokee Swamp and was delivered

by a midwife who delivered three children that

day. The midwife told the mothers that the

three children were hexed and that the first

would die before her sixteenth birthday, the

second before her twenty-first birthday, and the

third (the patient) before her twenty-third

birthday. The patient went on to tell her physi-

cian that the first girl was killed in an automo-

bile accident the day before her sixteenth

birthday. The second girl was quite fearful of

the hex and on her twenty-first birthday called

a friend and insisted on going out to celebrat^'li,

the end of the hex. As they walked into a

saloon, a stray bullet hit the girl and killed

her. On the day prior to her 23rd birthday,

“the patient died following an episode of

hyperventilation, severe apprehension and pro-

fuse sweating.”

In an excellent coverage of possible physiologic

mechanisms responsible for death by hex Frie-

singer cited “extreme vagotonia with cardiac

asystole” and “extreme and/or prolonged sym-

pathetico-adrenal discharge.” Cappannari^^ pre-

sented a patient with a voodoo hex whose death

was averted because of conflicting belief systems

which prevented complete acceptance of the su-

pernatural. Aspects of voodoo and witchcraft as

they relate to medical practice were reported by

KimbalF® in a patient with pseudocyesis, Mathis^^

in an asthmatic patient, Tinling^® on “root work”

in migrant Southern workers in the industrial

North, and others the effect of magical

belief upon behavioral disturbances.

Discussion

Aside from being interesting clinical vignettes,

how relevant is the above to practice of modern

medicine? Most of the phenomena under discus-

sion appear explainable on the basis of distur-

bances in the autonomic nervous system and asso-

ciated with a complex interaction of belief sys-

tems, unconscious psychological factors, and psy-

chophysiologic mechanisms. EngeP"* categorized

eight life settings in which there was a relation-

ship between psychological stress and sudden

death: “(1) on the impact of the collapse or

death of a close person; (2) during acute grief;

(3) on threat of loss of a close person; (4) dur-

ing mourning or an anniversary; (5) on loss of

status or self-esteem; (6) personal danger or

threat of injury; (7) after the danger is over;

and (8) reunion, triumph, or happy ending.” He
cited “overwhelming excitation, or giving up,

or both” as common denominators and proposed

that “this combination provokes neurovegetative

responses, involving both the flight-fight and

conservation-withdrawal systems, conducive to

lethal cardiac events, particularly in individuals

with persisting cardiovascular disease.” Certainly

his concept of the “giving up-given up complex”^^

as conducive to the onset of physical illness and

that of Schmale^® on the relationship of separa-

tion and loss to disease seem pertinent to this

issue.

In this area one also gains some insight into
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the care of the dying patient. Thus one of the

early fundamental works on death and dying

stems from a study on predilection to death. In

five patients who were convinced of their deaths

prior to surgical procedures, and who indeed did

die, Weisman and Hackett^^ found that each

death was appropriate and resolved conflict. They

noted, “For the predilection patients, the body

was a burden; they were eager for that resolution

by release that could be achieved only in death.”

These authors also observed that, “In his or her

own way, each patient was lonely and isolated as

death approached.” As stated earlier in Cannon’s

quotation of William James, the patient with

voodoo death is psychologically and socially iso-

lated from his peers. This form of isolation is

strikingly similar to “social death”^® experienced

by the dying patient during which his family and

significant others withdraw from him.

Finally, one may wonder if hexing occurs in

modern medicine through the physician’s placing

grave prognostications upon his terminally ill

patients. K the physician uses the “hanging of

crepe”^^ to handle his own anxieties, uncertain-

ties, and omnipotent needs he may inadvertently

harm the patient. Thus telling the patient or his

family that he will die within a specified period

of time or that his illness is unequivocally fatal

may represent a form of modern day hexing.

Hope and the will to live remain powerful and

poorly understood therapeutic agents.

Knowledge of folk medical beliefs also has

direct implications for patient care. As Snow^°

amply demonstrated, medical personnel should

be aware of these beliefs as they can dramatically

effect the patient’s response to treatment:

As more and better care is made available

to the poor patient, some of these beliefs will

gradually begin to die out. Those intimately

tied to religious belief will probably not, how-
ever, and others, such as the belief in witch-

craft, may continue to be operative as long as

the status of the Spanish-speaking or black

American is economically and socially mar-

ginal. For some time to come, therefore, physi-

cians practicing in the inner city or rural areas

will need some knowledge of folk medicine to

be able to assess how the diagnosis and subse-

quent advice is likely to be interpreted by

patients.

In essence, the gamut of “supernatural” phe-

nomena represent an intricate combination of

cultural, social, and psychophysiological varia-

628

bles which are highly germane to medical prac-

tice.
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Fiberoptic

Introduction

The fiberoptic bronchoscope was first demon-

strated by Ikeda in Copenhagen in 1966, and the

original article on its use was published in 1968.^

Since then fiberoptic bronchoscopy (FOB) has

revolutionized chest medicine in terms of its

diagnostic capabilities. Recently trained chest

physicians consider the procedure an integral and

necessary part of the workup on a significant per-

centage of their patients, much as do nephrolo-

gists their renal biopsies, cardiologists their

catheterizations and gastroenterologists their liver

biopsies and endoscopic procedures. All of these

techniques represent advancements in the diag-

nostic capabilities of internists made possible by

improved techniques and new equipment, and

FOB is no exception.

A great deal has been written in the litera-

ture in the last several years about the uses

and limitations of the fiberoptic bronchoscope.

This paper will attempt to integrate some of this

information, and to make recommendations for

the proper use of FOB in the community hospital.

Clinical Efficacy

That the flexible bronchoscope is effective in

diagnosing chest lesions is well documented in

the literature. Smiddy and ElliotF in 1973 showed

the FOB to be successful in localizing the bleed-

ing site in 66 of 71 patients with recent hemo-

ptysis, and in this group of 71 patients a defini-

tive diagnosis was made in 40. The majority of

these cases were done as outpatients. Richardson

et aP reported a series of 130 patients in which

the diagnosis of carcinoma was made in 85

percent by transbronchial brush biopsy. Even the

subgroup of patients with peripheral lesions done

under fluoroscopic control yielded a success rate

of 78 percent.

The most recent diagnostic technique being ad-

vanced in connection with FOB is transbronchial

forceps biopsy, now considered the procedure

From the Pulmonary Disease Section, Medical Ser-

vice, Veterans Adminstration Hospital, and The Uni-

versity of Tennessee Center for the Health Sciences,

Department of Medicine, Memphis, Tenn.

Bronchoscopy in the

Community Hospital
JOSEPH A. BLYTHE, M.D., AND JOHN P. GRIFFIN, M.D.

of choice by many chest physicians in delineat-

ing the nature of diffuse as well as localized

lung lesions. It is a safe procedure with very

low morbidity which in some cases can obviate the

necessity for thoracotomy. One of the largest

series reporting this technique is that by Ellis‘S

in 1975, who performed transbronchial biopsy

in 107 patients with chest lesions of various types

and obtained an overall diagnostic yield of 81

percent. Although in the majority of cases the

diagnosis was carcinoma, various other lesions

can be diagnosed, including granulomatous dis-

ease, Pneumocystis carinii infection, and diffuse

parenchymal disease. The latter category at-

tained a diagnostic yield of 79 percent and the

same article^ emphasized that if multiple bites

are taken, the diagnostic rate approaches that of

the open method. The author maintains that in

fact the yield of transbronchial biopsy, with good

technique, can exceed that of open lung biopsy,

which is quoted as 66 percent by a leading tho-

racic surgery textbook.®

FOB offers distinct advantages over rigid

bronchoscopy, however the procedures should be

considered complementary rather than exclusive.®

With FOB the visual range within the tracheo-

bronchial tree is greatly extended, there is less

patient discomfort, and minimal sedation and

local anesthesia is almost always sufficient. It can

be performed in patients with cervical pathology

who cannot hyperextend for a rigid procedure,

and even in those with spinal curvatures no prob-

lem is ordinarily encountered. It can be done

as a bedside procedure in the patient’s room or

intensive care unit if it is impossible or unsafe

to move the patient to an endoscopy room, and

it is successful as a therapeutic and diagnostic

technique during mechanical ventilation with mini-

mal morbidity, as shown by Shinnick et aF in

1974.

Finally, as discussed above, FOB offers a vari-

ety of diagnostic approaches in the evaluation of

peripheral localized or diffuse lesions, including

brushing cytology, curettment, biopsy, segmental

washings and even direct plating of cultures and/

or smearing of slides for acid fast bacilli, fungi
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and aerobic and anaerobic bacteria from periph-

eral brushings. It would not, however, be the

procedure of choice for removal of large foreign

bodies or copious, thick secretions, or in a case

of massive hemoptysis. In these instances the

rigid bronschoscope should undoubtedly be used

initially.

Safety of the Procedure

It is obvious from the literature that FOB is

an extremely safe procedure if done with proper

technique. In an editorial in CHEST in 1973

Sackner and Landa* reported their results with

over 800 patients bronchoscoped in their insti-

tution. They had no significant morbidity and no

mortality. Even with transbronchial biopsy, which

would seemingly produce more complications than

any other aspect of the procedure, Ellis^ in his

series of 107 patients reported only one pneumo-

thorax (which was treated successfully with chest

tube drainage for 24 hours) and 9 episodes of

minor hemoptysis (blood streaking of the spu-

tum), all of which resolved spontaneously with-

out any treatment. An additional 33 patients biop-

sied by Levin et aP suffered no bleeding requir-

ing any therapy.

In our own institution, there has been no sig-

nificant morbidity and no mortality in a series of

nearly 800 patients. The best documentation of

the safety of the procedure is in an article by

Credle et aF° in 1974 reporting a series of 24,521

bronchoscopies performed by over 1 20 physicians

in teaching and private institutions throughout

the United States. The morbidity rate was only

.08 percent and the mortality rate was .01 per-

cent. (This latter figure compares favorably with

the mortality rates for liver biopsy (0.17 per-

cent) renal biopsy (0.17 percent) and car-

diac catheterization (0.5-8.0 percent) pro-

cedures done by internists outside the operating

suite.)

Most major complications and mortalities are

preventable. Out of the above series the major

complications included bronchospasm (2 cases),

respiratory compromise (4 cases), syncope (1

case), bradycardia (1 case), ventricular tachy-

cardia (1 case), and pneumonia (2 cases). There

were three deaths: one in a patient with respira-

tory insufficiency who was bronchoscoped

through an 8 mm endotracheal tube (probably

preventable with larger tube), one in a patient
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who had a cardiac arrest (later found to have

metastatic carcinoma) and one with a fatal reac-

tion to tetracaine anesthesia (probably preventa-

ble by using lidocaine, which is unequivocally

safer)

.

As with any diagnostic procedure the compli-

cation rate can be minimized by adequate train-

ing of personnel who have the proper equipment

available to deal with unforeseen emergencies.

The only absolute contraindications to FOB
are an extremely uncooperative patient or one

who is allergic to the local anesthetic agents

available. Relative contraindications include ex-

treme depression of cardiac or pulmonary func-

tion, a narrowed major airway, and performance

of the procedure immediately after massive he-

moptysis (in which case no visibility is likely).

RECOMMENDATIONS FOR THE
PERFORMANCE OF THE PROCEDURE

(FOB)

A. Training of the Endoscopist

1. Anyone performing FOB should be well-

trained in the use of the fiberoptic bronchoscope.

The bronchoscopist should have observed a mini-

mum of 10 bronchoscopies and have performed

an additional 15 or more procedures under super-

vision by someone well trained in the procedure.

2. The bronchoscopist should be a physician,

preferably in thoracic surgery, chest medicine or

otolaryngology, who is capable of leading a car-

diopulmonary resuscitation effort if the need

arises.

3. The bronchoscopist should be accompanied

at all times by at least one trained assistant who
is well acquainted with the procedure and its

possible complications.

4. The bronchoscopist should be familiar with

each individual patient on whom the procedure is

performed, especially in terms of allergies, cardio-

pulmonary reserve, blood gas values and indica-

tions for bronchoscopy.

B. Equipment

1. FOB should be electively performed in an

area well equipped for cardiopulmonary resuscita-

tion.

2. Supplemental oxygen and an apparatus for

suctioning should be available.

3. Fluoroscopy should be available and

utilized, especially if transbronchial biopsy or

brush biopsy is to be done.

4. In those instances where it is not possible
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to move the patient to an endoscopy room with

the above equipment, it is permissible to perform

the procedure in other areas such as the intensive

care unit if in the opinion of the physician the

potential diagnostic or therapeutic gain outweighs

the risk entailed.

Conclusion

Fiberoptic bronchoscopy is a safe procedure

with good diagnostic yield when performed by a

trained endoscopist. It should be done in an area

equipped for cardiopulmonary resuscitation, but

preferably' not in the operating suite. Complica-

tions are rare and are almost always avoidable

with proper technique.
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INTERPRETATION OF SERUM
GASTRIN LEVELS

Gastrin is a polypeptide hormone with several

moleeular forms. “Mini-Gastrin” has 13 amino

aeids, is biologically active, and is found in the

postprandial circulation in normal individuals as

well as in patients with the Zollinger-Ellison Syn-

drome. “Little-Gastrin” has 17 amino acids, is

biologically the most potent form and accounts

for most of the hormone demonstrated with

radio-immunoassay. “Big-Gastrin” has 34 amino

acids is biologically active and likewise is dem-

onstrated by RIA procedures. “Big-Big Gastrin”

has a molecular weight greater than 20,000. Its

amino acid sequence and biological activity are

uncertain.

The active hormone is secreted principally by

by specialized cells in the pyloric glands of the

gastric antrum and in the proximal duodenum,

but the pancreatic islets, the jejunum and proxi-

mal ileum all contain cells capable of producing

gastrin. These latter three sites do not appear

to be clinically important.

Release of gastrin is mediated by vagal exci-

tation, distension of the antrum by food or fluids,

and by contact of protein or protein breakdown

products with the gastric mucosa. Calcium and

epinephrine can also stimulate gastrin release.

When gastric acidity reaches a pH of about 1.5,

the antral cells shut off the gastrin release. This

simple negative feedback system regulates the

second phase of gastric secretion. Other hor-

mones can depress gastrin release in normal indi-

viduals. These are secretin, glucagon, calcitonin,

and growth-hormone-release-inhibiting factor. It

is interesting that secretin has a paradoxical effect

in the Z. E. Syndrome since the administration

of secretin causes an increase in circulating gas-

trin rather than a decrease.

Once released into circulation, the half life

of the two major hormones is very brief. “Little-

Gastrin” has a TVi of three minutes and “Big-

Gastrin” nine minutes. The kidneys and gut are

responsible for removal of hormone from the

cireulation.

From Clinical Laboratories of Nashville, 2525 Park
Plaza, Nashville, Tenn. 37203.
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Normal fasting individuals have gastrin levels

of about 30-50 picograms/ml. After meals, the

level will increase 2-3 fold but rarely exceeds

200 pg/ml. Levels greater than 200 pg/ml should

be regarded as hypergastrinemia and several dis-

orders are associated with excess hormone. These

can be divided into two groups depending on

whether hypergastrinemia is or is not associated

with hypersecretion of gastric acid.

Hypergastrinemia with Gastric

Acid Hypersecretion

1. The Zellinger-Ellison Syndrome is caused by

a tumor called a gastrinoma, usually located

in the pancreas, which produces gastrin in

large amounts. Serum gastrin levels almost al-

ways exceed 300 pg/ml. Because the main

source of hormone is from eells other than

antral mucosal cells, the negative feedback

system is lost and continuous hypersecretion

of gastric acid results. This leads to a ful-

minating ulcer diathesis.

2. Following antrectomy and gastrojejunostomy,

remnants of antrum can still be present in

the duodenal stump, where it is no longer

exposed to gastric acid. The negative feed-

back system is lost and these isolated re-

tained antral remnants chronically secrete gas-

trin and gastric acid hypersecretion occurs.

3. Massive bowel resection (short bowel syn-

drome) or renal failure can lead to hyper-

gastrinemia with acid hypersecretion since the

bowel and kidney normally remove gastrin

from the circulation.

4. Gastric outlet obstruction with its consequent

antral distention is an important cause of ele-

vated gastrin and hyperchlorhydria, because

the stimulus for gastrin release overpowers the

stimulus to shut down hormone production.

5. Some cases of hyperparathyroidism have been

reported to display hypergastrinemia and

hyperchlorhydria but the finding is not con-

stant.

In this group, gastrin levels are likely to range

up to 300 pg/ml but only the Z-E Syndrome is

likely to produce a rise beyond that level.
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Hypergastrinemia without Gastric

Acid Hypersecretion

1. In pernicious anemia, atrophic gastritis and

gastric carcinoma, conditions associated with

achlorhydria, the loss of acid inhibition results

in elevated gastrin levels,

2. Pheochromocytoma may produce intermittent

hypergastrinemia because catecholamines

stimulate gastrin release. However, since the

negative feedback system remains intact, gas-

tric acid secretion tends to shut off hormone

production temporarily and a chronic state of

hypersecretion is avoided.

3. Vagotomy may produce an increase in gastrin

levels.

Summary
In peptic ulcer disease, an elevated gastrin

level should suggest the possibility of the Z-E
Syndrome. This is especially so if the ulcer di-

athesis is fulminating or if it is associated with

diarrhea. In the Z-E Syndrome, infusions of cal-

cium (15 mg Ca~~/kg over a 3-4 hour period)

or secretin ( 1 unit/kg) will cause gastrin levels

to increase at least two fold. In the case of secre-

tin, the effect is paradoxical and therefore it is

regarded as a more specific test.

Elevated gastrin levels that are not due to

gastrinomas are best interpreted in conjunction

with data on gastric acid secretion.

Joseph J. Sannella, M.D.

Medical Director

i of INe fiiOAlh

The patient for presentation is a 28-year-old white

From the Department of Radiology, Baptist Memo-
rial Hospital. Memphis, Tenn. 38146.

woman who developed a right hemiparesis one month

prior to admission. Physical examination showed a

right sided hemiparesis with hyper-active reflexes.

Please examine Fig. 1 and 2 and choose the most likely

diagnosis; (Fig. 1 was obtained prior to and Fig. 2

after the intravenous infusion of contrast material).

1, Subdural hematoma 3. cerebral infarction

2. tumor 4. intracerebral hematoma

Answer page 634.

Fig. 1 Fig. 2
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Answer to CAT Scan of the Month:

Cerebral infarction was the diagnosis. The

diagnosis of tumor could not have been excluded

on this study. Subdural hematoma and intra-

cerebral hematoma were not present because

there was no blood within the calvarium. Blood

is quite opaque on a CAT scan and is usually

readily visible.

Discussion

Computerized tomagraphy holds promise of

completely revolutionizing present diagnostic

radiological methods. Indeed, when it first ap-

peared on the scene, many of my colleagues

thought that with it we would be able to provide

histological diagnoses. That has not proved to be

the case, however. Computerized tomography

must be viewed as it is in reality: another diag-

nostic modality, and although it is an exception-

ally good one, it does have more limitations than

we had initially anticipated.

The findings in the case presented here con-

sist of edema in the head of the caudate nucleus

and in the left cerebral hemisphere adjacent to

the frontal horn of the left lateral ventricle. Fol-

lowing injection of contrast material, the center

of the lesion is enhanced (stains). The midline

structure visible on these cuts (lateral and third

ventricles) are not shifted.

Before we gained experience with the interpre-

tation of CAT scans we believed that tumors

were enhanced with contrast material and infarc-

tions were not. It also seemed plausible that if a

radiolucent lesion were not enhanced then it was

almost certainly an infarct. These assumptions

were based on the fact that tumors should contain

neovascularity and infarctions should be totally

avascular. These assumptions have been dis-

proved as data for statistical analysis have been

collected. About 50 percent of gliomas of the

brain are not enhanced and 50-60 percent of

infarcts will be enhanced following the intra-

venous injection of contrast material. Infarcts

may not be enhanced within the first week of

their occurrence and early data suggests that after

a month or so they cease to be enhanced.^ This

phenomenon may be useful in differentiating in-

farcts from tumors. The pathophysiology of
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tumor enhancement is apparently related to

alterations in the blood-brain barrier rather than

to the presence or absence of neovascularity.

^

We had believed initially that the presence of a

mass effect (shift of midline structures away from

a lesion) almost always meant tumor. In one

series, however, 20 percent of infarcts showed a

mass effect.^ The diagnosis in the young woman
presented here was established with cerebral

arteriography, which showed occlusion of the left

middle cerebral artery along with numerous other

occlusive arterial abnormalities of the brachio-

cephalic vessels. The diagnosis was arteritis.

In summary, the presence or absence of tumor

blush or enhancement will not allow one defin-

itively to separate tumor from infarction on a

CAT scan, for infarcts may blush and tumors

may not. Also, the presence or absence of a mass

effect will not allow one to diagnosis infarct or

tumor with certainty as either may or may not

produce a mass effect.

We may rely on the oldest and still one of the

best diagnostic tools to separate tumor from

infarct, i.e., time. On the front end, infarcts usu-

ally show subtle to no changes on a CAT scan

in the first 24 hours following onset of symp-

toms, whereas the scan should initially be posi-

tive for tumor. With infarction the lesion may
clearly demarcate during the first week or so and

over the next 4 weeks cause a shift of the midline

structures toward the lesion (caused by scarring

and retraction). Also, infarctions may lose their

ability to be enhanced after a month or more.

As is evident from this case, arteriography has

not been “replaced” by CAT scanning and re-

mains a necessary adjunct in the establishment

of reasonably definitive diagnoses, but CAT scans

have, except for rare cases, replaced pneumo-

encephalography.

Stephen L. Gammill, M.D.
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A 74-year-old man with a history of an inferior wall

myocardial infarction in 1972 entered the Saint Thomas
Hospital Emergency Room with a chief complaint of

chest “heaviness.” Since his previous infarction he had

had rare episodes of chest pain alleviated with nitro-

glycerin. Over the few days preceding admission he

had been emotionally disturbed by a death in the

family. On admission to the Emergency Room the

blood pressure was 130/80. The pulse was 170 per

minute. The chest was clear to ascultation. A serum

potassium was normal at 4 mEq/liters. There were no

audible rubs, murmurs or gallops. The arterial blood

pH was 7.48 and the p02 was 71 mm/Hg. He had

been taking no medication. An electrocardiogram was

obtained (Figs. 1 and 2).

Fig. 1

The 12 lead electrocardiogram shows a slightly

irregular tachycardia at a rate of 180 per min-

ute. The QRS complex is widened to 110 msec.

P waves cannot be identified with regularity al-

though occasional variations in the baseline sug-

gest atrial activity without relation to QRS com-

plexes. (Note second beat in V6 and the second

and seventh beat in AVR.) It should be noted

that there are deep Q waves in II, III and AVF
with no evidence of inferior forces. The rhythm

strip (Fig. 2) is a continuous tracing. Note that

in the middle strip a brief period of sinus rhythm

results. Measuring from P wave to P wave it is

noted that the premature beat interrupting the

sinus rhythm is followed by a fully compensatory

From the Department of Cardiology, Saint Thomas
Hospital, Nashville, Tenn. 37205.

pause (without interruption of the atrial rate and

rhythm). The patient was treated with IV Lido-

caine and slowly digitalized. His chest pain

abated. Twelve hours later another electrocardio-

gram was obtained (Fig. 3). Note that in this

tracing, sinus rhythm with 1st degree block is

clearly present. Inferior forces are now present

with an initial R wave in II, III and AVF. Al-

though there is anterior hemiblock with left axis

deviation in this tracing, the presence of inferior

forces with return to sinus rhythm suggests that

the very superior forces in the initial tracing were

due to an inferiorly located pacemaker within the

ventricle (thus resulting in depolarization from

the inferior toward the superior regions of the

ventricle). There is no evidence of myocardial

infarction in Fig. 3.

CONCLUSION: Paroxysmal ventricular tachy-

cardia.

W. Barton Campbell, M.D.

Co-Director
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Propranolol and Diuretic Combination in

Hypertension

The Food and Drug Administration’s recent

approval for propranolol’s use as an antihyper-

tensive agent has been long awaited since the ini-

tial publication of its antihypertensive effect by

Buhler et al. Despite propranolol’s rather wide-

spread use as an antihypertensive agent, its

mechanism^ o f action as an antihypertensive

remains uncertain. Buhler’s data suggest that

propranolol’s antihypertensive effect is mediated

via suppression of renin release but other investi-

gators have presented conflicting data.

Recently dose response studies in essential

hypertension patients separated into low-, nor-

mal-, and high-renin categories have supported

the antirenin mechanism hypothesis for pro-

pranolol’s mode of action but have also suggested

a second m.echanism. The first or antirenin effect

is operative at lower doses, from 40-160 mg
daily. This dose is sufficient to achieve peripheral

fS blockade. With escalation of dose by a daily

increment of 40 mg to 160 mg daily a good cor-

relation was observed between fall in blood pres-

sure and fall in plasma renin activity (PRA).
Hence, patients with normal- and high-renin es-

sential hypertension showed good antihyperten-

sive responses while patients with low renin

hypertension exhibited no response. At doses

greater than 160 mg daily there was no further

change in PRA despite further decreases in blood

pressure to normal in the high renin hyperten-

sives as the dose of propranolol was increased

from 320-960 mg daily. Moreover, in low-renin

essential hypertensives who were unresponsive to

low doses of propranolol, a high dose antihyper-

tensive effect, independent of renin, was ob-

served. The lower doses of propranolol (40-160

mg daily) were quite well tolerated.

The addition of a diuretic to propranolol 160

mg daily provided additional antihypertensive

From the Hypertension Center, Vanderbilt Univer-

sity Hospital, Nashville, Tenn. 37232.
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activity in all patients tested despite a rise in

plasma renin activity to preproporanolol levels

in both normal- and high-renin essential hyper-

tension. Furthermore, all patients studied with

the combination of propranolol plus diuretic

achieved satisfactory blood pressure control.

From a practical point of view, it seems in-

appropriate to treat hypertensive patients with

the doses of propranolol required to obtain the

high dose renin independent effect of propranolol

(320-960 mg daily). These doses are not toler-

ated as well as doses less than 320 mg daily. The

addition of a diuretic to 160 mg propranolol

daily results in such a dramatic blood pressure

lowering effect with such minimal side effects that

this combination may well prove to be an ideal

antihypertensive combination.

For the empirical treatment of the hypertensive

patient based on previous double blind treatment

studies we recommend initial therapy with a

diuretic in those patients with high probability of

having low-renin hypertension (black patients).

If satisfactory blood pressure control is not

achieved after 4-6 weeks of maximum doses of

diuretic, then additional propranolol in doses of

40-160 mg daily has proven effective in further

reduction of blood pressure. In patients less likely

to have low-renin hypertension (Caucasian pa-

tients) initial therapy with propranolol in doses

of 40-160 mg daily results in a significant fall in

blood pressure. The majority of patients will

require the addition of a diuretic to provide nor-

malization of pressure. In a small minority of

patients, the addition of a third antihypertensive

such as the vasodilator, apresoline, is necessary

to provide adequate control.

Finally, despite prescribing information which

calls for propranolol administration OID on a

dosing schedule it appears that a BID dosing pro-

gram is just as effective and results in improved

patient compliance.

John W. Hollifield, M.D.

Renin Laboratory
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2«iTHALLIUM HEART STUDIES

At the annual meeting of the Society of Nuclear

Medicine there was a preponderance of papers

dealing with the heart. The most impressive

papers detailed the use of monovalent cation

^Thallium in the evaluation of coronary artery

disease. ^^^Thallium behaves like potassium in

that it enters heart muscle quickly and persists

in that organ for several hours. It is unlike most

radioactive potassium analogues used for heart

studies in that: (1) its gamma energy peaks

(69 Kev and 80 Kev) are more easily collimated

with resultant image improvement, (2) its phy-

sical half life of 72 hours is sufficiently short to

attain high counting rates without too much radi-

ation and is sufficiently long so that storage is

not prohibitive, (3) its short half life and lack

of Beta radiation results in lower radiation to the

patient, and (4) its uptake in heart is greater and

uptake in liver and stomach less than other po-

tassium analogues.

When images are obtained at rest, 2 millicuries

of “®^Thallium chloride are injected intravenously

and 20 minutes later isotope distribution in heart

is imaged in three projections (anterior, left

anterior oblique at 45°, and left anterior oblique

at 60° from the anterior) in order to enhance

visualization of dilferent segments of heart

muscle. Although gated images obtained during

systole or diastole should theoretically improve

the evaluation of wall thickness and chamber

size during phases of the cardiac cycle, much of

this theoretical advantage is not realized because

of the time needed to obtain these gated images.

When images of the heart are obtained after

maximal exercise (on a treadmill or exercycle),

the -^'^Thallium is injected 60 seconds prior to

termination of maximal exercise and imaging is

begun 5 minutes later. The images obtained after

From The Department of Nuclear Medicine, Park

View Hospital, Nashville, Tenn. 37203.

exercise are more important than the images ob-

tained at rest because after exercise: (1) my-
ocardial uptake in normal muscle is increased and

is more homogeneous, (2) the right ventricular

wall is better visualized, (3) liver and stomach

uptake is decreased, and (4) the differences be-

tween increased uptake in normal muscle and

decreased uptake in ischemic muscle are greatly

accentuated.

The results of clinical studies from several

Nuclear Medicine Departments throughout the

country concur in their impression that “®^Thal-

lium scans performed after rest and exercise show

about an 82 percent detection of coronary artery

disease while the EKG alone has only a 61 per-

cent detection rate. Coronary artery disease is

defined as a 75 percent narrowing of one vessel

by angiography. The EKG and Thallium studies

together increase the detection rate of coronary

artery disease to 90 percent.

Since Thallium is still relatively expensive,

myocardial images could be obtained with a single

injection after maximal exercise and the scan then

could be repeated 4 hours later to demonstrate

the resting distribution of Thallium without the

necessity of the second injection.

Several papers dealing with the detection of

acute myocardial infarction with ^Thallium also

concurred in feeling that it was superior to 99m
Tc phosphate scanning. Scan performed within

6 hours of the onset of symptoms are highly

reliable in detecting acute myocardial infarction

but after 24 hours the detectability of infarcted

muscle decreases. Although it would appear to

be more reliable than 99m Tc phosphate scan-

ning, the two types of scans together complement

each other since Thallium scans reveal lesions

by lack of radioactivity while 99m Tc phosphate

scans reveal lesions by increased radioactivity.

Robert L. Bell, M.D.

Director

t
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Subsurface Sewage Disposal

In Tennessee, two of the major statewide pre-

ventive approaches to health maintenance have

historically been; 1) the provision and mainte-

nance of safe drinking water for all persons, and

2) provision and control of adequate sewage dis-

posal systems. Progress in one of these areas is

often affected by limitations in the other. That is,

many citizens in Tennessee now have access to

safe drinking water but do not have proper

sewage control. The Department of Public

Health’s water quality specialists estimates that

95 percent of drinking water supplies in the

state are “safe”; that is, free from harmful

bacterial agents. Federal law requires that non-

community water supplies such as those in restau-

rants, industrial and business concerns, and

schools be monitored as well as residential con-

nections. Approximately 16 percent of Ten-

nessee residents are served by private water

supplies, such as wells and springs, and it is

from these that most unsafe water samples are

taken.

In contrast to the safe drinking water issue

ever the past decade is a record of limited suc-

cess with sewage control. In 1955, a Subsurface

Sewage Disposal Systems Act was passed which

provided for state health department approval

of sewage disposal systems only in subdivisions.

Systems built for homes financed by federal lend-

ing agencies required the approval of the local

health department environmentalist regardless of

the absence of county regulations. This federal

support was an important adjunct to state health

department sewage control programs. The re-

quired “perc tests” (determinations of soil ab-

sorption rate) were conducted by the surveyor,

architect, or engineer contracting with the land-

owner. Some statewide regulations pertaining to

subdivisions were promulgated under this Act;

however, counties and municipalities were able

to pass local ordinances for control of individual

sewage disposal systems. As a result, numerous

patterns of sewage ordinances emerged with vari-

ations in either content or enforcement.

From this situation arose the need for a new
law and compatible statewide regulations which

could incorporate control of individual sewerage
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systems in addition to those in subdivisions. The
1973 Subsurface Sewage Disposal Systems Act

effected these provisions. Its purpose is to mini-

mize the possibility of endangering the public’s

health and welfare and to restrict the develop-

ment of aesthetically offensive sewage disposal

conditions.

Prior to the 1973 Act, health officials began

contracting with the Soil Conservation Service

in Tennessee to train environmentalists in a new
technique known as soil typing. This method of

testing the soil’s suitability for a subsurface sew-

age disposal system has proven to be superior

to the old percolation test method. By learning

to identify types of soils, environmentalists have

been able to predict more accurately the proabili-

ties for a successful sewage system. Although it

is more complicated to learn, soil typing is a

valid and reliable measurement and has worked

well for several years.

Changes since 1973 have made possible the

issuing of sewage disposal system permits in

view of less stringent regulations. Specifically,

they have altered the minimally acceptable soil

absorption rate to 105 minutes per inch and

stated that percolation tests of the soil are ade-

quate for suitability determination. Two inde-

pendent reactions to these changes have been

of considerable significance: 1) Federal lending

agencies have continued to uphold the state’s

more stringent 1974 regulations for their loan

recipients; and 2) the Soil Conservation Service

interpreted the new amendment as a by-pass of

their technical assistance and have reduced their

support in soil typing appreciably. Consequently,

health department environmentalists have in many
instances been forced to revert to “perc tests”

for soil absorption determination.

To this point we have referred to the instal-

lation of a standard subsurface sewage disposal

system; that is, a septic tank and overflow system

or field line. In the event that the standard sys-

tem cannot be installed, due possibly to the un-

suitability of soil or to an over-abundance of

rock, what are acceptable alternatives for sewage

disposal? There are three:

a. connection to a public sewage system

Continued on page 641
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1876 Mental Health Legislation

The members of the Eighty-Ninth General

Assembly, in their recently completed session,

clarified their mental health lawmaking of the

first half of the session, and demonstrated their

urgent concern for the rights of juveniles.

Public Chapter 489, requires court authoriza-

tion for the administration of convulsive therapy

to any juvenile, and forbids performance of

lobotomies on minors for their behavioral con-

trol. The hearing to determine the propriety of

convulsive therapy for a minor may be consoli-

dated with the commitment hearing, or if no

commitment hearing is pending, the hearing must

be held in the juvenile court where the minor

resides.

The petition for a hearing must state the

nature of the treatment sought and the reasons

for it. The court then appoints counsel which

may not have previously advised either the

minor’s parents or the petitioner. A court-ap-

pointed psychiatrist, whose fee is paid by the

petitioner, is required. Should the court authorize

convulsive therapy, the minor may appeal to the

circuit court.

The Foster Child Care Act (Public Chapter

731) calls for a definite plan and regular review

for each abused or neglected child. While this

includes foster children in programs of the De-

partment of Mental Health and Mental Retarda-

tion, it particularly involves the general mental

health care delivery system. It permits parents

of an abused or neglected child to keep the child

only if they wiU agree to receive psychiatric eval-

uation and treatment as needed.

Public Chapter 763, Section 5, generally

balanced the minor’s rights and need for treat-

ment. Parents may voluntarily admit their chil-

dren under 16 years of age to a psychiatric hos-

pital for six months in a twelve month period.

When this time has elapsed, however, the juve-

nile may continue as a voluntary patient only

if the admissions review committee approves

further hospitalization. Without such approval

the minor must be released or court-committed.

This amendment has no bearing on the minor’s

right to request his own release.

Public Chapter 761 accords juveniles in the

custody of the Department of Correction the

right to a hearing whenever they are transferred

from the Department of Correction to the De-

partment of Mental Health and Mental Retarda-

tion, or from the Department of Mental Health

and Mental Retardation back to the Department

of Correction.

Under the amendments to the emergency ad-

mission procedure. Chapter 764, Section 2, phy-

sicians may treat as well as evaluate their pa-

tients, but such treatment must not make the

patient unable to consult with counsel. The 1976

amendments require notification by the physician

of the patient’s next of kin only that a basis

exists or does not exist to hospitalize the pa-

tient. If the treating physician finds that his

patient does not require hospitalization, he must

notify both the family and the General Sessions

Court.

Physicians must make further information

available to the family, upon request, about a

hospitalized person’s condition. A patient ad-

mitted as an emergency must now be given

notice of his right to counsel at his probable

cause hearing. Finally, a hospital may no longer

detain a patient involuntarily, as an emergency,

past the time of his five day probable cause

hearing unless the General Sessions Court has

ordered his further hospitalization. Even where

the hearing is waived, no patient may be in-

voluntarily detained after the time the hearing

would have been held without an order from the

General Sessions Court or the patient’s volun-

tary admission.

The judicial hospitalization procedure, T.C.A.

Section 33-604, was amended by Chapter 764,

Section 3, to more clearly define the jurisdictional

grant and afford three additional due process

safeguards. Changes in jurisdiction were effected

to vest only lawyer judges with the jurisdiction

to hospitalize the mentally ill. Cases of persons

who are in the hospital at the time of the filing

of the petition for hospitalization are heard in

the courts where the hospital is located; other-

wise, the cases may be filed in the courts where

the person resides or may be found. The courts

Continued on page 641
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AMERICAN COLLEGE OF RADIOLOGY
COMMISSION ON CANCER

Interim Statement

On Breast Cancer Diagnosis

The ACR Commission on Cancer and its Committee

on Mammography and Diseases of the Breast have

completed this policy statement after many, many
months of careful study. The statement is presented to

emphasize that mammographic examinations are valu-

able and absolutely essential. The statement, prepared

by medical experts in x-ray diagnosis, is issued in the

wake of unfounded criticism that has appeared in news-

papers and magazines throughout the United States

and Canada.

{See Editorial, “Mammary Misadventures”)

!. Introduction

Mammography has proven to be the most

effective diagnostic tool so far developed

for the detection of breast cancer at an

early stage before it spreads to regional

lymph nodes. This early detection increases

the probability of cure. Mammography at

appropriate intervals in asymptomatic

women over age 35 promises to reduce

significantly the number of deaths from

breast cancer.

Since there is now no definite scientific evi-

dence with regard to:

1. optimal age for the initial mammo-
gram;

2. frequency of examination;

3. data on possible long term radiation

risk;

this statement is being issued, as a summary
of current informed opinion.

II. Care of Women with Symptoms
In women who have symptoms or physical

findings suggestive of possible breast cancer,

medical decisions must be individualized to

fit the patient’s needs. Under the circum-

stances, mammography is an integral part

of the evaluation of the patient.

III. Screening of Asymptomatic Women
Recognizing that definitive data are not yet

available that allow the establishment of

firm criteria that define a protocol for the

screening for breast cancer in asymptomatic

women, the ACR recommends the follow-

ing:

1 . All women should have annual phys-

sical examination of the breasts and

be taught breast self-examination.

2. For asymptomatic women, the first, or

baseline, mammographic examination

should be performed between the ages

of 35 and 40.

3. Subsequent mammographic examina-

tions should be performed at one to

three year intervals unless more fre-

quent examination is medically war-

ranted.

4. After age 50, annual or other regular

interval examinations, including mam-
mography, should be performed.

5. Although the carcinogenic effects of

radiation at current levels of exposure

are probably immeasurably small, con-

tinuing attempts to reduce exposure

should be made. However, image

quality must be preserved for accurate

diagnosis to insure the best risk/benefit

(cure) ratio.

6. Each radiologist should assure the

periodic monitoring of his equipment

and procedures to determine that the

patient’s exposure is being maintained

at the lowest feasible level.

IV. Research Programs
The protocol currently being followed by the

NCI/ACS sponsored “Breast Cancer Detec-

tion Demonstration Projects” should be

pursued so that the data are as complete

and accurate as possible in order that mean-

ingful conclusions can be drawn. Follow-up

of the patients must be carried out for a

number of years to insure collection and

evalution of the data. Theoretical concerns

of possible radiation induced breast cancer

do not warrant change in the current pro-

tocol of the “Breast Cancer Detection Dem-
onstration Projects.” Estimates of risk that

include a radiation carcinogenic effect are

of dubious validity because of the lack of
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objective scientific evidence. Research must

be continued and encouraged to;

1. improve methods for measurement of

low level radiation;

2. further reduce the radiation dose in

mammography consistent with good

image quality;

3. determine the most appropriate age

at which to begin screening for dif-

ferent risk groups;

4. define women of high risk;

5. define those mammographic findings

that dictate re-examination at a shorter

interval;

Dept, of Public Health . . .

continued from page 638

b. construction of a mound system

c. installation of an evapotranspiration

system.

The first two of these alternatives are, in fact,

viable in only a limited number of situations. The

third alternative is one that is currently in the

testing stages and may be functional within the

next year. It is based on the concept of two con-

current actions—evaporation of water into the

atmosphere and transpiration through plant life.

When perfected, this type of sewage disposal

system will be usable virtually anywhere, regard-

less of rock formation, water tables, etc.

Dept, of Mental Health . . .

continued from page 639

must hear each commitment case within 21 days

of the filing of the petition.

The certifying physician must state on his cer-

tificate that all available less drastic alternatives

to commitment to a mental hospital or treatment

resource are unsuitable. The court must make

the identical finding, in addition to the findings

of mental illness and likelihood of serious harm,

before it can order a person hospitalized against

6. establish the appropriate intervals for

re-examination; and

7. collect evidence of the benefits and

risks of mammography.

V. Future Statements

Further statments will be issued when addi-

tional valid information permits.

PLEASE NOTE: If you wish to talk to a diagnostic

radiologist about this position paper, please call or

write to:

Gerald D. Dodd, M.D., M. D. Anderson Hospital, 6723

Bertner Dr., Houston, Tex. 77025. (713) 792-2700

Richard G. Lester, M.D., Herman Hospital, University

of Texas Medical School, Department of Radiology,

Houston, Tex. 77025. (713) 797-3664

Sewage disposal system malfunctions pose

special problems for the individual homeowner

who often has no knowledge of his poor soil

absorption or other pertinent conditions until

after he has committed himself to a large land

and/or home purchase. Public health concerns

are to educate consumers in sewage control be-

fore they face personal catastrophes, and to foster

legislation that would require that such informa-

tion be made available and clearly explained to

prospective homeowners before any contract is

signed. The public health of Tennessee citizens

depends upon both these efforts—education and

appropriate legislation, along with the support of

both public health professionals and the private

medical community.

his will. Treatment must be carried out in the

least restrictive setting, consistent with a person’s

needs.

The 1976 amendments which became effective

on July 1, 1976 attempt to impart greater fair-

ness and facility to procedures which govern

hospitalization of the mentally ill. The depart-

ment actively solicits the views of the physicians

of Tennessee in carrying out its charge to pro-

mote the better treatment and welfare of the

mentally ill of this state.

Joseph Brenner, Jr.
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ADDISON’S DISEASE

I. Validation of

A. Diagnosis: Laboratory confirmation:

Low plasma cortisol and urinary

steroids (17 KG and 17 OH) are

not increased by the ACTH stimu-

lation test; high plasma ACTH (radio-

immunoassay or bioassay).

B. Reasons for Admission:

1. Impending or overt acute adrenal

insufficiency (nausea, vomiting,

hypertension, hypoglycemia, severe weak-

ness).

2. For definite diagnosis.

3. For adjustment of therapy.

II. Critical Diagnostic and Therapeutic Services

A. ACTH stimulation test 100%
B. PPD and chest X-Ray 100%
C. Fungal serology 50%
D. Plane abdominal X-Ray or IVP 50%
E. Glucocorticoid and mineralcorticoid

replacement 100%

III. Expected Response to Treatment
A. Shortterm (Discharge Status) : Pa-

tient clinically stable on adequate

hormonal replacement.

B. Long term (Functional, Other): Com-
plete recovery if hormonal replacement

is continued indefinitely.

IV. Disposition

A. Initial follow-up every 2-4 weeks with

blood pressure checked in supine and

erect positions.

B. Lifelong follow-up in the out-patient

elinic with adequate hormonal replace-

ment every 3-6 months.

C. Patients’ education: Increase dose of

glucocorticoids during stressful situ-

ations.

D. Wear a “Medic Alert” tag.

V. Mortality:

< 1 %

VI. Length of Stay: 4-7 Days

VII. Complications
A. Of disease:

1. Addisonian crisis

2. Intercurrent infections

3. Complications of the underlying

cause (tuberculosis, fungal infection,

tumors)

B. Of therapy:

1. Adrenal crisis

2. Hypertension and edema

3.

Drug reaction when underlying

disease is treated.

RHEUMATOID ARTHRITIS
I. Validation of

A. Diagnosis: (at least three of the follow-

ing; criteria 1-5 must be present at

least four weeks)

1. Morning stiffness

2. Pain on motion or tenderness in at

least one joint (observed by a phy-

sician)

3. Swelling in at least one joint (ob-

served by a physician)

4. Swelling (observed by a physician)

of at least one joint (any interval

free of joint symptoms between the

two joint involvements may not be

more than three months)

5. Symmetrical joint swelling (exclude

terminal phalangeal joint involve-

ment)

6. Subcutaneous nodules

7. X-ray changes typical of RA (other

than only osteoporosis and soft-

tissue swelling)

8. Positive rheumatoid factor

B. Reasons for Admission:

1. Severe active rheumatoid arthritis

2. Complication of disease or therapy

II. Critical Diagnostic and Therapeutic Services

A. CBC, urinalysis 100%
B. Chest X-ray 90%
C. X-ray of affected joints 75%
D. Sedimentation rate, rheumatoid factor 90%
E. Medical therapy

1. Aspirin 80%
2. Gold 30%
3. Prednisone <25%
4. Indocin 15%
5. Non-steroid anti-inflammatory 20%

F. Physical therapy 75%
G. Occupational therapy 30%

III. Expected Response to Treatment
A. Short Term (Discharge Status)

1. Reduction of inflammation 90%
2. Improved function 90%
3. Improvement of complication of

disease or therapy 90%
B. Long Term (Functional, Other)

1. Control of inflammation 20%
2. Continued improvement and/or

maintenance of functional status 70%
3. Control of complication of disease

or therapy 70%

IV. Disposition

Discharge home or to chronic care facility

with follow up

V. Mortality:

VI. Length of Stay: Two weeks*

2%
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VII. Complications
A. Of Disease

1. Fever

2. Eye lesions

3. Skin lesions

4. Fracture

5. Muscle weakness

6. Hematocytopenia

B. Of Treatment

1. Gastrointestinal hemorrhage

2. Ulcer

3. Severe skin rash

4. Infection

5. CNS symptoms/ signs

6. Hepatic or renal toxicity

* Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

HYPERTHYROIDISM
I. Validation of

A. Diagnosis: Laboratory confirmation:

Elevated serum T4 and T3 by resin.

B. Reason for Admission:

1. Thyroid storm

2. Cardiovascular complications

3. Preparation for surgery

4. Initial therapy when toxicity severe

II. Critical Diagnostic and Therapeutic Services

A. Thyroid function tests (RT3 , T4 and
1311 uptake and scan, and T3 RIA) 100%

B. Treatment:

1. Drugs: Antithyroid drug alone or

with Propranolol—most younger

patients

2. 1311 treatment—most older patients

3. Surgical treatment <10-15%
C. Intensive care monitoring 100%
D. Patient instructed on medication ad-

ministration by discharge 100%
III. Expected Response to Treatment

A. Short term (Discharge Status):

1. Ambulatory 100%
2. Improvement or resolution of reason

for admission 100%
B. Euthyroid, either with or without re-

placement hormone >90%
IV. Disposition

A. Follow-up appointment within 15 days

with thyroid function tests performed

(Ca, Phos., if thyroidectomy was the

treatment)

B. Continuation of PTU if treatment with

drug was selected

C. Wear a “Medic Alert” tag

V. Mortality:

<1%
VI. Length of Stay: 7-14 Days
VII. Complications

A. Of Primary Disease and Treatment:

1. Hypothyroidism

2. Drug Sensitivity

3. Surgical complications

a. Hypoparathyroidism

b. Laryngeal nerve damage

c. Mortality

B. Non-specific Indicators: None

HYPOTHYROIDISM
I. Validation of

A. Diagnosis: Laboratory confirmation:

Low serum T4 and T3 by resin; high

TSH in primary hypothyroidism.

B. Reasons for Admission:

1. Myxedema coma
2. Cardiovascular complications

II. Critical Diagnostic and Therapeutic Services

A. Thyroid function tests (RTg, T4,

TSH) 100%
B. Thyroid hormone replacement 100%
C. Intensive care monitoring 100%
D. Patient instructed on medication ad-

ministration by discharge 100%

III. Expected Response to Treatment
A. Short term (Discharge Status)

1. Ambulatory 100%
2. Improvement or resolution of

reason for admission 100%
B. Long term (Functional, Other):

1 to 3 months: Normal RTg, T4 ,

and TSH 100%
IV. Disposition

A. Follow-up appointment within 15 days

with thyroid function tests performed

B. Continuation of thyroid replacement

C. Wear a “Medic Alert” tag

V. Mortality:

A. Overall < 1%
B. Of those in myxedema coma >50%

VI. Length of Stay: 5-10 Days
VII. Complications

A. Of Primary Disease and Treatment: None
B. Non-specific Indicators: None

DERMATITIS, GENERALIZED
I. Validation of

A. Diagnosis:

1. Clinical description

2. Biopsy, report of consistent with

B. Reasons for Admission:

1. Severe dermatitis

2. Determine etiology

3. Unresponsive to outpatient

management
4. Environmental manipulation

5. Withdraw prednisone

II. Critical Diagnostic and Therapeutic Services

A. Contactant history 100%
B. History of topical agents used 100%
C. Patch test 90%
D. Biopsy 100%
E. Periodic Acid Schiff blood smear

(if widespread) 100%
F. Bland topical care 100%
G. Topical steroid 90%
H. Systemic corticosteroid <5%
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III. Expected Response to Treatment
A. Short Term (Discharge Status);

75% of patients clearing by discharge

B. Long Term (Functional, Other)

1. Working or able to work 90%
2. Symptom Free (with treatment) 75%
3. Require readmission within twelve

months <10%

IV. Disposition

A. Patient told about discovered con-

tactants, skin care 100%
B. Occupational counseling >20%

V. Mortality:

0%
VI. Length of Stay: 7 days*

VII. Complications
A. Of Disease: Infection (antibiotic)

B. Of Treatment: None

* Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

^

Valley Psychiatric Hospital
P. O. Box 21373 Shallowford Road

Chattanooga, Tennessee 37421
Phone 615-894-4220

A 50 bed private acute intensive treatment facility with programs designed to treat psy-

chological, alcoholic, and drug abuse problems.

A full range of treatment modalities are utihzed including individual and group psycho-

therapy, chemotherapy, electro-convulsive therapy, and adjunctive and family therapies. Ad-
junctive Therapy includes continuing education through home-bound teaching for school-aged

adolescents, recreational, occupational, and other supportive therapies. Group therapy is five

days each week with individual therapy at least two days a week. Patients have six hours

a day in scheduled therapeutic activities. Comprehensive outpatient services are available

with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Tennessee. A member of the Tennessee Hospital Association, the

American Hospital Association, and the National Association of Private Psychiatric Hospitals.

Accredited by the Joint Commission on Accreditation of Hospitals.

STAFF:
Psychiatry

Davis G. Garrett, M.D.
Henry Evans, M.D.

Internal Medicine Consultant Adjunctive Therapy

Charles D. Kennedy, M.D. Dan B. Page, M.Ed.

R. Lindsay Shuff, M.H.A.
Administrator

Clinical Psychology

Thomas L. Cory, Ph.D.
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Subungual Glomus Tumors
C. W. HAYES, JR., M.D., F.A.C.S.

Subungual tumors of the neuromyo arterial

glomus are uncommon in the hand, but a char-

acteristic clinical syndrome should lead to early

diagnosis and surgical extirpation. Two recent

cases prompt this review of these diagnostic

features and the surgical treatment.

Case No. 1

L.C., a 37-year-old Caucasian male paving contractor,

complained of right thumb pain of several months

duration, associated with arm weakness and pain in the

shoulder and elbow upon awakening. Referred by his

family physician to an orthopedist, no physical findings

were noted save for pressure sensitivity over the thumb
nail. X-rays were normal. Because of the symptom
complex, neurosurgical consultation was obtained.

Further history elicited by the neurosurgeon de-

scribed the pain as “electric-like.” Painful episodes

occurred when the patient ran, threw with the right

hand, or moved suddenly. The pain radiated toward

the shoulder. Though neurologic examination was said

to show only a Tinel’s sign in the right thumb, it was

felt that the patient might represent an unusual variant

of carpal tunnel syndrome.

Nerve conduction studies showed conduction slow-

ing in the median nerve at wrist level. Therefore, a

carpal tunnel release was performed uneventfully. How-
ever, the patient’s thumb pain persisted unabated, and

he was referred four weeks later for another opinion.

When interviewed, the patient reported that he had

discontinued hunting with his dogs, since cold weather

exacerbated his pain, described as severe and lancinat-

ing. He held the hand in a protective posture. There

was no apparent physical finding, but both point pres-

sure or ice cube application along the proximal ulnar

nail bed reproduced his symptoms. At operation the

right thumbnail was removed after a vertical ulnar

eponychial incision. With magnification, a 5 mm. well-

circumscribed reddish-gray mass was found beneath

the ulnar nail matrix (Fig. 1). The matrix was incised

longitudinally and the lesion was removed in toto. The
nail matrix was closed with 7-0 catgut and a silastic

stint was inserted beneath the eponychium prior to the

closure. Histologic examination confirmed the diagnosis

of glomus tumor. The patient reported that his paroxys-

mal pain was gone before hospital discharge at 24

hours. Nail regeneration was complete in four months

(Fig. 2). The patient has remained asymptomatic.

From the University of Tennessee College of Medi-

cine, Clinical Education Center—Chattanooga, and the

Department of Plastic Surgery, Baroness Erlanger Hos-

pital.

Etc. 1. Subungual glomus tumor at surgery. Case 1.

Fig. 2. Nail regeneration at four months.

Case No. 2

P.B., a 33-year-old Caucasian female homemaker
gave a 3 to 4 year history of severe paroxysmal pain

in the right index finger. She had noted a relationship

of the pain to chilling of the digit and had discon-

tinued her fall, winter, and spring camping-out expe-

ditions with her family because of excessive pain. The

index digit was carefully protected from direct trauma.

These symptoms were discussed over the three-year

period with several physicians, however, no diagnosis

was offered and the complaints continued until the

patient told her general surgeon of the problem. Having

removed a subcutaneous glomus tumor several years

previously, he recognized the symptom complex of

pain, tenderness, and temperature sensitivity. Because

of the subungual location, the patient was referred

for surgery.

On examination, there was no visible abnormality.

However, point pressure over the radial aspect of the

eponychial fold elicited a paroxysm of pain, as did
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gentle application of an ice cube. Radiographs re-

vealed no bony defect of the distal phalanx.

The nail was removed after bilateral vertical in-

cisions. With loupe magnification, a reddish-blue area

was noted radial to the midline beneath the nail matrix.

The nail bed and matrix were incised longitudinally and

a 5 X 6 mm. reddish-blue ovoid lesion was exposed

(Fig. 3.) It was shelled out in toto, revealing an

Fig. 3. Subungual glomus tumor at surgery. Case 2.

eroded niche in the underlying phalanx. The nail bed

and matrix were repaired with 6-0 catgut and a thin

silastic sheet was interposed between the matrix and

eponychium prior to skin closure. Healing was un-

eventful and nail regeneration was complete at 5

months. The patient has remained asymptomatic.

Discussion

The frequency of glomus tumor of the hand

varies in the literature, a thorough review of

which by Carroll and Berman^ in 1972 reported

frequency ranges from 1 percent to 4.5 percent

of hand tumors in published series. Glomus

tumors may occur in joints, on the trunk, or else-

where in the subcutaneous tissues, but the hand

is the site in 30 to 50 percent, Carroll and Ber-

man believe. Subungual location is reported to

occur in 30 to 65 percent of those.

The characteristic clinical triad of pain, ten-

derness, and cold sensitivity is well established.^

Lesions properly situated may cause a bluish

subungual discoloration. In neither of the above

cases was such discoloration noted. The “pin

test” of Love® may be of value in localization.

646

After the patient’s confidence is gained, a pin may
be pressed against the skin without pain until the

lesion is reached, whereupon a pain paroxysm is

elicited. We have found that the patient may
gently place an ice cube over the fingertip, noting

excruciating pain when the lesion is approached.

With the characteristic clinical triad and these

simple tests the diagnosis can be made with con-

siderable confidence, yet diagnosis and treatment

are frequently delayed. Perhaps confusion could

arise with a subungual neuroma, but percussion

here usually elicits a “pins and needles” shock-

type discomfort, as opposed to the excruciating

pain of glomus. Positive radiographic findings are

said to occur in 22 to 60 percent of glomus

tumors of the hand.^

Complete, meticulous excision of the glomus

tumor is the only recommended treatment. Mag-
nifying loupes facilitate the procedure. We remove

the entire nail in the subungual lesions. Non-

adherent dressing or a silastic stint for two weeks

is followed by warm soaks and early utilization

of the digit. Nail regrowth occurs in 3 to 6

months.

Pain relief is dramatic and usually complete.

Recurrence has been reported, but Carroll and

Berman^ feel recurrence is due to incomplete

excision. Re-exploration may be necessary.

The reader is referred to the fine report of

Carroll and Berman for an excellent summary of

the literature, including discussions of the normal

glomus body (neuromyoarterial glomus) and its

pathologic alterations.

Summary

Two recent subungual glomus tumors, with

delayed diagnosis, are described. The clinical

features of glomus tumor are reviewed. Early,

complete surgical excision is indicated.
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National Health Insurance
On July 23, 1976 the Subcommittee on Health of the House, Ways and

Means Committee held a hearing in Knoxville, Tennessee on National

Health Insurance.

It was my obligation to present TMA’s position on this proposed legis-

lation, and it is my feeling that you should be knowledgeable about this

testimony. It was explained to the Subcommittee that the amount of Federal

money to initiate a health insurance program modeled after any of the

European plans would be massive. The Kennedy-Corman bill before

Congress best exemplifies this sweeping concept of health care delivery.

Since World War II, the public and private sectors have moved more or

or less in concert to attack the health care needs of our citizens. As a

result, ninety percent of our people have health insurance provided by

themselves, their employees, or Federal health care plans such as Medicare

or Medicaid. It has been the tradition for two hundred years that the

government involve itself in the needs of our people that are not met through

the initiative and ingenuity of our citizens. There are health care needs

that are real and we should not back away from them, but a total change

in provision of health care would be fiscally unsound.

The TMA has been a leader in fostering plans to bring the best medical

care to all people of our state. As early as 1952 a health care program for

the indigent was supported which was truly a pioneer program for this

nation. Indeed, some of the initial thinking came to bear in national

legislation in the form of the Kerr-Mills bill. This state association has not

been negative or reactionary but has moved forward to establish the

Tennessee Foundation for Medical Care which has become the PSRO for

ninety-one of ninety-five counties in Tennessee.

The need for adequate access to medical care was acknowledged. This

particularly applies to vast rural areas of the country where population is

thin in geographic areas are enormous. The support of innovative systems

of providing health care in these areas by (getting the patient to the doctor)

rather than pouring massive amounts of money into ill-conceived plans to

(get the doctors to the patient) was opposed. Fifty percent of our popula-

tion is within fifteen minutes of a physician, and only six percent is forty-

five or more minutes away from a physician.

The primary concern in health care is providing for catastrophic expense

of disease that no family can withstand. This is the area where Federal

Government involvement is appropriate. This need is best addressed by

enactment of legislation providing catastrophic major medical coverage

through existing carriers which would supplement the basic insurance

programs of most Americans. A tax credit might be developed for citizens

who can provide their own catastrophic health insurance.

These were the essential points in the TMA testimony. It was of interest

to me that most of the testimony by government agencies, labor unions and

other interested groups and individuals, indicated that catastrophic coverage

would answer most of their legitimate concerns and objection to our

present health care delivery system. It is hoped that Congress will

demonstrate wisdom in addressing itself to this volatile political issue.

Sincerely,

C

.

PRESIDENT
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Mammary Misadventures

Under a covering letter dated June 28, 1976,

the American College of Radiology issued a

position paper on mammographic examinations,

which they state to be a summary of current

informed opinion, inasmuch as there is now no

definitive scientific evidence with regard to op-

timal age for the initial mammogram, frequency

of examination, or possible long term radiation

risk. In spite of the current controversy on the

subject, which has been widely aired in the press,

the College has decided not to retreat from the

stand taken in its statement, and so it is carried

as a service to you in this issue of the Journal as

being the most reasoned and responsible word in

a sea of unreason and vacillation.
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It is neither possible nor desirable to go into

detail here about the development of mammog-
raphy itself or the roots of the present contro-

versy, which basically centers about radiation risk

versus possible benefits or lack of them to be

derived in patients between the ages of 35 and 50.

(Its value in women over 50 is not in question.)

The best summary article 1 have seen on the

subject is found in Science, vol. 193, pp. 555-

558, 13 August, 1976. Although the conclusion

reached by the writer is that of a woman who is

a competent scientific writer and not a physician,

it reflects the stand which may well be taken by

the National Cancer Institute, although all the

evidence is not yet in. Her conclusion, also cur-

rently favored by many within the NIH hier-

archy, is that mammography should no longer

be recommended as a matter of public policy for

women under the age of 50 who have no symp-

toms or signs pointing to breast cancer and who
are not in a high risk group. Such a policy change

would require extensive modification of the joint

American Cancer Society—National Cancer In-

stitute Breast Cancer Screening Program which

began about 4 years ago, and which has uncov-

ered 1,100 cancers in 270,000 women, 300 of

them in women under 50, about a third of which

would not have been otherwise detectable.

How in the world did we arrive at such an

impasse? We were taken there by the use of

some fancy mathematical footwork based on

epidemiological evidence derived from a New
York series of 62,000 women screened with

primitive equipment in the early 1960’s, and

some loose downward extrapolation from cancers

developing from the Hisoshima and Nagasaki

atomic blasts and from cancers arising in chronic

pneumothorax patients, that’s how. A few com-

petent observers were led to conclude that mam-
mography had been shown epidemiologically to

offer nothing at all to women under 50, and

that there was an additional risk of developing

breast cancer at the rate of 1 percent for a 1

rad exposure from the mammographic procedure

over and above the normal risk of 0.07 which a

woman has of developing breast cancer during

her lifetime (1 in 15), which is an added risk of

.0007, for a total lifetime risk of .0707, or one

additional case for every 1,500 women.

Neither the New York study nor the atomic

blasts and repeated chest films form a satisfac-

tory basis for current opinion in the view of the

majority of authorities, including the American
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Cancer Society, which has issued an official state-

ment opposing any change in the program. On the

one hand equipment has become much safer and

infinitely more sensitive since the New York

study. On the other, according to radiation physi-

cists there is no vaild basis for extrapolating

downward from a massive single radiation dose

or repeated minimal exposures in divided doses

to the single small localized dose of a mammo-
gram.

The question is basically this: Is there really

no benefit to women under 50? The current study

seems to indicate otherwise, using the presently

available better equipment and improved tech-

niques. There are also three additional benefits

which though not easily quantified cannot be

ignored. First there is the psychological boost

to women who are assured by mammography

that they do not have cancer. Second, early detec-

tion means a smaller tumor and the chance for

less mutilating surgery, and third, it also may
mean longer survival and even in many cases

cure.

Frank Rauscher, Ph.D., Director of the Na-

tional Cancer Institute, has the unenviable task

of making the decision. To assist him, he pre-

sented the facts to the 400 female employees of

the NCI, asking for their input. Though the poll

of course offers him little help in reaching the

final decision, of the 300 women responding, a

surprising 45 percent were in favor of routine

mammography, 32 percent said they would not

have a mammogram, and the rest said they

“didn’t know.”

You are urged to read the ACR statement,

which is basically the position of the American

Cancer Society as well. It is urgent that you be

as well informed as possible in order to properly

advise your patients. You would do well also to

read the article in Science. Above all, “keep your

cool.” The whole situation is presently in the state

of fiux, due in no small measure to some early

rather irresponsible reporting by the lay press of

material irresponsibly leaked from the NCI.

With all the irresponsibility around, for the

good of our patients let’s be sure we act respon-

sibly.

J.B.T.

Centennial Thoughts for

Meharry Medical College

The U.S. Centennial year of 1876 saw the

foundation of two medical schools in Nashville:

Nashville Medical College, which passed out of

existence as such within a few years, and the

school which this year is celebrating its own cen-

tennial, and which in some respects overshadows

all its contemporaries, because Meharry Medical

College is one of the two schools, the other being

Howard University in Washington, D.C., which

have produced most of the black physicians now
practicing in this country.

The years following the Civil War were diffi-

cult ones in the South for white and black alike,

but particularly so for the freed slaves who de-

scended in droves upon the urban areas seeking

an identity. They were poor beyond description,

destitute, homeless, and abysmally ignorant. The

churches immediately turned their attention to

this desperate situation, and through the inter-

national Freedmen’s Aid Society turned their

attention toward education of the newly freed

slaves. A school dedicated to this end came into

being. Central Tennessee College, located in

Nashville. Advanced degrees were to be offered

as there was a demand for them.

In 1876 President John Braden of Tennessee

Central College, in compliance with a request

from the student body, established a medical

department which the following year was named
Meharry Medical College in honor of Indiana

businessman Samuel Meharry, who with his three

brothers contributed $21,000.00 for construction

of a 4 story brick building to house the school.

The real father of Meharry Medical College,

though, was Dr. George W. Hubbard, a black

former medical corpsman in the Union Army
who at the war’s end found himself in Nashville.

He later graduated from the University of Nash-

ville Medical Department, and was appointed by

President Braden as the first instructor in the

newly formed medical school. The following

year. Dr. William J. Sneed, a former Confederate

Army surgeon, left a successful practice to be-

come the first Professor of Anatomy and Surgery.

The first degree was conferred in 1877. In 1886

the School of Dentistry opened.

Through the decade of the ’80’s the average

enrollment was 40 and the average annual num-

ber of graduates was 9. From the time the first

class graduated until the 1890-91 session, when

80 were enrolled, there had been 132 graduates,

well over half the qualified black physicians prac-

ticing in the South. They were well respected by

their white colleagues, who were almost univer-

sally happy to assist them in any way possible.
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In the ’90’s, the course of study covered three

sessions of 20 weeks each, and the students en-

joyed the same clinical privileges at the City Hos-

pital as did the students of the other Nashville

medical schools. By 1892 the student body had

increased to over 100, and a 4th year was added

to the course of study. By 1902 two years of

high school work were required for admittance

into the medical school and in 1905 a high school

diploma was required. It should be pointed out

that the requirements for admission to Meharry

were consistently at least as demanding as those

for its white counterparts.

According to the Flexner report of 1910, of

the 17 medical schools for Negroes in the United

States, 3 of which were in Tennessee, only Me-

harry and the federally supported Howard Uni-

versity in Washington were considered to be in

a position to make any contribution of value to

Negro medical education.

In 1900 the name of Central Tennessee Col-

lege was changed to Walden University, which

continued to decline even as the medical depart-

ment flourished under the leadership of Dr. Hub-

bard, who was Dean and Professor of Chemistry,

Materia Medica, and Therapeutics. When the

school was reorganized in 1915, Dean Hubbard

became its first president, an office he filled until

1921, when he became President Emeritus. The

following year the 75 bed George W. Hubbard

Hospital opened, considerable aid having been

given the school by the Carnegie and Rockefeller

Foundations and by the Board of Education for

Negroes, the successor to the Freedmen’s Aid

Society.

In 1923 the Council on Medical Education of

the American Medical Association advanced

Meharry Medical College to a Class A rating,

and in 1932 Meharry moved into a new two

million dollar plant near Fisk University, made

possible by gifts of alumni and grants from vari-

ous foundations. By 1944, the endowment had

increased to four million dollars.

The post-World War II years were financially

bleak for aU privately endowed institutions. Me-

harry was no exception, and in spite of assistance

from the Kellogg Foundation, payments by the

city of Nashville toward care of indigent patients,

and tuition assistance from 10 Southern states

for training their black students, Meharry was

forced to use endowment money to meet annual

expenses.

It is an odd quirk of fate that court-ordered

656

desegregation of schools worked to the disadvan-

tage of Meharry, and caused many of its sup-

porters to question whether the school should

continue to exist. There was a great deal of soul

searching and rethinking of positions, until in

1968 it became apparent that Meharry still had a

prominent role to play in medical education, and

Dr. Lloyd C. Elam was inaugurated as the sixth

President with a mandate to supervise the school’s

expansion. Meharry has developed its role both

as a prime source of black physicians, and as a

source of continuing education and specialized

training for those physicians not only in this

country but in the developing African nations as

well. The growth of the physical plant during this

period has been truly remarkable.

The school now has more than 36,000 gradu-

ates, more than 80 percent of whom practice al-

most entirely with poor patients in urban ghettos

and in impoverished rural areas, for the most part

where the median family income is less than

$5,000 a year.

Meharry Medical College is a monument to

many people with vision, but most of all to

George W. Hubbard, M.D., who in 1876, having

just completed his own medical education, taught

three recently emancipated young slaves the

alphabet along with physiology and anatomy in

a basement room. The monument consists of a

cluster of handsome high rise structures on 65

acres of land, with an annual budget of $32,000,

000, 913 full time students from 49 states and

several foreign countries, and 203 full time and

115 part time faculty. August 15 saw the open-

ing of a new 400 bed hospital, the ultimate in

modern hospital design.

During the meeting last month in Nashville of

the National Medical Association an Atlanta

physician who is a 1933 Meharry graduate was

questioned as to the need for NMA now that

AMA membership is open to black physicians.

His reply was that in the first place a black physi-

cian practicing alone in a rural area is lonely in-

deed, and NMA gives him a voice and something

to relate to. “The AMA,” he said, “simply toler-

ates us because of the changing times.”

It is possible he was misquoted, or if he was

correctly quoted, it is possible he is wrong. It is

also possible he is right. I hope not, though if

he is, it is sad indeed, not only, not even pri-

marily, for the sake of black physicians, but for

the AMA—that’s us—and for American medi-

cine and the public generally. I should point out
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thougn that all of us, black and white, have our

prejudices, and even if it is true that black physi-

cians are only tolerated by some of us, it is also

true that some of our more intolerant members

tolerate many of their white colleagues with diffi-

culty, too. Doubtless they are mostly the same

ones. It should not prevent the participation of

every one of us.

The Journal and its editor salute Meharry

Medical College on the occasion of its Centen-

nial year, and wish for it continued prosperity

and progress and the continuing absorption of

both it and its graduates into the mainstream of

American medicine.

J.B.T.

How Do You Form a Team?

Tlie games of the 21st Olympiad in Montreal

and the associated pageantry made a good show,

enjoyed through the miracle of television by

millions throughout the world. New records were

set daily, demonstrating the skill, prowess, and

devotion of the athletes, improvement in tech-

niques, and the persistence of both the athletes

and their coaches. Our own athletes scored

notable successes, especially in men’s swimming,

where they won 12 of the 13 gold medals,

11 for new world records, in boxing, and in

track and field. There were as always some sur-

prises and some disappointments. But I doubt

it was what Baron Pierre de Coubertin, founder

of the modern Olympics, had in mind.

We heard repeated time and again that “the

Olympics are for the athletes,” yet the emptiness

of that statement was daily and ubiquitously

apparent. Even before the games started, Taiwan-

ese athletes were forbidden to enter Canada as

citizens of the Republic of China, because Canada

recognizes, rightly or wrongly, mainland China

as the only Republic of China—as, incidentally,

do a few million native Taiwanese, who regard

the take-over of Taiwan by Chiang K’ai-shek and

The Kuomintang as unbridled aggression. The

Canadian government underestimated the reaction

of the International Olympic Committee (IOC)

and the United States, and had to offer a compro-

mise, which was rejected by the Taiwanese team,

who withdrew from the games and went home.

As one of their athletes said, “It’s easy to stand

on principle when you aren’t going to win any-

thing anyhow.”

The case was different with the black African

athletes, whose governments refused to allow

them to participate because a New Zealand rugby

team (a non-Olympic sport) on tour happened

just before the Olympic games to play in South

Africa (previously banned from the Olympics be-

cause of apartheid policies). Many of the Afri-

cans, who numbered among them some of the

world’s finest athletes and some expected gold

medal winners, were deeply hurt by their govern-

ments’ actions, watching four years of hard work

and sacrifice slip away into nothing. Although

only one athlete can win the gold, the African ath-

letes were not given the opportunity to compete.

As Baron de Coubertin said, “The honor is not in

winning, but in taking part.” The reason for the

last minute withdrawal of the Arab bloc was

never really explained. In all, some 30 govern-

ments prevented the participation of their ath-

letes.

These were dramatic evidences of the trans-

formation of the games from a means of promot-

ing world brotherhood through athletics, which

was de Coubertin’s dream, to a fomenter of world

tension and even hatred through political jealousy

and strife. As for the athletes themselves, though,

the rivalry was for the most part friendly, and it

was cheering to see the spirit of camaraderie

among them. Cheering until you look more

closely.

Until this year the rivalry for national pre-emi-

nence has been primarily between the United

States and the Soviet Union. Suddenly the United

States (and by this I mean its citizens—us), ig-

noring the fact that the Olympics are supposed to

be a contest between individual athletes, saw itself

a rather poor third in total medals. East Germany

had inserted itself into second place by virtue of

a national program of athletics which moves the

top athletes to the “team” and thereafter supports

their training. The fact of a national team is a

reality in the communist countries. Many in this

country, including some of our athletes, are now
advocating an official United States team, selected

from among our top athletes by nationwide com-

petition. These athletes would be subsidized until

the time of the games, as has been done for years

in the communist nations.

It is to the credit of our system that a men’s

basketball team put together in a few weeks de-

feated teams which have played together for

years. Men’s swimming and track and field re-

mains strong. Boxing was the best in years. So it

can’t be all bad. “Our” declining medals (the

actual number won by the USSR athletes de-
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dined, too) is the result of two factors. First, it

is not that our athletic prowess has decreased,

but that many other nations are now fielding

really good “teams.” The pie is being divided

more ways. This is, after all, in the Olympic tradi-

tion and spirit. The other reason is that in gen-

eral, with a few exceptions, such as Ed Temple’s

program at Tennessee State (which itself has re-

cently fallen onto hard times financially) women’s

athletics has been given short shrift in this coun-

try. This, of course, needs to be rectified—not

just for the Olympics but for athletics generally.

Lord Killanin, of Ireland, President of the IOC,

welcomed to the 21st Olympiad in Montreal the

athletes of the world “for whom the games were

created,” and the athletes took the Olympic oath

to participate “for the glory of sports and the

honor of our team.” Time after time commenta-

tors spoke of the “team spirit” which was present

among our athletes. When Howard Cosell asked

one of the boxers about the obvious esprit de

corps of the boxing teams, the reply was that it

was because of the coach. There was never a

serious argument among the team members. They

prayed together and on Sundays had a church

service together. They did everything together.

John Naber, winner of the 4 gold and a silver

medal in swimming, said that though the greatest

competition each of our swimmers faced was

from his own team-mates, there never was any

bickering or jealousy among them, and each one

always tried to help the others.

Unquestionably the Olympics have deviated

from the tradition envisioned by Baron de Cou-

bertin. Though for the most part the athletes are

competing against one another, or even more

properly against their own previous best efforts

(as one commentator observed, “After all, you

have to be a champion already even to get

here.”), national pride is involved, and we are

seeing, and if the Olympics survive we will con-

tinue to see, a rivalry between two systems. On the

one hand is that typified by the perfection of the

14 year old Roumanian gymnast Nadia Comane-

chi, the product of a system in which all children

are started into gymnastics by edict at the age of

4 years. The better ones are nurtured and pushed

and pampered, and occasionally a Comanechi

emerges.

On the other hand is the system in which a

black child in leg braces, crippled at the age of 4

by poliomyelitis, is nurtured and helped to walk,

first with and finally without braces, by loving
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parents and brothers and sisters. She goes on to

win high school track events. There is the sacrifice

of sending her to college, where Coach Ed Tem-
ple develops Wilma Rudolph into a champion

and an Olympic gold medal winner.

The battle is an ancient one. It concerns the

proper method for attaining to the ideal of hu-

manity. It pits the eastern Byzantine philosophy

of perfection through true faith and obedience

against the Western philosophy that true humanity

is the product of reason and personal liberty.

Our Western philosophy, which was the first to

postulate that a man can have an existence apart

from that of the state, is in its modern form only

about 300 years old. It began in seventeenth cen-

tury Europe and spread to our shores. It is the

basis for all democracies, having been bequeathed

us by the Greek and Roman Republics. Perhaps

the Byzantine system is more efficient at such

things as winning medals. I doubt it has other

advantages.

In a speech on October 3, 1975, Daniel Pat-

trick Moynihan, then U.S. Ambasador to the

United Nations, in speaking of the deterioration

of the governments of the “Third World” na-

tions, said “Let there be no illusions: most of the

new states [after beginning as democracies] and

most of the old ones have ended up enemies of

freedom as we know it and as we have tried to

preserve it. What is going on is a systematic ef-

fort to create an international society in which

government is the one and only legitimate institu-

tion. The old dream of an international economic

order in which one single nation dominated is

being replaced by a not so different vision of a

single idea, the idea of the all-encompassing state,

a state which has no provisions for the liberties of

individuals.”

How do you form a team, not just Olympic, but

medical as well? Do you let the “all encompassing

state” bring them together, tell them where and

how they should train, where and how they

should compete (or practice medicine), and dole

out their livelihood, with “no provision for the

liberties of individuals”? Or do you show the

people what the problems are and trust them, as

this nation’s founders did, to solve them? Read

Dr. Petersdorf’s open letter reprinted in our

Viewing Box for some keen insight into the prob-

lem.

Satisfactory solutions do not always come the

first time. We all operate by trial and error. Not

the U.S. bureaucracy, not the USSR politburo,
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not the UN, and not the IOC, but God alone is

omniscient. We must see to it that insofar as this

nation is concerned, not the U.S. bureaucracy

(including Senator Kennedy’s committee and the

NIH), not any branch of government, and not

any other institution now extant or ever to be

constituted, can lay claim to omnipotence.

J.B.T.

It Can’t Happen Here—Or Can It?

In November 1975 Dr. Sheila Cassidy, a 38

year old British surgeon, was arrested in Santiago,

Chile, for giving medical aid to a member of the

outlawed “Movement of the Revolutionary Left”

who had been shot in the leg in a gun battle with

government security forces. She was working for

the Committee for Cooperation for Peace, an

international apolitical organization founded in

1973 by various Christian and Jewish groups “to

help the families of political prisoners and other

victims of the violent upheaval which had torn

the country.”

Dr. Cassidy, who insofar as is known has no

leftist leanings, was tending her patient on prem-

ises run by a religious order. She was imprisoned

for a total of 59 days, during which she was sub-

jected to torture by the national security police

for having assisted the wounded revolutionary.

The torture consisted of being placed in solitary

confinement and on three occasions receiving

electric shocks. The British government took the

episode seriously enough that in response the

Foreign Secretary recalled the British Ambas-
sador from Santiago. So much for that.

At 4 A.M. on April 1 6, an Easter Sunday, two

heavily bearded men named Tyson and Tyler

arrived at the home of a doctor in southern Mary-

land, 28 miles from Washington, with the story

that Tyler had fallen from his horse and broken

his leg. The doctor gave him the accepted medical

attention, and advised him not to resume his trav-

els by horseback. The doctor attended an early

church service, where he mentioned to a cousin,

also a doctor, that he had a couple of suspicious

looking characters under his roof. He spent con-

siderable time during the remaining part of the

day in company with Tyson trying to rent a car-

riage for Tyler. This was accomplished by mid-

afternoon, and Tyler and Tyson went on their

way.

The year was 1865. “Tyler” was John Wilkes

Booth, the assassin of Abraham Lincoln, and

the doctor was Samuel Mudd, M.D. Dr. Mudd

was arrested on April 21 as an accomplice in the

conspiracy. He was taken to Washington and

confined aboard the Montauk, an iron-clad, where

on order of Secretary of War Stanton he spent

19 days in chains with a canvas bag tied over his

head which allowed him to breathe but not to

see. During this time he was not allowed to see

an attorney. On May 10 he was tried by a military

court, with court-appointed counsel, which was

illegal because he was a civilian. The only possi-

ble appeal was to the President, so that he was

deprived of the constitutional guarantees of a

trial by his peers and of the right of appeal. An
observer at the trial described him as being

about 60 years of age. He was 32. He was not

allowed to testify in his own behalf, nor was a

2000 word statement he had written accepted as

evidence. The trial lasted until June 10.

Although the court had real doubts about his

guilt. Dr. Mudd was sentenced to life imprison-

ment in Albany, New York. This was changed,

again illegally, by Secretary Stanton, and he was

imprisoned, with the 3 other conspirators who
were not hanged, in Fort Jefferson, in the Dry

Tortugas Islands, 70 miles west of Key West,

Florida; this change was made so that he could

not apply for a new trial—a civilian trial.

It is the consensus of later historians that Dr.

Mudd did not receive a fair trial, and that he

faced a grimly prejudiced court. The prisoners

were labeled “State Prisoners,” the only ones so

labeled, though President Johnson did order

their chains removed. A terrible epidemic of yel-

low fever took the life of the prison doctor, and

for some time Dr. Mudd attended the patients as

their only doctor, even though he himself con-

tracted the disease, from which he never fully

recovered.

Largely because of his actions in the epidemic,

and also because President Johnson was con-

vinced that his only crime was in aiding and

harboring John Wilkes Booth, Dr. Mudd received

a full and unconditional pardon in 1869. But his •

health was wrecked, and his wife and 4 children,

who were ages 7, 6, 5, and IVi years at the time

of the trial, had been reduced to dependence on

relatives. He spent the rest of his short life a

physical wreck, continuing the practice of medi-

cine—the residents of the area all thought him

innocent, although he was looked on as a former

prisoner—and trying to get his farm, which had

been ravaged by Federal troops after his arrest,

back in order. He died in 1883 at the age of 49.
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Although pardoned, Dr. Mudd was never ex-

onerated, yet there is no reason to believe that

he did other than his duty as a physician, or that

anyone other than his contemporaries would ever

have heard of Samuel Mudd had John Wilkes

Booth not broken his leg.

One dictionary defines torture as “the infliction

of intense pain, as from burning or crushing or

wounding. Specifically, a former judicial mode

used to punish or obtain a confession.” The inflict-

ing of pain has recently become very subtle and

sophisticated, involving such things as electric

shock to particularly sensitive areas, and has

come to include extreme mental torture with soli-

tary confinement, brain washing, and drugs. One
of its principle objects is to dehumanize. A spe-

cial article in the New England Journal of Medi-

cine (249: 1427-30, June 24, 1976) entitled

“Medical Ethics and Torture” quotes Amnesty

International, a world wide apolitical human
rights movement, as having identified the organ-

ized use of torture currently in 60 countries; it

speaks of an “epidemic of torture.” Time maga-

zine recently (Aug. 16, 1976) ran a feature arti-

cle on torture, documenting some of the methods

used and the states using them.

Jean Paul Sartre has written that the purpose

of torture is “not only the extortion of confessions

of betrayal, but the victim must disgrace himself

by his screams and his submission like a human
animal. In the eyes of everybody and in his own
eyes he who yields to torture is not only made to

talk, but is also marked as sub-human.” Solzhenit-

syn says, “Of all forms of oppression, it is the

practice of torture which most relentlessly seeks

to disintegrate the fundamental freedom of human
personality. Firstly, by naked assault and degrada-

tion and secondly by attempts to gain absolute

control over the victim’s will.” It is just another

form of assault of the all-encompassing state

against the individual.

We have had, at least up until now, so little

contact in this country with torture that we like

to pretend it is nowhere a problem. A resolution

introduced into the most recent AMA House of

Delegates condemning torture received so little

support it was withdrawn. But it is a problem,

and it will not go away. And it has had through-

out history a way of slipping up on physicians in

subtle ways so as to make them unwitting accom-

plices. We must take note, and we must protest.

We must keep before us the thought expressed by

Vladimir Herzog, a Brazilian journalist found
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dead a few hours after being detained and tor-

tured last October in Sao Paulo, “If we lose our

capacity to be outraged when we see others sub-

mitted to atrocities, then we lose our right to be

called civilized human beings.”

I present the cases above for three reasons:

first, one of them did happen here! If it did once,

it can happen again unless we remain on our

guard. We all know how easily epidemics can

become pandemics. Torture is after all only the

logical conclusion of vindictiveness and oppres-

sion once social disapproval is removed. Without

social disapproval, legal barriers become mean-

ingless.

Second, the physicians were innocent of any

wrongdoing, judged by unbiased criteria. And
third and most important, the involved physicians

were simply doing what their training and con-

science demanded; their neutrality exposed them

to vindictive action. It could have happened to

any one of us—I hope!

J.B.T.

Office Laboratory Supply Problems

To the Editor:

Some recent developments in office laboratory sup-

ply to the medical office seem to suggest a disturbing

trend.

First, let me say that I do daily a good deal of office

bacteriology. In this, it has been expedient to have

Difco or BBL media. At first, ten years ago when I

started practice, prepared, poured and tubed media

were readily available in a variety of quantities. Then

we were advised that only per local medical supply,

two steps removed from BBL or Difco, could we

obtain our prepared media. Then later, a mandatory

standing order size lost for us some flexibility in re-

sponding to storage considerations and seasonal ups

and downs in infectious disease (mainly respiratory).

Then the bi-plate became hard to obtain through regu-

lar channels.

I am sure that you can imagine the storage and

out-dating problems which will be progressively “built-

in” to this progressively rigid supply bottleneck. It is

also easy to see the point of view of the manufacturers.

It is far more economical in every way to deal only

with accounts representing stable large regular standing

orders.

But our problem did not stop with the media. The

next problem, early this year, was with the nasopharyn-
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geal/urethrai calcium alginate swab, a vast improve-

ment over the traumatic, oversized cotton-tipped sterile

applicator (wood). The area medical supply houses

just do not receive them from the manufacturer, and

the manufacturer does not really like to do business

with a solo practice, “peanuts” medical office, whether

in a city or in the boondocks.

Finally, the antibiotic testing discs for disc sensitivity,

formerly available in single cartridges, are now only

available in bundles of ten such cartridges. Imagine the

waste and the storage problems, compounded for the

outpatient approach to infectious disease in “frontline”

primary and secondary care medicine. Others there

must be, who are affected even more than I. And prob-

ably other instances of similar supply source protocol

“stiffening and narrowing,” not just in the area of office

bacteriology.

I wonder if the manufacturers know how much they

stand to add to the cost and trouble of effective, timely

medical diagnosis and treatment by these moves, which

appear to disfavor care rendered away from hospitals?

Robert P. Hornsby, M.D.
606 Main Avenue, S.W.

Knoxville, TN 37902

Drug Abuse
To the Editor:

I’ve not seen an attempt to express a medical idea

in poetry, or perhaps doggerel, in the journal but this

is an attempt. At least it is sincere and portrays some
of the sad problem that has been seen here at East

State Psychiatric Hospital.

John H. Dougherty, Sr., M.D.
Hardin Valley Road Rt. #3
Concord, Tennessee 37720

Lament for Paul

(Drug Addiction)

Tell, disbeliever, for what do you yearn?

Is it the sequel of time in its turn?

Please come, confide in me, why are you here?

Is your ceaseless search for another sere?

Can be for lost youth that I grieve for you
And envision beside in hallowed pew.

Yet our paths cross in un-requieted search.

Hiding from crow and vulture high on perch

The cold dead blue of your cyanosis.

Let’s strive for calm by the green oasis;

Turn to me, hold fast, extend me your hand;

Perhaps I’ll pull you from this shadowed land.

Why’d you start, Paul? What evil drove you on?

Can you about face to the early dawn,

Discard your high boots, your foul smelling feet

Neglected by you, offensive to meet?

Impart, what has been your forte or thing?

Where did the dread Viper place its first sting?

More than onced loved, cherished, a prize to them
Perhaps first born, providence to condemn.
Happy go lucky, carefree, sprite, starbright.

Dancing in the sunlight, still in the night.

You hate and blaspheme the establishment.

Surely the tree grows, the limb to be bent.

Conformity, submissive, not my bag.

Let’s start with Pot, an hurriedly made Fag.

Soon no decisive kick from all of that.

There’s Smack, must be better, the Arid Bat

Fly o’re the moat of cumulus castle.

Descend to the depths of crazy hassle.

Stay, the welcome cry, Paul, move up to speed;

Stake out your cup of brimming tangy mead.

Take a mad spin, a darting flouncy twirl

Flirting ever swiftly as Faulkner’s Turl.

L.S.D., free lightning flashes don’t count.

Show him the Minerva he could not mount.

I’ve got Skag now man, pure, up to the belt.

Unwinding fast, rough scrabble to be felt.

Turn to, come near, come back, O frenzied youth.

Pause while I plead, and gently speak. Forsooth,

The demon has you in its mortal grasp.

Friendship no longer in the flaccid clasp.

Ever you run, you’re chased without surcease.

On what life’s peg now will you hang your lease?

Red Devils, Barbs, Hunchos, Dems, Glues, and Paints

Eerie glow, velvet corner, spiculed Hants?

Boy, it’s not something you can do alone.

Weary, tired, lonely, racked deep to the bone.

Turn now, turn to me, it’s still not too late.

Does not Love envision an early date?

You linger, you stay, you’ve not had enough?

What matter if Satan supplied the stuff.

Slags got me now man, lush up to the hilt.

Hold, unwinding fast, nothing to be built.

Turn now, we beckon, come back, O heartsick lad.

Lend an ear, while I plead, do not go mad.

The Python has you in its strangle coil.

Ambition lost, no hope for honest toil.

E’re endlessly driven without relief.

No base on which to establish belief.

R. J.’s Ludes, Placy’s Hasty Blue, Pudding

Vais, Red Abbots, memory slowly scudding.

Man, it’s not a place for your atonement.

More, gray obscurity forever sent.

Hold please; turn, turn to us, before too late.

Does not fraternal love foretell a date?

You evade; say yet, you’ve not had enough?

What matter ’tis Hawk who supplied the stuff.

Cry not, support your hand, its fine tremor

Dwell mute, the arboraceous lemur

Sleep to reality, not to awake.

Adrift in sublime dreams of mirrored lake.

Not alone, Paul, you have many brothers

And depleted ones who have been mothers.

For you Olympus no trail to follow.

You pause for self abuse in the hollow.

Exhilarate, not yours to climb to height;

Dull, effaced, ’til Junk, Scag, and Coke in sight.

Red Devils, Speed, Pinks, Highs, Lows, Evil Smack
Whites, Browns, Yellows, Blacks, Caucasians alack.

Sail on, sail on, in shipless barks of state.

Gather in your toga, choose your pallid mate.

Dwell, sit, in aimless councils large and small;

Make ready the bridesmaid, ready the pall.

TeU, whose bargain, the careless issue made?
Drugged emotions, animal drives obeyed.

Lethargy, immobile, restricted sense

Caught in the vacuum, day dreaming pense.

Nervousness, jitteriness, prickly skin:
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Are there any who can know vengeful sin?

Your wishes true, forget, have none of me.

I stand by in shadows, to weep and see

The frightful loss of youth to wizened fate.

Travel on. Soul Brother, with your headlong gait.

But should you by design turn back again.

Til yearn and wait for you as closest kin.

John Dougherty, Sr., M.D.
Rt. 3, Hardin Valley Rd.

Concord, Tenn. 37720

BONNER, ROBERT F., age 72. Died July 1, 1976.

Graduate of St. Louis University. Member of Memphis-

Shelby County Medical Society.

CROWE, RAYMOND RIGGAN, age 74. Died July

19, 1976. Graduate of Vanderbilt University School

of Medicine. Member of Nashville Academy of Medi-

cine.

GIDDENS, HERBERT GRAY, age 56. Died July 27,

1976. Graduate of University of Tennessee Medical

School in Memphis. Member of Consolidated Medical

Assembly of West Tennessee.

HIRSH, RAYMOND, age 66. Died March, 1976. Grad-

uate of University of Tennessee. Member of Robertson

County Medical Society.

RULE, HOMER STIRL, age 73. Died July 4, 1976.

Graduate of University of Tennessee Knoxville Medical

School. Member of Tipton County Medical Society.

Acui member^

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

KNOXVILLE ACADEMY OF MEDICINE
David W. Ange, M.D., Knoxville

William T. Dobbins, M.D., Knoxville

Steven F. Pierce, M.D., Knoxville

George R. Webber, M.D., Knoxville

NASHVILLE ACADEMY OF MEDICINE
Exter F. Bell, Jr., M.D., Nashville

Otuokere H. Ekeleme, M.D., Nashville

Frederick L. Finke, M.D., Nashville

James L. Greene, Jr., M.D., Nashville

Henry C. Howerton, M.D., Nashville
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Anthony W. Kilroy, M.D., Nashville

Stuart C. Spigel, M.D., Nashville

Anthony P. Urbanek, M.D., Nashville

Robert W. Wahl, M.D., Nashville

John S. Wolf, Jr., M.D., Nashville

pf09Nim/ qikI neui/ of
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Knoxville Academy of Medicine

The Knoxville Academy of Medicine met on August

10 at the KAM headquarters building.

Dr. Henry Nelson, Member of Knoxville Emergency

Room Physicians, spoke to the E Club on his “Experi-

ences and Travels in China.”

Continuing Medical Education Programs included:

( 1 ) Family Practice—David Thomasma, Ph.D., Coordi-

nator, College of Communications and Allied Health

Professions, U.T. Memphis spoke on “An Ethical Work-

shop.” (2) Urology—Dr. Byrn Williamson, Jr., De-

partment of Radiology, Mayo Clinic spoke on “Ultra-

sound Examination of Urinary Tract,” with comments

on “Computed Tomography in comparison to Ultra-

sound.” (3) Ophthalmology—A slide and tape presen-

tation from Johns Hopkins on “Diseases of the Mac-

ula.”

Nashville Academy of Medicine

In response to the wishes of the majority of Academy
members, the Board of Directors has approved the

listing of physicians under specialty headings in the

Yellow Pages of the 1977 Nashville Telephone Direc-

tory. The guidelines: (1) Members may be listed in

the Yellow Pages in alphabetical order, specialty segre-

gated order, both, or neither, as they may choose;

(2) Information included in one order of listing does

not have to be included in the other order of listing

(a single line listing is included within the cost of the

business phone without additional charge); (3) Mem-
bers may not be listed in more than two specialty

categories, in accordance with a State Licensing Board

ruling; and (4) Members may be listed only in spe-

cialties as they appear in the NAM Membership Di-

rectory or the state’s Directory of Doctors of Medicine.

The Board has again submitted a strong recommen-

dation that Davidson County be included under the Ten-

nessee Postmortem Examination Act of 1961 and that

Metro Government proceed immediately to establish

a Medical Examiner System in this community. In a

letter to Metro officials, the Board stressed the im-

mediate need for employment of a qualified Forensic

Pathologist to serve as head Medical Examiner, as

Davidson County is the only county in the state which

does not have the availability of such expertise. The

Board also emphasized the willingness of Vanderbilt

University School of Medicine and Meharry Medical

College to assist in obtaining a Forensic Pathologist.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



iKilionol neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

Medicare-Medicaid Legislation:

Talmadge Amendment

The Medicare-Medicaid cost containment bill

proposed by Sen. Herman Talmadge (D-GA.)

could have harmful consequences on patients, the

American Medical Association has told the Sen-

ate Finance Health Subcommittee.

The measure, introduced a year ago by Tal-

madge, was considered at a one-week hearing

by the Subcommittee which the lawmaker heads.

The wide-ranging bill contains scores of pro-

posed changes in Medicare and Medicaid and

calls for a major reorganization of the Govern-

ment’s health programs.

“In view of the continuing inflationary pres-

sures in our economy, we are indeed sympathetic

with the intent of this legislation to seek limita-

tions upon the increasing costs of these health

programs,” testified Edgar T. Beddingfield, Jr.,

MD, Chairman of the AMA’s Council on Legis-

lation. He added, however, that “arbitrary cur-

tailments of increases in costs that will have

natural consequences with respect to maintaining

quality and availability of care. Each element

cannot be treated separately without expectation

of impact on the others.”

“Taken as a whole, the bill should not be

enacted as it would not be in the best interests of

Medicare-Medicaid patients,” said Dr. Bedding-

field.

HEW Secretary David Mathews, testifying ear-

lier, had said he was not confident the overall bill

would be as effective as its backer hoped. He said

he had “preliminary reservations.” HEW’s formal

position on the bill will not be made “until the

next budget-legislative cycle,” Mathews said,

adding there isn’t time this year for Congress to

complete consideration of the measure.

While there is little chance of the bill advanc-

ing in this Congress, Talmadge declared in an

opening statement he hoped the hearings would

provide the basis “for timely Congressional

action.”

Various restrictions, limitations and changes

in reimbursement for hospital and physician ser-

vices are among the controversial features of the

bill.

One provision calls for creation of a “partici-

pating physicians” category under Medicare which

physicians would either accept on assignment all

Medicare cases, or none. “Participating” physi-

cians would be offered certain inducements such

as simplified and speeded-up billing procedures.

After asking why more efficient payment proce-

dures cannot be put into effect regardless. Dr.

Beddingfield said “the fact that inducements are

necessary in order to buttress a sagging assign-

ment rate should cause an examination” of the

current “insufficient reimbursement rate (which)

is the major deterrent to assignments.”

The purpose of the disputed provision would

be better accomplished by “making the reimburse-

ment level under that system more acceptable

and in accord with usual and customary prac-

tices,” said the AMA official.

“The provision on ‘hospital associated physi-

cians’ exceed the proper bounds of federal ac-

tion,” Dr. Beddingfield said. “It is not the role

of the federal government to specify elements

which constitute the practice of medicine gen-

erally or in any of its specialty fields. Nor should

federal legislation, by statutory definition, attempt

to divide or specify the role of the physician in

the practice of medicine. Accordingly, the provi-

sions as to anesthesiology services and pathology

services should not be adopted.”

He added that the section entitled “hospital

associated physicians” is “misleading” and would

apply to the entire spectrum of physicians’ ser-

vices in the Medicare program. “We strongly ob-

ject to any application of any provision which

would limit recognition of what constitutes physi-

cians’ services in the communities across our

nation. This section would disregard normal pro-

fessional relationships and establish as the proper

recognition of certain physicians’ income only

that level which would be received by a salary.

We find this premise untenable.”

The bill’s ban on certain contractual relation-

ships between hospitals and professionals was

opposed by the AMA. “While some individual

contracts are not to be condoned,” Dr. Bedding-

field said, “hospital management and physicians

should be free to enter into various arrangements

in the interests of patient care.” Hospital man-

agement and physicians must remain accountable

to the public, but the action of prohibiting any

percentage arrangement “should not be counte-

nanced.”

The AMA spokesman said the bill carries “a
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very strong potential for a continued shifting of

segments of health care costs to private patients

—

costs which are properly the obligation of the fed-

eral program on behalf of its beneficiaries. When
this shifting occurs, it not only has ramifications

relating to availability of care for Medicare-

Medicaid patients, but it also affects quality of

care for all patients.

Public to Have Input Into

HEW Regulations

Under new procedures announced by the

Health, Education and Welfare Secretary, HEW
must now consult broad segments of the public

before it prepares controversial regulations man-

dated by Congress or for compelling administra-

tive need.

The issuance of regulations by HEW over the

past few years has become a subject of consider-

able dispute, with court challenges filed by the

American Medical Association and others con-

tending that the government had gone beyond the

intent of Congress in carrying out the law.

“For far too long HEW has gone to the public

in these situations only to tell them what it in-

tends to do. From now on our first step will be

to ask the people of this country what they

think we should do,” HEW Secretary David

Mathews said.

The Secretary said he believes strongly that the

regulation process is HEW’s “most intrusive

channel into people’s lives.”

HEW will notify the public through town hall-

type meetings, advertisements, public service an-

nouncements, news releases, professional and ser-

vice organizations, mailings, the Federal Register,

and HEW’s 10 regional offices.

Following are the steps to be taken by HEW in

drafting important regulations:

** Publication of a notice of intent to propose

regulations which would place issues and

options before the public and invites com-

ment.

**If the Department has a preference, it will

be stated clearly at the outset—an innova-

tion.

** Publication in the Federal Register of a

notice of proposed rule-making—a pro-

posed regulation—which takes into account

the requirements of the law. Congressional

intent, the public’s views, and the profes-

sional expertise of HEW.
The public normally will have 45 days to corn-
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ment following publication of both HEW’s intent

to regulate and its proposed regulations. Each

of these documents will include the name of a

person in HEW who can be contacted for clarifi-

cation or further information.

HEW also said it plans training sessions for

department regulation writers so that regulations

are written in clear, concise English.

Clinical Laboratory Controls Discussed

TTie AMA has urged the House Commerce
Committee to make major changes in legislation

to bring the nation’s clinical laboratories under

tighter federal control.

One of the most controversial provisions of

the Clinical Laboratory Improvement Act

(CLIA) as approved by the Commerce Health

Subcommittee prohibits Medicare reimbursement

for labs under any rental or lease which involves

a percentage arrangement. “We particularly

object to this section because it was never dis-

cussed or considered during public hearings,”

the AMA said in a legislative alert to constituent

bodies.

“This section has far reaching contractual con-

siderations involving physicians and hospitals,”

the AMA said. “In the name of openness and

fairness the matters covered in this section should

be dealt with separately and we ask that this

section be deleted.”

This disputed provision, which also covers

Medicaid and Maternal and Child Health reim-

bursement, is similar to a key section of the

Talmadge bill in the Senate.

The AMA singled out two other provisions for

special concern in the CLIA bill.

One allows an exemption for a laboratory in a

physician’s office but only where physicians actu-

ally perform all tests and procedures in connec-

tion with the treatment of their patients. “With

such a restriction, laboratories operated in physi-

cians’ offices would be forced to close down,”

said the AMA. “Existing law exempts laboratories

operated by physicians where tests are done

personally or through employees solely as an ad-

junct to the treatment of their own patients. This

exemption should continue.”

The other provision deals with revocation of

a license for a number of activities, one of which

is finding that the owner or operator of a labora-

tory has engaged in a billing practice which

creates a discriminatory effect between patients

reimbursed, in whole or in part, under programs
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receiving federal funds and patients who are not

so reimbursed. “This provision apparently seeks

a uniformity of fees for services by the labora-

tory,” said the AMA. “This provision could in

fact require a raising of fees under federal pro-

grams and thus would increase federal program

costs. Furthermore, any provision that would

state that the prohibition would be against a

charge higher for a federal program than for a

non-federal program would still be objectionable.

A dangerous precedent is established where the

licensing authority (the HEW Secretary) can re-

voke a license based on fees charged to programs

administered by him.”

Health Manpower Bill

House and Senate conferees have still not met

to reach agreement on the crucial Health Man-
power Bill.

The major issue to be resolved is federal

controls over residencies. The House Manpower
Bill approved last fall was stripped of a residency

control feature on the floor of the House. A rigid

•and sweeping Senate control plan over allocation

of residencies was watered down substantially on

the floor of the Senate but the flnal Senate bill

requires medical schools to set aside minimum
percentages of residency programs for “primary

care” slots.

Also important are the “payback” provisions

for medical students. In this respect, the House

bill is more stringent than the Senate bill. The

House would require, starting in 1985, that medi-

cal students pay back, either in money or service

in shortage areas, that portion of the individual

student’s yearly medical education subsidized by

the federal government in the form of capitation

subsidies to the medical schools. At present, this

runs about $2,000 a year.

The comparable Senate provision requires

medical schools starting in 1978 to assure that

35 percent of their first-year places are available

for students who, prior to admission, have sub-

mitted applications for National Health Service

Corps scholarships and have agreed to accept

such scholarships.

Both bills contain provisions designed to re-

duce the inflow of foreign medical graduates.

The major new thrust in the two bills, in addi-

tion to the extension of capitation aid to medical

schools, is to produce more physicians in the

“primary care” category and to get more physi-

cians into shortage areas.

The Administration has had strong reserva-

tions about provisions in both bills, but as they

stand now it appeared unlikely the legislation

would encounter a Presidential veto.

Schmidt to Leave FDA—Charges

Critics Unfair

Food and Drug Commissioner Alexander

Schmidt, M.D., believes Congress must shoulder

much of the blame for the controversy swirling

around his embattled agency. Dr. Schmidt, who
is leaving the FDA in December to become Vice

Chancellor for Health Services at the University

of Illinois, made clear in an interview with AM
NEWS that he believes the persistent critics of

FDA on Capitol Hill, in the press and television,

and among consumer groups are unfair and dam-

age the agency’s morale and efficiency.

He told AM NEWS the FDA has been driven

into a “conservative” position in approving new
drugs because of the pressures from Congressmen

who believe the agency isn’t tough enough with

drug companies. Congress never calls a hearing

when a drug is rejected, but always calls one

when a drug is approved, he said, implying that

a climate of fear of Congressional retaliation has

pervaded FDA.
Dr. Schmidt also said he thinks the medical

profession could be more supportive of FDA’s

position and verbally less critical.

Student Tax Break Urged

Students receiving federal scholarships and

loans should be given a tax break, the AMA has

told Congress.

Failure of Congress to continue previous ex-

emption of such aid from taxation is proving a

financial hardship on students and threatening to

discourage service to the public in areas where

there are shortages of medical manpower and

facilities, the AMA said.

The exemption lapsed on certain student loan

programs in addition to scholarship aid from the

Armed Forces and the Public Health Service

including the National Health Service Corps.

In a letter to the Senate Finance Committee,

AMA Executive Vice President James H. Sam-

mons, M.D., noted that with the expiration of the

tax exemption, about 5,000 students in the

Armed Forces Health Professions Scholarship

program and about 2,700 students currently in

the National Health Service Corps scholarship

program are now required to pay income tax on
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their scholarship funds, which may include tui-

tion, educational fees and stipends.

ETSU Residency Program Approved

The Liaison Committee on Graduate Medical

Education, on recommendation of the Residency

Review Committee for Family Practice, has ap-

proved the East Tennessee State University Affili-

ated Hospital Family Practice Program at Bristol

Memorial Hospital.

Approval of the Bristol program is the second

for three planned programs for the Tri-Cities. The

family practice residency at Kingsport was ap-

proved in October, 1975. Funds from a grant by

the Appalachian Regional Commission will pro-

vide for further development of the Bristol pro-

gram as well as planning and developing, later

this year, of a third program in Johnson City.

The three programs, when fully operative, will

provide training for 16-20 family practice resi-

dents for each of the three-year programs.

The Family Practice Center in Bristol opened

July 1 to provide health care for a limited number
of families. The number of families accepted in

the program will increase as additional faculty

and residents are added to the staff.

The Center is located at 216 Midway St. The
modern, well-equipped clinic has 3,600 square

feet of floor space.

Flying Physicians Association Elect

Memphis Doctor President

The Flying Physicians Association recently

completed its annual meeting in Toronto, Canada.

A highlight of the meeting was the election of

Dr. Roy Page of Memphis FPA president.

Another highlight of the meeting was the or-

ganization of the Dixie Region of the FPA which

consists of 11 southeastern states. Dr. J. T.

Moore, Jr., Algood, Tennessee, was named Ten-

nessee Director of the Dixie Region, which will

hold its second regional meeting in Panama City,

Florida at the Bay Point Club on October 1-2,

1976. Clinical sesions will consist of three hours

Friday and three hours Saturday morning and

will be approved by the AAFP and the AMA
accreditation programs for Category I.

The next FPA annual convention will be next

summer at Sun Valley, Idaho with a national

park fly-in on the way during the previous week.

Physicians interested in joining the FPA should

contact the FPA at 801 Green Bay Road, Lake

Bluff, Illinois 60044.

pcf/oncil neui/

DR. NARAYANA B. BHAT of Huntingdon has been

elected Chief-of-StaflF at the Carroll County General

Hospital. DR. SCOTT PORTIS has been elected As-

sistant Chief-of-Staff and DR. JERRY ATKINS elected

Secretary.

DR. ROGER B. BURRUS, Nashville, has been elected

Section Chairman-Elect to the American College of

Obstetricians and Gynecologists. DR. SAMUEL S.

BINDER, Chattanooga, has been elected Section Vice

Chairman-Elect for Tennessee.

On September 11 the College of American Pathologists

presented a Seminar on Laboratory Improvement in

Atlanta. DR. JOHN K. DUCKWORTH, Memphis, was

the moderator of a panel on facilities.

DR. REYNOLDS FITE, Winchester physician who has

practiced medicine in Franklin County for more than

35 years, has left private practice to take a position

with the Arnold Center Operation agency.

DR. W. B. HARRISON of Loudon has resigned as

county coroner due to ill health.

DR. HARRY LAWRENCE of Chattanooga served as

a member of a seven-man team of eye doctors who
recently returned from staffing a two-week charity

clinic at Santo Domingo in the Dominican Republic.

DR. JACK LINDSAY, a Rockwood physician, has been

elected President-Elect of the University of Tennessee

National Alumni Association.

DR. M. N. LOWRY of Lexington has been named

Chief-of-Staff at the Lexington Hospital.

DR. JOHN A. SHIVELY of Memphis has been named
Vice-Chancellor of Graduate Affairs at the University

of Tennessee Center for the Health Sciences at Mem-
phis.

DR. JOHN B. THOMISON, Nashville, has been ap-

pointed by the American Medical Association’s Board

of Trustees to the AMA’s Council on Continuing Phy-

sician Education.

DR. A. ROY TYRER, JR. of Memphis has been elected

by the American Medical Association’s House of Dele-

gates to serve a three-year term on the AMA’s Coun-

cil on Medical Service.

onnouncemenl/

NATIONAL

1976

Sept. 25-27 American Absociaiion for Hand Surgery,

Boston Statler Hilton Hotel, Boston.
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Sept. 26-

Oct. 1

Sept. 27-

Oct. 2

Oct, 6-10

Oct. 7-8

Oct. 9-13

Oct. 11-15

Oct. 11-16

Oct. 16-21

Oct. 17-18

Oct. 17-23

Oct. 21-29

Oct. 24-28

American Society of Maxillofacial Sur-

geons, Sheraton-Boston, Boston.

American Society of Plastic and Recon-

structive Surgeons, Sheraton-Boston.

Boston.

American Academy of Ophthalmology

and Otolaryngology, Convention Center,

Las Vegas.

Southeastern Section, American Associ-

ation for Cancer Research, Sheraton-Bilt-

more Hotel, Atlanta.

American Society of Anesthesiologists,

San Francisco Hilton, San Francisco.

American College of Surgeons, Conrad

Hilton, Chicago.

American College of Emergency Phy-

sicians, Hyatt Regency, New Orleans.

American Academy of Pediatrics, Palmer

House, Chicago.

American College of Preventive Medicine,

Miami Beach.

International Academy of Pathology,

Sheraton-Park, Washington, D.C.

American Society of Clinical Pathologists

and College of American Pathologists,

joint meeting, Los Angeles Hilton, Los

Angeles.

American College of Chest Physicians,

Atlanta Marriott Hotel, Atlanta.

Oct. 25-29

Nov. 3-6

Nov. 5-6

Nov. 7-10

Nov. 10-14

Nov. 15-19

Nov. 28-

Dec. 2

Oct. 1-2

Oct. 4-5

Oct. 18-20

Oct. 21

Nov. 3-5

^ ^

Congress of Neurological Surgeons, Fair-

mont Roosevelt, New Orleans.

American Society of Cytology, Shamrock
Hilton, Houston.

American Association for the Study of

Liver Diseases, Hyatt Regency Hotel,

Chicago.

Southern Medical Association, Marriott,

New Orleans.

American Academy of Neurological

Surgery, Charleston, S.C.

American Heart Association, Fontaine-

bleau, Miami Beach.

American Association for Clinical Im-

munology and Allergy, Braniff House,

Tucson, Ariz.

STATE

1976

Tennessee Regional Meeting, American

College of Physicians, Glenstone Lodge,

Gatlinburg.

Tennessee Valley Medical Assembly,

Read House, Chattanooga.

Cancer Concepts 1976, Glenstone Lodge,

Gatlinburg.

Middle Tennessee Medical Association,

Clarksville Country Club, Clarksville.

Tennessee Academy of Family Physicians,

Civic Auditorium, Gatlinburg.

Williams New TMA Executive Director

L. Hadley Williams

The Board of Trustees has appointed L. Had-

ley Williams, Jr., as Executive Director of the

Tennessee Medical Association. His appointment

became effective September 1, 1976. He succeeds

J. E. (Jack) Ballentine who will retire December

31, 1977 after serving as Executive Director of

TMA since 1954. Mr. Ballentine will continue

working with TMA on special projects and as-

signments of the Board of Trustees until his

retirement.

Williams, age 46, joined TMA in 1963 as

Public Service Director and has directed the As-

sociation’s legislative programs and activities

since 1964. He was named Assistant Executive

Director in 1967. Prior to his TMA employment,

he served as Assistant Sports Information Direc-

tor at Vanderbilt University Department of Ath-

letics.

A native of Nashville, he received his B.S.

degree in 1954 from Peabody College. He is

married to the former Joy McMurray and they

have two children, Louis, age 20 and Laurie,

age 16.
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The continuing medical education accredita-

tion program of TMA has full approval by

AMA’s Council on Medical Education. If the

continuing medical education program of your

hospital or medical society is accredited by

TMA’s committee, you may receive for your

attendance at its functions Category I credit for

the AMA Physician*s Recognition Award. If

you wish information as to how your hospital

or society may receive accreditation, write:

Director of Continuing Medical Education, Ten-

nessee Medical Association, 112 Louise Avenue,

Nashville, Tennessee 37203.

IMPORTANT NOTICE
Published in this section are all educational opportuni-

ties which come to our attention which might be of

Interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education of

Vanderbilt University. The practicing physician, with

the guidance of the participating department chairman

can plan an individualized program of one-to-four

weeks to meet recognized needs and interests. The

experience will include contact with patients, discussion

with clinical and academic faculty, conferences, ward

rounds, learning individual procedures, observing new
surgical techniques, and access to excellent library

resources. Experience in more than one discipline

may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III, M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A, McGee, M.D.

Oncology Robert Oldham, M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel. M.D
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Orthopaedics Paul W. GriflRn. M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon. M.D
Psychiatry Marc H. Hollender. M.D
Radiology A. Evert James, Jr., Sc.M., M.D.
Surgery

General H, William Scott. Jr..

Neurological William F. Meacham.
Ophthalmology James H. Elliott.

Oral H. David Hall. D.M.D
Pediatric James A. O’Neill. M.D
Plastic John B. Lynch.

Thoracic & Cardiac Harvey W. Bender,

Urology Robert K. Rhamy,
Cancer Chemotherapy Vernon H. Reynolds,

M.D
M.D
M.D

M.D
M.D
M.D
M D

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, TN 37212 Tel. 615/322-2716

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

Sept. 30- Wm. F. Orr Lectureship in Psychiatry,

Oct. 2 Department of Psychiatry and Division

of Continuing Education, Vanderbilt

School of Medicine

Wednesday Ultrasonography Course

Evenings

Sept.-

Dec., 1976

Oct. 8-9 Common Problems in Child Neurology,

Seventh Annual Pediatric Symposium

Department of Pediatrics and Division of

Continuing Education, Vanderbilt School

of Medicine

Oct. 11-16

Oct. 25

Family Practice Intensive Review

Clinical Manifestations in Critical Illness

Oct. 27 The Right to Die Symposium, Center of

Continuing Education, Scarritt College;

Euthanasia Educational Council; Divi-
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Oct. 29-31

Nov. 3-6

Nov. 12

Nov., 1976

Dec. 3-4

Feb., 1977

Feb. 9-10

Late Feb.-

early Mar.

March, 1977

Spring, 1977

April, 1977

April, 1977

May 25-26

sion of Continuing Education, Vander-

bilt School of Medicine

Scientific Program, Tenn. State Radio-

logical Society, Fall Meeting

Fifth Annual Rhamy-Shelley Lecture-

ship (Urology), Division of Urology and

Division of Continuing Education, Van-

derbilt School of Medicine

Hodgkins Disease/Lymphomas

What’s New in Obstetrics for Physicians

What’s New in Obstetrics for Physicians;

Department of Obstetrics and Gynecol-

ogy and Division of Continuing Educa-

tion, Vanderbilt School of Medicine

Annual Surgery Symposium

On Urological Care in General Medicine

Update in Anesthesiology 1977

Hypertension 1977

Annual Cancer Symposium
New Aspects in Obstetrics & Gynecology

Prostatic Diseases in General Medicine

16th Annual Seminar in Psychiatry (non-

psychiatrists)

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

April 28-29 Leigh During Conference, Memphis

May 23-27 Intensive Review of Anesthesiology,

Memphis

May 25-28 Basic Clinical Electrocardiography, Paris

Landing Inn (Pickwick Lake)

For further information, please contact:

Division of Continuing Education

UTCHS
800 Madison Avenue

Memphis, Tennessee 38163

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

Continuing Medical Education

Schedule 1976

Oct. 15-16 Advanced Life Support

Nov. 3 Introduction to Computed Tomography

for the Clinician

Nov. 11-12 Infectious Disease

Dec. 2-3 Gastroenterology

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street, Chattanooga, Tennessee 37403.

THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Courses

1976-1977

Newborn Conference, Memphis
Basic Hypnosis, Memphis

Fundamentals of Clinical Otology II,

Memphis
Hypertension (Ciba), Memphis
Sickle Cell Anemia, Memphis
Allergy for Generalists, Memphis
Diagnosis and Management of Common
Skin Disease, U.T. Memorial Hospital,

Knoxville

Otolaryngology for the Family Phy-

sician, Memphis
Cancer of the Ovary and Endometrium,

Memphis
Advanced Hypnosis, Memphis
Obstetrical Anesthesia, Memphis
Current Concepts of Cancer Manage-

ment, Memphis
Otolaryngologic Allergy, Memphis

Basic Principles of Rhinoplasty, Mem-
phis

Gynecologic Endocrinology, Memphis
General Review Course for Family Phy-

sicians, Memphis
Colposcopy, Memphis
Controversies in General Surgery, Mem-
phis

AGP 1976-77 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three to five days, they are directed toward

practicing physicians and are presented in association

with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medi-

cal Education. They fulfill Category I requirements for

the AMA Physician’s Recognition Award.

See August 1976 issue for complete listing.

AMERICAN CANCER SOCIETY/
NATIONAL CANCER INSTITUTE

National Conference on Cancer Research

and Clinical Investigation

September 20-22, 1976

Chase Park Plaza

St. Louis, Mo.

SECOND ANNUAL MID-AMERICAN
BREAST CANCER SYMPOSIUM

The symposium will be held November 5-6, 1976

convened in honor of Dr. Robert Egan, pioneer mam-

Sept. 28

Sept. 30-

Oct. 1

Oct. 29-31

Nov. 10

Nov. 15-16

Nov. 18-19

Nov. 19

Dec. 3-4

Dec. 6-7

Feb. 10-11

Feb. 12-13

Feb. 25-26

Feb. 27-

Mar. 2

Mar. 6-9

Mar. 16-18

Mar. 21-26

April 4-6

April 21-22
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niographer. WORKSHOPS: Screening, Thermography,

Mammography, Xerography, Pathology, and Surgery.

For information contact: 7803 Mineral Point Road

Madison, Wisconsin 53717

Tel: (608) 831-2300

UNIVERSITY OF KENTUCKY
MEDICAL CENTER
Lexington, Kentucky

Seventh Family Medicine Review
Two Identical Sessions

Session I—September 26-October 2, 1976

Session II—October 17-23, 1976

Registration fee: $295.00

New Methods in Tumor Localization

October 7-9, 1976

Registration fee: $150.00

For further information: Frank R. Lemon, M.D.

Continuing Education

College of Medicine

University of Kentucky

Lexington, Kentucky 40506

UNIVERSITY OF KENTUCKY
Mini-Residencies for Medical and Surgical

Practitioners

in

Office Management of Emotional Problems

One, Two and Three Week Courses. Minimum of

40 hours per week.

Tuition Fee: $350.00 per week for the 1st & 2nd

week of training; $500.00 for 3rd week of supervised

practice with patients in the Intensive RBT Treatment

Program.

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy office

practices. The technique uses a concept of emotions that

is consistent with human anatomy and psycho-physiol-

ogy. Yet, the technique requires no more physician

time or patient cost than routine evaluations of new
patients. Finally, the technique is readily understandable

and easy for practitioners to apply.

For further information;

Maxie C. Maultsby, Jr., M.D.
Office of Continuing Education

Department of RBT
University of Kentucky

Lexington, Kentucky 40506

American College of Chest Physicians

1976-77 Postgraduate Calendar

Continuing Education Programs

Sept. 29- Acute Respiratory Failure Mechanisms
Oct. 2 and Management, Ann Arbor, Michigan,

University of Michigan Medical School.

Oct. 7-9 Bronchofiberoscopy Workshop: 1976,

Rochester, Minnesota, Mayo Clinic.

Oct. 24 Respiratory Therapy Service Manage-

ment-Planning, Scheduling and Control,

Atlanta, Georgia.

Oct. 25 Clinical Manifestations in Critical Illness,

Atlanta, Georgia.

Nov. 10 Pacemaking for the Primary Care Phy-

sician, Chicago, Illinois, O’Hare Holiday

Inn.

Nov. 15-19 Intensive to Rehabilitative Respiratory

Care, Denver, Colorado.

Nov. 17-19 The Third International Coccidioidomy-

cosis Symposium, Tucson, Arizona, Ra-

mada Inn.

Jan. 17-21 The Young Lung, Durango, Colorado,

The Tamarron.

Feb. 7-11 Management of Acute and Chronic

Respiratory Failure, Miami Beach,

Florida, Konover Hotel.

Feb. 24-26 World Conference on Bronchoscopy,

San Francisco, California, St. Francis

Hotel.

March 9-1

1

Cardiology for the Practitioner—3rd

Annual Sugarbush Course, Warren, Ver-

mont, Sugarbush Inn.

March 16-18 The Complete Pulmonary Department

Concept, Las Vegas, Nevada, Caesar’s

Palace.

March 28-30 Clinical Problems in Cardiology, Du-

rango, Colorado, The Tamarron.

April 13-16 Contemporary Clinical Evaluation of the

Heart Patient, New Orleans, Louisiana,

Monteleone Hotel.

April 25-27 New Approaches to the Treatment of

Asthma, Los Angeles, California, Cen-

tury Plaza.

May 2-6 National Refresher Course in Pulmonary

Medicine, Denver, Colorado, University

of Colorado Medical Center.

May 4-6 Chest Pain: A Focus for Interdiscipli-

nary Management of the Patient, To-

ronto, Canada, Harbour Castle.

May 11-13 Exercise: Modern Concepts in Clinical

Cardiopulmonary Disease, Philadelphia,

Pennsylvania, Holiday Inn.

June 2-3 Lung Cancer, Rochester, Minnesota,

Mayo Clinic.

June 16-18 Clinical Problems in Chronic Obstruc-

tive Pulmonary Disease, Seattle, Wash-

ington, Washington Plaza.

June 23-25 Current Status and Controversies in

Pacemakers, Hilton Head, South Caro-

lina, Hilton Head Inn.

For further information:

Dale E. Braddy

Director of Continuing Education

American College of Chest Physicians

911 Busse Highway

Park Ridge, Illinois 60068

Breast Cancer Seminar

October 1-2, 1976

Asheville, N.C.

The Mountain Area Health Education Center, in
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cooperation with the Duke University Comprehensive

Cancer Center, is sponsoring a Breast Cancer Seminar

at the Holiday Inn West, Highway 19 & 23 at 1-40 on

October 1 and 2, 1976. Enrollment is limited to 500.

The Seminar is approved for 4 hours AMA Category

credit and AAFP credit has been applied for. There is

a fee of $10.00.

For further information contact Henry S. M. Uhl,

M.D., Director, Mountain Area Health Education

Center, 509 Biltmore Avenue, Asheville, N.C. 28801.

AMERICAN COLLEGE OF EMERGENCY
PHYSICIANS AND EMERGENCY

DEPARTMENT NURSES ASSOCIATION

Fourth Annual Combined Scientific

Assembly

October 12-14, 1976

The fourth annual combined Scientific Assembly

sponsored by the American College of Emergency

Physicians and the Emergency Department Nurses

Association will be held October 12-14 in the New
Orleans Superdome.

The programs offered include scientific presentations,

postgraduate courses mini-lectures, technique sessions,

roundtable consultations, films, workshops and panel

discussions.

For information contact:

ACEP
3900 Capital City Boulevard

Lansing, Michigan 48906

AMERICAN HEART ASSOCIATION
TWENTIETH ANNUAL CARDIAC

SYMPOSIUM
January 21-22, 1977

The American Heart Association, Arizona affiliate

will sponsor its 20th annual cardiac symposium at

Mountain Shadows Resort Hotel, Scottsdale, on Jan-

uary 21-22, 1977.

Registration fee for two days, including lunches,

will be $60 (one day-$35). Deadline for hotel ac-

commodations is December 21, 1976. Deadline for

symposium registration is January 14, 1977.

Twelve hours of post graduate credit has been

applied for through the American Academy of Family

Physicians and the Arizona Medical Association.

For further information:

The American Heart Association

Arizona Affiliate

1445 East Thomas Road
Phoenix, Arizona 85014

Tel: (602) 277-4846

AMERICAN SOCIETY OF CONTEMPORARY
MEDICINE & SURGERY SCIENTIFIC

ASSEMBLY
January 30-February 4, 1977

Nearly 100 leaders of American medicine will serve

as the Faculty for the 1977/Twelfth Annual Scientific

Assembly of the AMERICAN SOCIETY OF CON-
TEMPORARY MEDICINE & SURGERY, to be held

January 30 through February 4 at the Diplomat Hotel

in Hollywood, Florida.

The program meets the criteria for up to 42 hours

of credit in Category I for the Physician’s Recognition

Award of the American Medical Association and for

the Certificate of Advanced Medical Studies of the

ASCMS.

For further information:

Dr. John Bellows, Director

ASCMS
6 North Michigan Avenue

Chicago, Illinois 60602

THE AMERICAN SOCIETY OF
CONTEMPORARY OPHTHALMOLOGY
First International Glaucoma Congress

January 31-February 1, 1977

The world’s leading medical authorities on glaucoma

will lecture on their latest research findings at the

First International Glaucoma Congress, January 31-

February 1, 1977, at the Diplomat Hotel, Hollywood,

Florida. The glaucoma congress is being held in con-

junction with the 12th Annual Scientific Assembly of

the American Society of Contemporary Ophthalmology

January 30 through February 5 at the same site. The

Congress is sponsored by Lederle Laboratories.

A series of tutorials and workshops will be offered

in Microsurgery, Phakoemulsification, Oculoplastic

Surgery, Vitrectomy, Fluorescein Angiography, Gonios-

copy, Ultrasonic Evaluation of the Eye, External Ocular

Disease, Intraocular Lens Technology, and Malpractice.

The program meets the criteria for 42 hours of credit

in Category I for the Physician’s Recognition Award
of the American Medical Association and for the

ASCO Certificate of Advanced Studies in Ophthalmol-

ogy.

For information contact:

Dr. John Bellows, Director

ASCO
6 North Michigan Avenue

Chicago, Illinois 60602

PAN AMERICAN MEDICAL ASSOCIATION
AND

FLORIDA ALLERGY ASSOCIATION
Symposium on Insect Allergy

October 26, 1976

Diplomat Hotel, Hollywood, Florida

Dr. Claude A. Frazier, an allergist from Asheville,

North Carolina, will conduct a one-day symposium

on the subject of insect allergy at the combined meet-

ing of the Pan American Medical Association and the

Florida Allergy Association. This symposium is sched-

uled for October 26, 1976, from 11:00 a.m. to 12:30

p.m. and from 2:00 p.m. until 5:30 p.m. at the Diplo-

mat Hotel in Hollywood, Florida.

Various aspects of insect allergy will be covered

in this symposium.

For information contact:

Claude A. Frazier, M.D.

Doctors Park, Building 4

Asheville, North Carolina 28801
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‘‘nieBell. .

CommunMOtions
Consultant
dMift

us.”
Mr. Baron Coleman, Chairman of the Board,
Hospital Affiliates International, Inc.,

Headquartered in Nashville, Tennessee

When you work with a South Central Bell Communications
Consultant, you can count on in-depth experience and knowledge. It

adds up to having exactly the right phone system for your business.

A phone system that will allow you to handle your communications
efficiently without having more than you really need.

Mr. Coleman says:

“Some of our people thought we needed more phones or a

bigger system. The Bell Communications Consultant’s argument
against it was logical. It made sense.”

When you need advice and counsel about expanding or

updating your business phone system, a South Central Bell

Communications Consultant will survey your requirements and tell

you exactly what will do the job. No more. No less.
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UCLA SCHOOL OF MEDICINE
HEALTH CARE INFORMATION:

DATA RECORDING AND RETRIEVAL

November 5-6, 1976

UCLA Extension’s Department of Continuing Edu-

cation in Health Sciences, the UCLA School of Medi-

cine and the UCLA School of Public Health will

present “Health Care Information: Data Recording

and Retrieval,” on Friday and Saturday, November

5 and 6 at the Hyatt House Hotel, Los Angeles Inter-

national Airport.

The program is designed for physicians, adminis-

trators and other health care professionals who wish

to know more about how information systems work

and the ways they can be used to contribute to the

delivery of health care.

The fee is $145 for both days, or $85 for Friday,

November 5 and $65 for Saturday, November 6. 1.2

units of continuing education credit may be earned.

For additional information:

Health Sciences

UCLA Extension

P. O. Box 24902

Los Angeles, California 90024

Tel: (213) 825-8421

UNIVERSITY OF TENNESSEE
Clinical Education Center/ Knoxville

Fifth Annual Symposium in

Internal Medicine

November 19, 1976

On November 19, 1976, the Knoxville Society of

Internal Medicine in conjunction with the Department

of Medicine of the University of Tennessee Clinical

Education Center—Knoxville, will hold its fifth Sym-

posium in Internal Medicine at University of Tennessee

Hospital in Knoxville.

Gerald Sundahl, M.D., is in charge of the academic

program, and Richard L. Wittaker, M.D., is in charge

of arrangements. The one-day symposium will place

specific emphasis on new treatment regimes and cur-

rent controversies in Internal Medicine. Course ap-

proved for Category I credit for AMA Physician’s

Recognition Award.

For information contact:

Continuing Medical Education

Drawer 116

1924 Alcoa Highway
Knoxville, Tennessee 37920

Tel: (615) 971-3345

AMERICAN COLLEGE OF ALLERGISTS
International Food Allergy Symposium

October 13-15, 1976

Four Seasons Sheraton Hotel, Toronto, Ontario,

Canada.

For information contact:

Frances P. White

2141 14th Street

Boulder, Colorado 80302

Tel: (303) 447-8111

THE AMERICAN GROUP
PRACTICE FOUNDATION

THE AMERICAN ACADEMY OF
MEDICAL DIRECTORS

Organizational Leadership Courses

The American Academy of Medical Directors in

cooperation with the American Group Practice Foun-

dation has been awarded a three year grant by the

Robert Wood Johnson Foundation to train physicians

for positions of organizational leadership.

The training program consists of two five-day courses

to be conducted in 11 locations throughout the country.

Each of the courses has been designed to provide the

physician with perspective, insights and skills of man-

agement necessary in fulfilling such roles as Chief

Medical Executive, Medical Director, Vice President

of Professional Affairs and other similar positions.

Faculty will consist of recognized management au-

thorities from the nation’s leading schools of manage-

ment, independent management consultants, practicing

medical directors and administrators.

Some of the topics to be covered during the two

courses will be: analyzing trends in the social, political

and economic environments; analyzing organizations

and developing organization strategies; building a lead-

ership profile and choosing a leadership style; setting

standards of performance and measuring performance;

managing conflict and change; financial management

and decision making.

For further information contact: Roger S. Schenke,

Project Director, “The Physician in Management,” 20

South Quaker Lane, Alexandria, Virginia 22314. (703)

751-1005.

CANCER CONCEPTS 1976

October 18-20

Glenstone Lodge, Gatlinburg, Tennessee

A three day accredited workshop focusing on the

latest diagnostic and treatment techniques for the neo-

plastic disease with particular emphasis on cancers of

the breast, lung, and gastrointestinal system. The faculty

includes some of our own local experts plus several top

national oncology physicians.

This workshop is being sponsored by: Knoxville

Academy of Medicine; East Tennessee Cancer Research

Center; University of Tennessee Center for the Health

Sciences Clinical Education Center and Hematology

Oncology Service.

For more information and/or a brochure contact:

THE EAST TENNESSEE CANCER RESEARCH
CENTER

1924 Alcoa Highway

Knoxville, Tennessee 37920

Telephone: 971-3524

SEPTEMBER, 1976 673



TD¥r\ ^thaverine
hydrochloride 150mg.

for cerebrcil and
periphercil circulation
Circubid (ethaverine hydrochloride) is

logical geriatric medicine. Safe for long-

term use, Circubid may relieve both cere-

bral and peripheral vasospasm through

direct relaxation. Circubid is an active

ethyl homologue of papaverine. The pro-

longed release affords a simplified dosage

regimen and continuous benefits.

ACTION: Ethaverine HCI. acts directly on the

smooth muscle cells without involving the autonomic
nervous sytem or its receptors.

INDICATIONS: In peripheral and cerebral

vascular insufficiency associated with arterial

spasm, in spastic conditions of the gastro-

intestinal and genito-urinary tracts.

CONTRAINDICATIONS: Contraindi
cated in the presence of complete

atrioventricular dissociation.

PRECAUTIONS: It should be administered with

caution in patients with glaucoma. It should not be
used in pregnant women or in women of

childbearing age unless directed by a physician.

ADVERSE REACTIONS: Even though the inci-

dence of side effects as reported in literature is very

low, it is possible lor a patient to evidence nausea,

anorexia, abdominal distress, dryness of the throat,

hypotension, flushing, sweating, vertigo, respiratory

depression, cardiac depression, cardiac arrhythmia

and headache. If these side effects occur, reduce
dosage or discontinue medication.

DOSAGE: The usual adult dose is 300 mg. daily, one
capsule every 12 hours. In more difficult cases the

dosage may be increased to 600 mg. daily as

determined by the physician. It is most effective given

early in the course of the vascular disorder. Because
of the chronic nature of the disease long term therapy
is required.

SUPPLIED: Each green and clear capsule contains

ethaverine hydrochloride 150 mg., manufactured to

provide a prolonged therapeutic effect.

674 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



"l n̂
Physicians for Our Country:

A Letter to the Congress

On 20 October 1773, Dr. Benjamin Rush, a

leading figure in American medicine in the post-

Revolutionary period, one of the most prominent

patriots during the Revolution, a signer of the

Declaration of Independence, and a member of

Congress, wrote a letter to the Pennsylvania

JournaP, decrying the oppression of the Ameri-

can Colonies by Britain and extolling the virtue

and, indeed, the necessity of patriotism. He said:

You have heard of the machinations of

the enemies of our country to enslave us by

means of the East-India Company. By the

last accounts from Britain we are informed

that vessels were freighted to bring over a

quantity of tea taxed with a duty to raise

a revenue from America. Should it be

landed, it is to be feared that it will find its

way amongst us. Then farewell American

liberty.

Although today, some 200 years later, the

issues are different, we in the medical profession

face threats to our liberty. / write on these issues

in the form of a letter, in this case, to the Con-

gress of the United States.

Distinguished Senators and Representatives;

I am writing to you about the relation of the

medical profession, and particularly its institu-

tions of learning, the medical schools, to the fed-

eral government.

A few weeks ago, one of your most renowned

members, the Chairman of the Senate Health Sub-

committee, wrote a letter to the editor of the New
York Times in which he severely chastised the

medical profession, in the form of the American

Medical Association and the medical schools as

represented by the Association of American

Medical Colleges, for not training physicians in

proper balance and not making an active effort to

see that the underserved areas of this nation had

doctors. He also contended that for years medical

schools have trained an overabundance of super-

specialists, such as surgeons, far beyond the na-

tion’s need for them. These physicians, he alleged.

From the Department of Medicine, University of

Washington School of Medicine; Seattle, Washington.

perform unnecessary operations, escalating health

care costs and imperiling the welfare of their

patients. He wrote that our medical schools fail

to accept as many students of poor parents as of

rich ones. He condemned high incomes of physi-

cians. The Senator argued that the American peo-

ple had invested a great deal of money in their

medical schools, some 3.5 billion dollars in the

last decade, and that 50% of medical schools’

budgets came from the federal purse. According

to him, the size of this investment entitled the

government to intervene in the internal affairs of

the medical schools to rectify those perceived ills

that “give rise to the growing dissatisfaction of

the Congress with the expenditure of billions of

dollars with so little payoff for the public.” The

remedy he proposes is stiff health manpower legis-

lation: it would both mandate the input into medi-

cal schools and direct their output.

In commenting on the views of the Senator, I

do not do so as a representative of either the

American Medical Association or the Associ-

ation of American Medical Colleges, which are

two quite different organizations with different

structures and functions not properly lumped

under the same rubric. My views may not rep-

resent theirs, or indeed those of the American

College of Physicians whose presidency I have

held. Rather, I write as an educator, physician,

and citizen who is concerned by the deteriorating

relations between the medical profession and its

schools, and the government.

I shall not dwell on the fact that the Senator’s

figures are grossly exaggerated. Federal subsidy

for medical education per se has been stable at

$82 million a year since 1972, and total federal

input into medical school budgets is only 21%,
most of it for research.

My real concern is that the legislation pro-

posed to correct the geographic and specialty

maldistributions of health manpower may not only

fail to solve the problems but may undermine

that freedom which is the basis of excellence on

which American medical schools are built.

Medical education costs roughly $13,000 per

student per year, an amount considerably more

than that available from tuition, fees, endowment,

or state appropriations. To help the medical

schools, sorely pressed by inflation, meet their

educational costs, the federal government has

provided through the past 5 to 6 years a subsidy,

termed the Capitation Grant, of between $1,500

and $2,000 a year per student. The proposed

Tm
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manpower legislation would use the Capitation

Grant as the instrument to force the medical

schools to redress the imbalances in medical

manpower. Specifically, each school would be

mandated to admit medical students of whom
at least 35% would be required to commit them-

selves to serve in an underdoctored area in the

National Health Service Corps for a prescribed

period after graduation. Students agreeing to

this proviso might receive a National Health Ser-

vice scholarship to subsidize their education if

the federal government provided this opportunity.

Failure of the school to deliver the 35% quota

would be penalized by loss of the Capitation

Grant. This part of the legislation is presumably

designed to induce—or perhaps coerce, depend-

ing on one’s point of view—young physicians to

settle in underserved areas.

Will the legislation accomplish what it aims to

do? I doubt that it can, for several reasons.

First, the commitment exacted through service

in the National Health Service Corps is transient;

it may place some warm bodies in rural com-

munities or in inner cities, but it cannot assure the

permanent upgrading of health care in these areas

that we all desire. Second, fiscal inducements, in

the form of scholarships or loan forgiveness, to

practice medicine in remote areas have been tried

and been found wanting. Third, the National

Health Corps scholarships are likely to be opted

for by the less affluent students, which will negate

the very principle that your colleague in the

Senate seeks—an equal opportunity for medical

education for all students of any financial back-

ground. Fourth, it holds the medical schools re-

sponsible for the behavior of their students by

penalizing them if the students fail to honor their

commitment, hardly a sound principle of Anglo-

Saxon justice. Fifth, the need for the legislation

may be questioned because National Health Ser-

vice Corps scholarships are already oversub-

scribed threefold. With voluntary response to the

principles espoused by these scholarships, is con-

scription really needed? Finally, there is little evi-

dence that basic health in rural communities is

closely related to the presence of a physician. For

example, there is no evidence that the morbidity

and mortality statistics in South Dakota with its

75 physicians per 100,000 are any worse than

in Massachusetts where the ratio of physicians

to population is 200 per 100,000. Likewise, the

ill health characteristic of the inner city is clearly

much more a function of poverty, crime, alcohol-
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ism, drug abuse, and other features of urban

blight than of lack of access to health care.

The solution to geographic maldistribution of

medical care is far more complex than forcing

young physicians into indentured service. It in-

volves in rural areas the creation of a health

care network that uses modern techniques of

communication to bring up-to-date information to

patients in these remote areas; it requires allied

health personnel to provide the need continuity

in care; and it needs to deploy advanced modes

of transportation to carry patients to appropriate

medical centers when their transport is necessary.

The concept of a physician for every hamlet

no matter how small is not viable.

Similarly, enticing doctors to practice in the

inner city will require the correction of many
societal ills by providing proper education and

increasing job opportunities as well as the up-

grading of health care facilities. The present

downturn in state Medicaid support runs directly

counter to solving the problem of better health

care in the city. Only if these societal ills are

remedied will adding the appropriate number

and mix of physicians better the health status

of urban persons. To say that these problems

will be difflcult to solve is an understatement, but

as legislators you need to deal with them even

though this may be harder and infinitely more

challenging than moving a few doctors around.

I predict that a look at the systems for providing

health care beyond simply their physicians will

motivate you to correct a number of other societal

problems. As these problems are corrected, the

geographic maldistribution of physicians will be

alleviated.

Let me discuss briefly now the second issue

raised by your distinguished colleague: the mal-

distribution of specialists. Most of us in medi-

cine realize that there are too many subspecialists

and superspecialists in surgery and medicine. We
can tell you, however, that the system is respond-

ing to the imbalance. For example, in the recently

concluded matching plan that determined the

first year of graduate medical education for the

class of seniors receiving their M.D. degrees in

1976, there were 16,112 residency positions

available, of which 8,213, or slightly in excess

of 50%, were in the primary care specialties of

family practice, general practice, internal medi-

cine, and pediatrics. On the first matching step,

90% of all of these positions were matched,

while only 66% of nonprimary care positions
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were matched. Moreover, there were many un-

matched applicants, all in family medicine, in-

ternal medicine, and pediatrics. In all, at the end

of the matching, between 56% and 58% of

graduating seniors had opted for a primary care

specialty, well in excess of the goal mandated

by the health manpower legislation for 1979!

Put another way, we have received the message.

As a matter of fact, we in internal medicine, as

well as our colleagues in pediatrics and family

practice, could do a great deal more if you would

help us finance more training positions in pri-

mary care on a sound and permanent basis. It is

expensive to train physicians, particularly in the

primary care specialties that require a good deal

of ambulatory care experience, and we recognize

that not all of the costs of graduate education

can be charged to patient care. We need your

help to provide more training opportunities for

young physicians who choose a career in pri-

mary care.

We in internal medicine face a special problem

because all of our trainees are initially trained

as general internists—excellent primary care phy-

sicians—but they then have the option to become

subspecialists in cardiology, gastroenterology,

hematology, and other subspecialities of medicine.

We think there are too many of these subspecial-

ists, and we are trying as hard as we can to

decrease the number voluntarily. We believe we

are succeeding, for two reasons: many young

people in medicine share the view that the coun-

try needs more primary care internists; and the

excess of subspecialists is being translated into

market forces that will cause shifts into primary

care—why become a cardiologist if there is no

one left to catheterize except your fellow cardi-

ologist?

Next, if you really want to affect the specialty

distribution of physicians, provide the proper in-

centives by bringing into appropriate balance the

fees paid for a thorough history and physical

examination, clinic and office visits, and careful,

personalized care, instead of incentives that tend

to promote procedures or laboratory tests. As the

system works at present, the reward favors the

doer rather than the thinker.

Please do not place the onus of all the faults

of our health care system on the medical schools.

These institutions have given the United States

the best educated physicians in the world. These

physicians, along with many other health pro-

fessionals, have provided our people with excel-

lent health care. For nearly 30 years public

policy has demanded that these institutions pro-

vide an improved scientific base for medicine and

that they translate this improved science into

action at the bedside. It is fair to say that schools

have responded. Moreover, the schools began

to appreciate the problem of primary care well

before it came to the attention of the Congress.

Remember that it takes 7 to 10 years after gradu-

ation from college to train a physician for prac-

tice. Given this prolonged apprenticeship, you

cannot expect instant solutions for problems that

took so long to develop and that will take some

time to resolve. Please remember that in a free

society it is much more difficult to achieve social

goals—whether these be the conservation of

energy, the rational use of tobacco, or the distri-

bution of physicians—than in a tyranny.

By all means, keep an eye on medicine and

insure that the profession is providing the high

level of health care that most Americans con-

sider to be a right. Look to see whether the

medical schools are responding to the needs of

the nation; they are and they will. More impor-

tant, do not, in redressing some perceived

wrongs, impose so many regulations that they

hamper the spirit of free inquiry in the medical

school or the ability of the practicing physician

to do the best for his patient.

I know that in this complex society the task is

difficult. I know that you will do in 1976 just as

your predecessors did in 1776. In that momen-
tous year, our government was conceived as being

accomplished through the consent of the gov-

erned. Coercion whether by the purse or the

police is inimical to the principles of this free

society. The medical profession and its schools

recognize the symbiotic relationship that must

exist between citizens and their government. This

relationship needs mutual respect and understand-

ing and a willingness to seek rational solutions.

This is the goal toward which we must strive in

1976.

In the hope that you will apply your best tal-

ents to this matter, I remain yours very respect-

fully.

Benjamin Rush concluded his letter on pa-

triotism, in 1773, with this statement:

Remember, my countrymen, the present era

—perhaps the present struggle—will fix the

Constitution of America forever. Think of

your ancestors and of your posterity.

Now, in 1976, we are engaged in a struggle
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to improve Americans’ access to and quality of

health care, and to better our system of medical

education to serve this struggle. When our descen-

dants survey our deeds 200 years hence, / hope

they will be able to say that we were as success-

ful in reaching our goals as our forebearers were

in reaching theirs.

(See Editorial, “How Do You Form a Team?”—Ed.)

Requests for reprints should be addressed to Robert

G. Petersdorf, M.D.; Chairman, Department of Medi-

cine, University of Washington School of Medicine;

Seattle, WA 98195.

Robert G. Petersdorf, M.D., F.A.C.P.

Seattle, Washington

Reference

1. Butterfield, LH, (editor): Letters of Benjamin

Rush, Vol. 1. Princeton University Press, 1951, pp. 83-

84 (letter dated 20 October 1773).

Reprinted by permission from The Annals of Internal

Medicine, 85:117-119, July 1976.
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HIGHLIGHTS OF 200 YEARS
OF AMERICAN MEDICINE

Quality Medical Education

Pioneered by Flexner Report

Prior to 1910 the training of doctors in America

was often poor and haphazard and virtually unregulated.

There were some very good schools, but there also

were many poor ones: schools that operated on budgets

of less than $10,000 a year; that admitted students

without even high school preparation; that were formed

primarily to make money for the proprietors.

In 1910 came the famed Flexner Report. Actually,

it was Bulletin Number Four of the Carnegie Founda-

tion for the Advancement of Teaching, prepared by a

former school teacher turned educational philosopher,

Abraham Flexner. It revolutionized medical education.

The report was developed because the American

Medical Association’s Council on Medical Education

requested the Carnegie Foundation to undertake an

objective study of American medical education. Much
of the spadework had already been done by the AMA
staff under the direction of the Council. Flexner began

with this background information which pointed out

deficiencies in many medical schools, and he subse-

quently prepared a report that became the basis for

extensive reform.

Immediately on publication of the Flexner Report,

the AMA’s Council on Medical Education instituted

a formal process of survey and accreditation, in

chronological rotation, of all U.S. medical schools. Some
of the poorest schools closed rather than face evaluation

by impartial outsiders. By 1928 the 155 schools, many

of them mere diploma mills, had been reduced to 76

that met the basic requirements for proper teaching.

Through the intervening years the number of schools

has gradually built up to today’s 115, all carefully

structured to meet rigid accreditation requirements.

And more are on the boards.

In 1910 only two medical schools required a college

degree for entrance, most required no college experi-

ence at all, and many failed to require even a high

school diploma. Students entered medical school grossly

deficient in basic science and math, now considered

absolutely fundamental preparation for the study of

medicine. Flexner’s proposal that two years of college

science training be required for entrance soon became
universally accepted. Today few enter medical school

without an undergraduate degree.

Flexner also recommended the study program for a

medical course of four years that is now widely fol-

lowed—two years of basic training in life sciences and

two more years of training in actually treating patients

—the clinical years. And today advanced training be-

yond the four-year course is now accepted everywhere.

It would be difficult to overestimate the impact of

the Flexner report of 1910. By exposing the deplorable

truth about commercially dominated medical schools,

his report, together with the financial support given

by the then newly founded Rockefeller and Carnegie

Foundations to medical colleges, inspired the reforma-

tion that produced an entirely new age of quality in

American medicine.

Abraham Flexner served as the catalyst to bring to

fruition the objective sought since its founding in 1847

by the American Medical Association—improvement

of medical school standards, methods and facilities.

Flexner continued his studies of medical education in

Europe, and later served as the founding head of the

Institute for Advanced Study at Princeton. He died in

1959 at the age of 93.

Prepared by the American Medical Association.
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Clinical Center Study of

Patients with Ovarian Cancer

The cooperation of physicians is requested in the

referral of patients with ovarian cancer for studies

now in progress at the Clinical Center, National Insti-

tutes of Health, Bethesda, Maryland. These studies

are being conducted by the National Cancer Institute’s

Medicine Branch.

Patients with all stages of ovarian cancer are eligible

for ongoing studies provided they have received no

previous chemotherapy or radiotherapy, are less than

65 years of age, and have no other major illnesses.

For the present studies the Medicine Branch is seeking

epithelial ovarian tumors only (serous, mucinous, or

undifferentiated). Specifically excluded are patients with

tumiors of borderline malignancy and germinal ovarian

tumors.

Patients with granulosa cell tumors who otherwise

fulfill the above criteria will be considered for treat-

ment programs as well.

Operative reports, pathology reports, blocks and slides

must be forwarded with the patient for review.

Physicians interested in further details or in having

their patients considered for admission may write or

telephone

:

Attending Physician, Medicine Branch

National Cancer Institute

Building 10, Room 12N-226

Bethesda, Maryland 20014

(301) 496-4916

Clinical Center Study of Patients with

Locally Unresectable Carcinoma
of the Pancreas

The cooperation of physicians is requested in the

referral of patients with biopsy-proven locally unre-

sectable adenocarcinoma (ductal, acinar, or undifferenti-

ated type) of the pancreas for studies being conducted

by the National Cancer Institute’s Medicine Branch at

the Clinical Center, National Institutes of Health, Be-

thesda, Maryland.

Otherwise untreated patients without widespread intra-

abdominal or intra-hepatic disease who are ambulatory

and under 65 years of age are potentially acceptable.

The studies involved intensive treatment with radio-

therapy and chemotherapy.

Physicians interested in further details and in having

their patients considered for admission may write or

telephone:

Attending Physician, Medicine Branch

National Cancer Institute

Building 10, Room 12N-226

Bethesda, Maryland 20014

Telephone: (301) 496-4916

Clinical Center Booklet Available

The Clinical Center, research hospital of the National

Institutes of Health in Bethesda, Maryland, has issued

a revised edition of its booklet CURRENT CLINICAL
STUDIES AND PATIENT REEERRAL PROCE-
DURE.

This publication, designed especially for physicians,

describes the clinical research studies now in progress

and outlines the procedure to be followed by those phy-

sicians wishing to refer patients to the Clinical Center

for study.

Copies of this booklet are available from:

Chief, Olfice of Clinical Reports and Inquiries

The Clinical Center

Building 10, Room lN-248

National Institutes of Health

Bethesda, Maryland 20014

Phone: (301) 496-2563

Latest Directory from Eaton Laboratories

Lists 192 Medical-Surgical Films and
Slide Programs

lust published, “The 1976 Directory of Medical Eilms,

Audio Visuals and Medical Education Resources,” is

available, at no charge, from Eaton Laboratories. This

new Directory lists 192 different films and slide pro-

grams in the fields of urology, plastic and reconstruc-

tive surgery, burn therapy, gynecology, nutrition, den-

tistry, neurology and spasticity. Copies of the Directory

may be obtained from local Eaton representatives or

directly from Eaton Laboratories, Norwich, NY.

PHYSICIANS WANTED

LaFollette Community Hospital,

LaFollette, Tennessee is seeking

an emergency room physician for

immediate placement. Also, in

need of family practice physician,

OB-GYN, and pediatrician. Guar-

anteed minimum $30,000 per year.

Completely furnished office build-

ing adjacent to hospital. Located

in East Tennessee, 45 miles

north of Knoxville.

Contact J. B. Wright, Administrator,

LaFollette, Tennessee 37766.

Phone 615/562-2211.
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UP TO

GROUP LIFE INSURANCE

NOW AVAILABLE

PLUS

$50,000

Accidental Death Coverage

Also Your Tennessee Medical Association

Group Life Insurance coverage can be

Group Term or Group Permanent or a

combination of both.

Cut And Mail For Details

Name

number street

city state zip code

date of birth

Mail to: DUNN-LEMLY-SIZER
900 Church Street

Nashville, Tennessee 37203

615-242-8301

UNIQUE TAX SHELTER

Especially structured to offer maximunn tax

savings. A hi-leveraged (four to one) motion

picture tax shelter, that will not be affected

by any of today's contemplated changes in the

new tax laws. (Not a limited partnership).

Will stand professional scrutiny.

You or your tax advisor call toll free:

1-800/528-6050 Ext. 650

or write for complete details

SHELTERED MANAGEMENT CORP.

505 Northern Blvd.

Great Neck, N.Y. 11021

516/829-8848

J
WHITE SURGICAL SUPPLY CO.

1921 55 Years 1976

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

While Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701
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Mental Health Benefits of the Tennessee

Medieaid Program
C. RICHARD TREADWAY, M.D.*

Introduction

Until 1972 no benefits had been provided for

mental health services given to Tennessee Medi-

caid patients. The exclusion of services had rep-

resented a decision of the State Legislature and

State Medicaid Policy Committee and had not

been necessitated by Federal law or regulation.

Federal law and regulation had permitted states

to include limited mental health services if they

so chose.

Even the limited mental health benefits possi-

ble had been excluded in Tennessee for two pri-

mary reasons. One was the control of cost. Ten-

nessee had attempted to get into the Medicaid

program slowly and had limited its basic Medicaid

program in such a way as to limit cost. This

fiscally conservative approach had been suggested

by the rapid escalation of cost in other states

which had early adopted a comprehensive form of

coverage.

A second factor in the denial of mental health

benefits was the belief that the state had already

discharged its responsibility to the medically indi-

gent psychiatric patient by the provision of state

funds for both state hospitals and state supported

community mental health centers. The extension

of Medicaid benefits to mental health centers and

private psychiatrists was therefore seen as a

duplication.

Community Mental Health Centers

Of some interest is the fact that inclusion of

community mental health centers in Medicaid

*Associate Vice-Chancellor for Medical Affairs, Van-
derbilt University, Nashville, Tenn. Former Tennessee

Commissioner of Mental Health.

reimbursements preceded that of psychiatrists.

The decision to include mental health centers was

made in 1972 and was implemented in 1973.

This decision permitted reimbursement to mental

health centers of any physician services provided

to Medicaid eligible persons. Eligibility for Medi-

caid was essentially synonymous with welfare

status.

In community mental health centers, services

supervised by licensed physicians but provided by

psychologists, social workers, or nurses are also

reimbursed. This reimbursement of allied health

professionals occurs only in the mental health

centers.

In order to control costs of the Medicaid re-

imbursement of physician services in mental

health centers, it was decided initially to offer

reimbursement only for outpatient visits and not

to extend coverage to inpatient care or day hos-

pitalization. Another cost control was the deci-

sion of the Department of Mental Health not to

exceed thirty-five dollars reimbursement per visit

regardless of cost. The thirty comprehensive com-

munity mental health centers are currently being

reimbursed at a rate of $100,000 per month or a

total of 1.2 million dollars a year.

Although the Medicaid program at mental

health centers has generally gone well, there were

some initial abuses which required correction.

These abuses at times involved the absence of

physician supervision for services that must be

physician supervised or provided in order to be

eligible for reimbursement. Another problem
was the initial occasional submission of inappro-

priate charges such as recreation therapy or social

services. These problems have now largely been

corrected.
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Psychiatric Services by Private Physicians

In 1975 the Tennessee Medicaid program was

broadened for the first time to include payment

for psychiatric services. Coverage under Medicaid

had been provided for most medical services in

Tennessee, but dental and psychiatric services

had been specifically excluded. Psychiatric ser-

vices by licensed physicians are now reimbursed

whether or not they are psychiatrists and whether

they are provided on an outpatient or inpatient

basis.

The decision to include psychiatric services

came as a result of the encouragement of private

psychiatrists, the Tennessee District Branch of

the American Psychiatric Association, and the

Department of Mental Health. The Department

of Public Health was willing to consider the mat-

ter if the inclusion could be shown to be fiscally

sound and designed in such a way as to eliminate

unnecessary duplications.

Although it was extremely difficult to project

a total cost for the inclusion of psychiatric ser-

vices, administrators of the state Medicaid pro-

gram did postulate initial estimates for psychi-

atric benefits based upon discussions with the

Department of Mental Health and private psychi-

atrists. They believed this decision would increase

the cost of the total Medicaid program by no

more than 10 percent. This estimate appears to

have been correct, since the actual reimburse-

ment of psychiatric services in 1975-76 amounted

only to an estimated $200,000 (Personal com-

munication).

As for the matter of duplication of effort, it

was not thought important whether medically

indigent persons were served by mental health

centers or by private psychiatrists as long as they

were served by a competent professional provider.

Duplication of effort was not thought to be a

genuine issue.

Forty-three of the 50 states now provide psy-

chiatric benefits under Medicaid,

Mental Health Institutions

Coverage for Mental Health and Mental Re-

tardation Institutions began in the 1971-72 fiscal

year. Reimbursement is provided to qualified

extended care (ECF) and intermediate care

(ICF) facilities for patients who have been cer-

tified as eligible under the Medicaid Program.

Reimbursement grew to 13.5 million in support

of the three Mental Retardation institutions in1974-
75 and 10.9 million for support of the state

psychiatric hospitals. Total Medicaid support for

Mental Health and Mental Retardation Institu-

tions in 1974-75 was thus 24.4 million dollars.

It is projected to be 26.8 million dollars for
1975-

76.

Extent of Tennessee’s Medicaid

Reimbursement for Mental

Health Services

Funds expended for mental health services

have increased dramatically over the initial three

years of coverage. In 1971 there were no Medi-

caid dollars expended on mental health. In fiscal

year 1975-76 more than 28 million dollars will be

expended. (Table 1 and Fig. 1)

Percentage of Medicaid Expenditures

1975-76 (Projected)

Of total projected state Medicaid expenditures of $200,000,000,

$28,200,000 are for mental health services.

Fig. 1.

Table 1

Total Medicaid Reimbursement for

Mental Health Services

Psychiatric Services by

Private Physicians

Community Mental Health

Centers

State Mental Health and

Mental Retardation

Institutions

Total

1975-76 (Projected)

200,00 (estimated)

1,200,000

26,800,000

28,200,000
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Non-Medical Mental Health Services

An interesting point recently raised in regard

to the coverage of mental health services by Medi-

caid is whether only those services provided by

or supervised by physicians will continue to be

covered under Medicaid or whether Medicaid will

also reimburse non-physician supervised services

provided by clinical psychologists, social work-

ers, nurses, clinical pastoral counselors, alcohol-

ism counselors, drug abuse counselors, and other

mental health professionals involved in the direct

provision of care. This issue will of course be

determined by a multitude of factors. Some of

these are professional, having to do with com-

petence and capacity for independent judgments.

Another is political, having to do with whether

or not psychologists are able to pass a state law

requiring Medicaid to reimburse clinical psycholo-

gists. Another important factor is cost. The

broader the mental health coverage under Medi-

caid, the more costly the Medicaid program will

become.

A somewhat different approach would be to

reimburse only for the medical components of

mental health services. In this approach a psy-

chiatrist might be reimbursed for medical diag-

nostic interviews, inpatient hospital care, psy-

chiatric visits in which medication is prescribed,

but not for group psychotherapy, family counsel-

ing, or individual psychotherapy. These latter

activities might be construed as non-medical men-

tal health services which could be provided by a

psychiatrist, a clinical psychologist, or any one

of a number of other mental health professionals.

In our judgment the decision about either

which mental health disciplines are covered or

which types of mental health services are covered

will be made primarily around the issue of cost,

which has been a predominant concern of the

state Medicaid program during the past year,

and will likely remain so during the next few

years. The earlier projected deficit of $18 mil-

lion in the 1975-76 fiscal year makes it highly

unlikely that any major expansion of Medicaid

coverage will occur in the near future. Addi-

tional funds had to be appropriated above the

original appropriation just in order for the pro-

gram to continue operation beyond the spring

of this year when funds had been projected to

run out. The Federal congress has also recently

expressed concern about the steady escalation in

Medicaid and Medicare programs nationally.

Congressional action now being considered may

result in a decrease of federal Medicaid and

Medicare expenditures in the future. At any rate

attitudes in both state and federal legislative

bodies would appear to be inimical toward any

expansion of the program.

Medicaid Reimbursement of Mental Health

Services in Other Southeastern States

Alabama reimburses physicians for recipients

seen in mental health clinics. Reimbursement is

also provided for short term inpatient care in

general hospitals, both for physicians and hospi-

tals. Outpatient care by private psychiatrists is

not reimbursed. The program also covers mental

patients placed in nursing homes.

Florida Medicaid provides vendor payments

to state mental hospitals for Medicaid patients of

65 years and older. It will reimburse a board

eligible or certified psychiatrist provider (MD or

DO) the allowable charges for covered psycho-

therapy services rendered a Medicaid recipient.

At the present time, a cap of $156.00 per pa-

tient for the 6 month period ending June 30,

1976 has been established for psychiatric services

due to a projected Medicaid deficit for this fiscal

year.

Georgia provides a relatively full range of men-

tal health benefits under Medicaid. Psychologists

are also included.

In Kentucky, mental health and psychiatric

benefits are covered primarily under two Program

areas, the physician services segment and the

Community Mental Health Center segment.

Physicians who are not board certified or

board eligible in psychiatry may be reimbursed

for no more than four (4) psychiatric proce-

dures/examinations per patient per calendar year,

while board certified or board eligible physicians

in psychiatric practice may bill for their services

without limitation, provided, that the services are

necessary and otherwise included in Program cov-

erage.

Community Mental Health Centers may be

reimbursed for services rendered by a psychia-

trist, psychologist, psychiatric nurse or master

social worker. In accordance with Federal regu-

lations, inpatient services rendered in psychiatric

facilities are available to recipients under age 21

and over age 65. Psychiatric admissions to a gen-

eral hospital may be covered during the treatment

of an acute phase of such a condition, subject

to Program staff review for appropriateness of

treatment and length of stay.
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The Mississippi Medicaid Program does not

have specific separately provided services for psy-

chiatric or mental health coverage, but rather

covers it just as any other illness or accident with

a $250.00 annual limit for the services of the

psychiatrist. There is a provision in the Missis-

sippi law providing for coverage for individuals

over 65 in an approved psychiatric hospital,

though the state does not have a facility that is

qualified under this provision of the law.

North Carolina Medicaid patients are permitted

two outpatient visits per year to private psychia-

trists. Third and subsequent outpatient visits re-

quire prior approval except when at mental

health centers. Acute inpatient care is reimbursed

only at general hospitals, private hospitals, and

mental health centers. State hospitals receive ICF

funds.

In South Carolina, there are no specified men-

tal health benefits under the state Medicaid pro-

gram.

The Virginia Medical Assistance Program pro-

vides for the equivalent of 50 one-hour psycho-

therapy sessions per recipient for life. A Psychi-

atric Appeals Board meets monthly and considers

extensions of this maximum upon request of the

treating psychiatrist. All sessions are considered

within this limitation wherever conducted,

whether in a private office, general hospital, or

mental health clinic. Short-term hospitalization

for psychiatric reasons is restricted by a general

limitation of 14 days hospitalization per admis-

sion, with a possible extension to a total of 21

days. Virginia also provides psychiatric care in

the state mental institutions for those aged 65

and over.

West Virginia covers the first 10 days of in-

patient care for the categorically needy and medi-

cally indigent for acute psychiatric disorders. The

next fifty days may be pre-authorized by the State

Continued on page 710
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Alabama yes yes yes no

Florida yes yes no no

Georgia yes yes yes yes
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Tennessee yes yes yes yes

Virginia yes yes yes no
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Outpatient physician services eligible only if provided in

Mental Health Center

Currently have a maximum reimbursement of $156 Patient

per six months for psychiatric services

Limit of 10-12 days of inpatient care per year

Also reimburses psychiatrists, phychologists, psychiatric

nurses, or master’s social workers in Community Mental

Health Centers

Annual limit of $250 for services of the psychiatrist

Physician services limited to 2 visits per year except at

Mental Health Centers

No specified mental health benefits under State Medicaid

program

20 day limit on inpatient—no outpatient limit. Psychol-

ogists may participate only if patients are referred by

physicians

Limit of 50 one-hour psychotherapy sessions per lifetime.

Inpatient limit of 14-21 days per year

Limit of 10-60 days of inpatient care per year
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Importance of the Headrest in

Ophthalmic Surgery
SPENCER P. THORNTON, M.D., F.A.C.S.

Several studies in the literature concerning

complications related to anesthesia refer to prob-

lems of maintenance of a patent airway and ven-

tilatory problems with general anesthesia or

breathing problems caused by the tongue falling

backward into the throat in non-intubated pa-

tients under light anesthesia.

In 1975, Salem, Bennett, Schweiss and col-

leagues^ reported a collaborative retrospective

study undertaken to investigate cardiac arrest re-

lated to pediatric anesthesia in seven institutions

between 1960 and 1972. They reported 73 in-

stances in which factors related to anesthesia

were thought to have been responsible. These

cases were found to fit into two main categories:

cardiovascular and respiratory. The most promi-

nent respiratory factors were failure to maintain

a patent airway and ventilatory problems.

Respiratory compromise is an important factor

in other studies. Greenberg^ in 1965 reviewed 20

cases of cardiac arrest related to anesthesia and

found that respiratory embarrassment had pre-

ceded cardiac arrest in most cases. Similarly,

Graff and colleagues^ reported in a study of

anesthetic deaths in children that respiratory prob-

lems were imphcated in 83 percent of the deaths

related to anesthesia, and notably, more than one

half of the deaths from anesthesia occurred in

healthy children.

Airway obstructive problems have been re-

ported as a consequence of the light anesthesia

used in intraocular microsurgery. Abrahamson

and colleagues'* in a 1975 report of the use of

intravenous diazepam as a potentiating adjunct to

local anesthesia in intraocular surgery reported

that their only adverse reaction noted was diffi-

culty in breathing because of airway obstruction

due to the tongue falling backward into the throat

as a result of the light anesthesia.

The standard corrective measure for an ob-

struction of the airway by the dropping back of

a relaxed tongue is to lift the chin. This is usually

done by a member of the surgical team and may
require interruption of the procedure. Abraham-

Presented before the Tennessee State Academy of

Ophthalmology, Memphis, Tennessee, April 1976.

son noted^ that immediately after administration

of intravenous diazepam patients may snore or,

occasionally, the tongue may slip backward into

the throat. “This can be corrected by the lifting

of the chin upward by a member of the surgical

team or, as was required in one case, the inser-

tion of an airway.”

Several years ago this author studied the vari-

ous factors contributory to respiratory compro-

mise during anesthesia and noted that improper

position of the head, chin and neck were impor-

tant factors, and could possibly be corrected by

incorporating certain features into the surgical

headrest. Support of the neck and extension of

the head would be important features, as would

adequate immobilization of the head without sac-

rificing patient comfort. This was felt to be par-

ticularly important with intraocular microsurgery

because of the limited field under the operating

microscope.

The result of this study was the design and

manufacture of a surgical headrest made of com-

fortable and absorbent urethane foam of one

piece construction incorporating neck support

and providing extension of the head and raising

of the chin; head support without pressure on the

ears gave extreme comfort. In addition to its

other advantages, its size was designed for use

with adults and children without modification. It

is easily cleaned with soap and water and is

sterilizable by steam or gas. It is available from

Week and Company (Catalog No. 9-900).

Over a long period of use, we have found

that if additional hyperextension is needed it is

simply accomplished by placing a folded towel

under the neck support portion of the headrest.

In practice, our rule of thumb is that if the pa-

tient begins to snore after intravenous anesthesia

we add the folded towel.

In summary, the headrest described has con-

tributed to the reduction of complications due

to airway obstruction during anesthesia and pro-

vides adequate and comfortable immobihzation of

the head.

Continued on page 710
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Cholangitis*

DR. THOMAS FERGUSON:
Patient E.A. is an 82-year-old white male who comes

to us with a one week history of intermittent nausea

and vomiting and daily chills and fever. The family

noted at this time that he had yellow eyes. Two days

prior to admission he became anorectic, lethargic, oli-

guric and more jaundiced. One day prior to admission

he developed intermittent epigastric pain with one

episode of diarrhea.

His pertinent medical history is that he developed

arteriosclerotic heart disease with congestive heart fail-

ure secondary to myocardial infarction in 1971. In

1973 he was admitted to this hospital with almost ex-

actly the same presentation as he did on this present

admission. His bilirubin then was 6.0 mg percent,

the alkaline phosphatase was elevated, and a liver scan

showed a probably enlarged gallbladder. He had two

non-visualizations of his gallbladder on oral cholecys-

tography and an intravenous cholangiogram revealed

a dilated common duct. No contrast medium was

seen in the duodenum during this study. The patient

improved without treatment, liver function studies

returned to normal and therefore surgery was not rec-

ommended because of the patient’s age and his other

serious medical problems.

Physical examination: On admission the patient’s

blood pressure was 90/50 mm Hg and his pulse was

96 per minute and irregular. His temperature was 98°E.

He was lethargic and grossly jaundiced. His lungs were

clear with an estimated CVP of about 8 cm H 2O. He
had a left ventricular lift. No murmur or gallop were

noted. The abdominal examination revealed right upper

quadrant tenderness, a liver of 12 cm in total span and

a palpable mass in the right upper quadrant. He had

markedly decreased bowel sounds but no rebound

tenderness.

Laboratory examination: The white blood cell count

was 21,000 per mm^ with three bands and 93 poly-

morphonuclear leukocytes per 100 cells and his hema-
tocrit was 37 percent. His electrolytes, BUN, and glu-

cose were within normal limits. Urinalysis revealed a

large amount of bilirubin and 0.1 Ehrlich unit of

urobilinogen. His EKG revealed a right bundle-branch

block and atrial fibrillation. An upright abdominal x-ray

showed a marked ileus.

Hospital course: The assessment of this patient’s prob-

lem was that he had cholangitis secondary to common
duct obstruction. The patient was transferred to surgery

approximately 12 hours after admission. The operative

findings included a 30 cm gallbladder with stones im-

pacted at the ampulla of Vater and a markedly dilated

common duct. The procedure included a cholecystec-

tomy, a common duct exploration, the removal of im-

Presented Oct 1 75

^Memphis V.A. Hospital Case No. 0407

pacted “mud” and stones in the ampulla of Vater,

and a sphincteroplasty. An intraoperative cholangiogram

revealed the common duct to be dilated to about 20 mm
in diameter and the cystic duct was also dilated. Pus

was found when the common duct was incised.

Discussion

DR. JOHN H. KIER;

Of the common complications of gallbladder

disease acute cholangitis is the most likely to

cause death, and this can at times occur quite

rapidly. Of 100 patients with gallstones about 15

will have stones in the common duct. Small

stones may actually pass without causing symp-

toms so that about 6 of these 15 patients may be

asymptomatic. Others have various symptoms.

Three may have obstructive jaundice, 1 pancrea-

titis, and 5 cholangitis. These stones nearly al-

ways originate in the gallbladder though a few

may arise primarily in the ducts. Just as they can

pass from the common duct into the duodenum
without causing pain if small enough, so can they

also pass without symptoms from the gallbladder

through the cystic duct. For this reason a signifi-

cant number of these patients may not have any

biliary colic preceding the onset of cholangitis.

Pathologically, cholangitis merely means inflam-

mation of the lining of the ductal system, and

unless small stones pass rather quickly into the

duodenum there is nearly always some degree

of cholangitis. In only a minority of patients,

however, does this reach a sufficient degree of

inffammation to cause clinical cholangitis.

Pathological Physiology

The morbidity of choledocholithiasis is almost

entirely explained on the basis of functional

bile obstruction,^ The obstruction increases the

biliary pressure and this decreases bile flow. If

bacteria get into the bile ducts proximal to the

site of obstruction cholangitis can result. Al-

though obstruction does not always result in

cholangitis, cholangitis always requires at least

some degree of obstruction. This was once called

ascending cholangitis, the premise being that it

arose from the duodenum, but this is probably

incorrect. The likely etiology is related to the

fact that enteric bacteria from the colon normally
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pass through the portal vein to the liver where

most of them are taken care of by the RE sys-

tem, but some bacteria filter through into the

bile ducts. With normal bile flow, however, they

are washed out rapidly. When obstruction is pres-

ent they can proliferate. Cholangitis can occur

with obstruction due to malignancy but this is

much less common than with gallstones. Precisely

why this is so is not clear. Perhaps the diseased

gallbladder contributes additional bacteria or

perhaps there is trauma to the ducts from the

stone. Another possibility that has been put for-

ward® is that with neoplasm, since the obstruc-

tion is usually complete and often occurs fairly

quickly, the biliary pressure may build up so

rapidly that it shuts off bile flow entirely and no

additional bacteria can filter down from the liver.

The chills and fever of acute cholangitis are

caused by bacteremia due to regurgitation of the

enteric bacteria from the bile duct into the blood

stream. Experimental studies have shown that

this bacterial regurgitation is directly proportional

to the height of the biliary pressure and therefore

to the degree of obstruction. The bacteria enter

the blood stream, not through the walls of the

common duct but higher up in the liver through

the space of Disse. After prolonged or severe

cholangitis multiple liver abscesses may form.

Cholangitis is probably the most common cause

of pyogenic liver abscess, which has a very high

mortality.

Signs and Symptoms

Cholangitis can be defined clinically in terms

of a triad of symptoms: pain, chills and fever,

and jaundice, the classic Charcot’s triad. With the

complete triad one can be about 90 percent sure

that the patient has cholangitis, and if this triad

of symptoms fluctuates simultaneously with re-

peated attacks, one can be almost 100 percent

certain. However, all three factors are not always

present and cholangitis can vary from a relatively

mild degree of pain, with jaundice detected only

by chemical tests, to a severe, fulminating disease

that can cause death within a few hours.

Classification

Clinically, patients can be divided into four

groups.^ The first is cholangitis accompanying

acute cholecystitis. In this situation the in-

flamed gallbladder and periductal swelling can

cause enough obstruction to result in a mild de-

gree of cholangitis. However, this subsides as

the cholecystitis subsides or as the gallbladder is

removed.

The second, nonsuppurative cholangitis, is the

most common variety by far and is nearly always

caused by stones in the common duct. However,

this is not always true and over the past two or

three years we have seen two patients who had

careinoma of the pancreas resulting in cholangitis.

The pain in this condition is caused by the sud-

den increase in pressure in the biliary system. It

closely resembles the pain of biliary colic except

that nausea and vomiting more frequently ac-

company common duct pain and the pain radi-

ates more frequently to the area of the right

scapula. Usually with an attack of cholangitis

jaundice will appear in the first 24 hours but this

is variable, depending on the function of the gall-

bladder. If the gallbladder is functioning and can

concentrate bile and if it can distend and there-

fore sequester bile, it may postpone the onset of

jaundice. As the biliary pressure increases, even

in these patients with nonsuppurative cholangitis,

bacteria enter the bloodstream and the patient

begins to have chills and fever with temperatures

up to 102° and 103°F. Blood cultures are fre-

quently positive though the patient is usually not

severely toxic. If the stone passes or if by a ball-

valve action it floats away and the obstruction is

relieved, the symptoms may subside in two or

three days, with the jaundice fluctuating. The

whole syndrome is likely to recur.

The third variety, acute obstructive suppurative

cholangitis^'®, may be a disastrous occurrence.

It is an acute and unrelenting severe cholangitis

accompanied by pus in the obstructed duct. The

degree of obstruction is very great, resulting in

biliary pressure high enough to cause tremendous

bacterial regurgitation and enough bacteremia to

result in septic shock. This process is an acute

surgical emergency and I will discuss it in more

detail later.

The fourth variety is cholangitis with hepatic

abscess. Unrelieved biliary obstruction compli-

cated by infection can result in hepatic abscess.

Diagnosis

In cholangitis other than the mild variety right

upper quadrant pain is usually present, although

its degree is not as great as in cholecystitis. Be-

cause the gallbladder is usually a scarred and non-

distendible it is usually not enlarged enough to

be palpable. This is the basis of Courvoisier’s

Law, which states that in obstructive jaundice a
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palpable gallbladder means malignancy. As with

most “laws” in medicine it is sometimes violated,

as it was in this patient, who did have a palpa-

ble gallbladder. Bilirubin will be increased, as

will the alkaline phosphatase, but occasionally

early in the course of the disease, or if the ob-

struction is not complete, only the alkaline phos-

phatase may be elevated. The SCOT does not

usually rise very high, about 200 U/ml, but it

may occasionally go to 500 U/ml. The white

count is usually elevated, though in elderly and

debilitated patients it may be normal.

Aside from the clinical and laboratory find-

ings the diagnostic tests are radiographic. The

plain film of the abdomen does not contribute

much since only 10 to 15 percent of stones will

have enough calcium to show up. An oral chole-

cystogram also is usually not helpful in a jaun-

diced patient. The oral opaque media that we use

must be conjugated by the liver before excretion

and then concentrated by the gallbladder, so the

ducts are rarely visualized. In the intravenous

cholangiogram a different type of medium is em-

ployed. This does not require liver conjugation

and therefore is excreted more rapidly and in

high concentration, so that here the ducts may
be visualized. Unfortunately, even in normal pa-

dents the degree of visualization is sometimes

just on the borderline of radiographic visibility,

so that anything that tends to obstruct the duct

may prevent visualization. Up to a bilirubin of

3 mgm percent about one-third of the gall-

bladders will visualize but above 4 mgm percent

there is almost zero visualization. Both of these

tests are very useful after an attack of acute

cholangitis but during the period of jaundice they

are of little use. In the presence of jaundice per-

cutaneous transhepatic cholangiography has been

helpful although it carries some risk of bile peri-

tonitis. However, I want to emphasize that it

should not be used in a patient with acute cholan-

gitis because the injection pressure would increase

the risk of bacteremia and might precipitate

septic shock. Once the fever and white count are

down and the patient is on antibiotics, intrave-

nous cholangiography can be cautiously tried

using low injection pressure. Recently, endo-

scopic retrograde duct cannulation has been used

for pancreatic disease to determine the site of

biliary obstruction and to differentiate between

intra-and extrahepatic cholestasis, but it probably

should be used only in the quiescent period and

not in the acutely ill patient.
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Differential Diagnosis

The differential diagnosis is usually not too

difficult. Acute pyelonephritis and acute right

heart failure may each have some of the features

of cholangitis but can generally be fairly readily

differentiated. Presenting more difficulty are pa-

tients with hepatic abscesses. They may have all

the signs of cholangitis, with right upper quad-

rant pain, tenderness, and chills and fever. Usu-

ally, however, they are not jaundiced unless the

abscess is secondary to cholangitis. Because ab-

scesses are space occupying lesions, the alkaline

phosphatase is usually elevated. If there is diffi-

culty in ruling out the possibility of an abscess

a liver scan should be done. Intrahepatic chole-

stasis, either viral or toxic, may at times cause

fairly severe right upper quadrant pain and the

liver function tests may be identical to those in

cholangitis. Usually, though, these patients do not

have white count elevation and do not have chills

and spiking fever. There is a type of hepatitis, the

fulminating variety, where white count elevation,

chills and fever occur, but this variety is usually

apparent because tests overshadow the tests for

cholestasis.

Treatment

As far as treatment is concerned^’® one would

like not to increase the pressure further in

the engorged bile ducts and would like to de-

crease the bile flow. We cannot do this too readily

but by giving the patient nothing by mouth and

placing him on nasogastric suction we cut down
somewhat on the amount of bile that flows into

the ducts. Much more important, however, is the

use of antibiotics. Ampicillin, tetracycline, chlor-

amphenicol and Keflin are all excreted into the

bile ducts and theoretically might have some ad-

vantage. However, if there is very much obstruc-

tion they are really not going to be excreted into

the bile ducts, and in fact it is doubtful if the

infection can be cleared as long as the obstruc-

tion is present. The important thing is to decrease

the septicemia and to preclude septic shock. Most

cases of the nonsuppurative variety will subside

in two or three days on this regimen, which will

then allow for an orderly performance of the

radiologic diagnostic studies.

Once diagnosis is made or presumed, surgery

should not be long postponed. The patient should

have a cholecystectomy and an operative cholan-

giogram followed by exploration of the common
duct with a T-tube left in place. After about two
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weeks, and before the T-tube is withdrawn, an-

other cholangiogram should be done. Unfortu-

nately, up to 5 percent of the cases will show

residual stones. If these are present, various

detergent agents have been used, such as ether

or chloroform. These substances are irritating

and more recently intraductal slow infusions of

bile salts have been shown to gradually increase

the solubility of the cholesterol sufficiently for the

stone to decrease in size just enough to pass into

the duodenum.^ After about two weeks of such

bile salt infusion approximately two-thirds of

the patients will pass the residual stones. Un-

fortunately these high amounts of bile salts will

produce severe diarrhea so that cholestyramine

has to be given orally. The bile salt, sodium

cholate, is dripped in at about 30 ml’s an hour,

and intraductal pressure is not allowed to get

above 25 mm. Hg. to avoid induction of bac-

teremia.

Heparin infusions^ into the common duct,

through a mechanism that really is not entirely

clear, have recently been shown to help induce

fragmentation of the stone, and studies are under-

way now using simultaneously a combination of

heparin and bile salts.

Acute Suppurative Obstructive Cholangitis

The syndrome I want to talk about finally,

and the one that applies to the patient presented

today, is that of acute suppurative obstructive

cholangitis.'^’^ This is a condition that the phy-

sician must be familiar with because unless it

is treated with early decompression of the biliary

tract, mortality is extremely high. In this variety

of cholangitis the toxicity and manifestations of

sepsis overshadow those of cholestasis. The pa-

tients have hypotension and mental changes in

addition to pain, fever and jaundice. They may
and often do have oliguria or anuria. Because in-

fection in the face of high grade obstruction

progresses so rapidly the serum bilirubin actually

may not rise, at least it may not have reached

high levels, before the patient has actually be-

come moribund because of sepsis. There usually

is no use in attempting any radiologic diagnosis

and a “trial of medical therapy” is often disas-

trous. What should be done medically is initial

resuscitation with intravenous fiuids, antibiotics

and measures to restore cardiac and renal func-

tion. This in some cases has even included prior

hemodialysis. These measures followed by de-

compression of the obstructed duct offer about

the only hope these patients have. Otherwise the

mortality is prohibitive. The ducts in fact are

often under such increased pressure that pus

actually spurts out when they are incised. If the

patient’s condition permits, after decompression

a cholecystectomy should be done, the stones

removed, and a T-tube inserted. When inflam-

matory changes have caused enough narrowing

in the ampullary area or the lower part of the

common duct, further surgical procedures are

necessary to insure adequate drainage. These

could be either a choledochoduodenostomy or,

as was done in this patient, a sphincteroplasty to

leave a wide enough conduit for residual stones

to pass.

A recent report by Hinchey° involving 24 pa-

tients with acute obstructive suppurative cho-

langitis disclosed a few interesting facts. Out of

the 24 patients, 13 had bilirubins up to only

5 mgm percent and 4 had no jaundice at all.

Also, 5 of these 24 patients had normal tempera-

tures on admission and 9 of them had normal

white counts. Thus the diagnosis is not always

clear-cut. Of his patients presenting in shock and

not operated upon, all died. However, when those

presenting in shock were operated on, with de-

compression of the biliary tract 2/3 were sal-

vaged. Another group appeared initially to im-

prove on medical therapy but then rapidly

deteriorated, resulting in a 50 percent mortality.

A final group had mild nonsuppurative cholan-

gitis on admission but developed the acute sup-

purative syndrome while in the hospital. As they

were under close observation this situation was

quickly detected and with prompt operation all

survived.

I think one can see from these results that

surgical consultation should be obtained imme-

diately if the suppurative variety is suspected. In

fact, even in the ordinary nonsuppurative cholan-

gitis consultation should be obtained early. Infec-

tion is already present in these patients and if the

duct becomes suddenly completely obstructed,

pressure can build up quickly enough that the

patient may go rapidly into the obstructive sup-

purative stage.

Summary
I think our patient probably had suppurative

cholangitis, though he was not as direly ill as

some of these patients. I think the prompt surgery

was proper, and I believe an error was made in

1973 when he had clear-cut cholangitis with ob-
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structive jaundice, fever and chills, and right

upper quadrant tenderness. Though all of the

symptoms subsided, in the intervening period his

cholangiogram showed not only a dilated duct

but showed stones in the gallbladder. It was felt

that he should not undergo surgery because of

his age, but with stones still in the common duct

it was almost inevitable he would get cholangitis

again, and unfortunately this elderly age group

is the one most likely to develop this severe vari-

ety of the disease. In my opinion he should have

had the operative procedure at that time, during

the quiescent period,

DISCUSSION:
Dr. Alex Townes: I think the last point you

made, Dr. Kier, is important. That is the propen-

sity, particularly of these old people once they

have known gallbladder disease with cholangitis

or with stones, to get this sudden severe illness.

Mental Health and Medicaid
Continued from page 704

office for maximum hospitalization per year of 60

days for all patient care including psychiatry.

West Virginia also pays for outpatient visits, with

no distinction between Community Mental Health

Centers and private practitioners.

Conclusion

Mental health coverage under the Tennessee

Medicaid Program was nonexistent prior to 1972.

Its inclusion since that time has grown to the

point of providing $28 million annually for the

provision of mental health services to those eligi-

ble for Medicaid benefits. Mental health benefits

now constitute 14 percent of the total State

expenditures under the Medicaid program.

The inclusion of mental health benefits has

been associated with substantial improvements in

the quality of care provided in State mental

health institutions and community mental health

centers. None of the eight mental health institu-

tions was accredited prior to 1972 while five of

the eight are now accredited by the Joint Com-
mission on Accreditation for Hospitals. TTie new

Headrest in Ophthalmic Surgery
Continued from page 705
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Dr. Kier: The patient is having a rather rocky

post-operative period. I think had surgery been

done when he was quiescent two years ago, he

would have had much less morbidity.

Charles F. Kossmann, M.D.
Editor
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support provided by Medicaid to mental health

institutions has played an important role in the

achievement of accreditation status for the major-

ity of the institutions.

The inclusion of mental health benefits has

undoubtedly also had the effect of avoiding un-

necessary hospitalizations by providing psychi-

atric patients with the financial means for pur-

chasing outpatient care either from community

mental health centers or from private physicians.

The inclusion also helps to mark the end of an

era in which mental health services were consid-

ered outside the main stream of health care de-

livery.
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The World Medical Association

GERALD D. DORMAN, M.D., NEW YORK

In December 1960 Dr. Louis Bauer, a past

president of the American Medical Association,

invited me to meet some of his friends for lun-

cheon at the Canadian Club at the Waldorf

Astoria in New York. I explained that I had an

afternoon meeting I had to attend and would

have to leave about 2 p.m. He agreed and I met

a group of physicians and officers of pharmaceu-

tical houses—a very pleasant group—who were

interested in world medical problems.

The next morning Louis Bauer telephoned and

said that I was the new secretary-treasurer of the

United States Committee, Inc. of the World Medi-

cal Association (WMA). I had been elected to

the position by the Board, which met after I had

left the luncheon.

What could I do but ask Louis Bauer what the

organization was? He filled me in with some of

the following.

During World War II the Medical Services of

the allied Armed Forces found a need for mutual

consultation and planning for medical care of

casualties. From this association it was suggested

that a postwar affiliation of medical men around

the world would be mutually beneficial in ex-

changing information and setting up standards in

medical ethics, medical education, and other medi-

cal problems involving physicians.

After an organizing meeting in London in

1946, the first Assembly was held in Paris in

1947.

A strong United States delegation supplied

leadership, and when financing loomed as a prob-

lem, they agreed to set up a supporting commit-

Gerald D. Dorman, MD, received his medical degree

from Columbia University in 1929 and interned in

surgery at St. Luke’s Hospital in New York City. During

World War II he served the U.S. Army as a field sur-

geon. He continued his service association with the

Army Reserve and retired as Colonel in 1963. He has

been Medical Director and Second Vice President of

the New York Life Insurance Company. Dr. Dorman
was the AMA’s 124th President (1969-70), and is a

past chairman of the WMA Council. He is presently

Director of Medical Services for the Visiting Nurse

Service of New York, and Consultant to the New York

City Division of the American Cancer Society.

tee which would raise at least half the budget

for WMA for the first five years. As they could

not commit the American Medical Association to

such a fiscal undertaking, they organized the

United States Committee Inc. of the U.S. Trea-

sury Department. Memberships were both indi-

vidual and corporate with dues of $10 for indi-

viduals and corporate dues dependent on the

size of the corporation. Income varied between

70,000 and 130,000 dollars a year. Supporting

committees in England and “Les Amis de

L’A.M.M.” in France received some funds from

individuals but did not contribute to the budget

of WMA.
In 1960 the AMA assumed the payment of

dues of 1.5 Swiss francs per active member to

WMA as part of its budget. The U.S. Committee

Inc., under WMA Secretary-General Harry

Gear, was dissolved in 1966, and the AMA Trust-

ees made a contribution of $100,000 annually

for a 5 year period to the WMA budget. In 1973

the AMA Trustees withdrew from the World

Medical Association “because of budgetary con-

siderations” and have not been official members

since that time.

In 1974 the Council of the World Medical

Association moved its headquarters from New
York City to Fernay-Voltaire, France (about 5

miles from Geneva, Switzerland). Membership

was broadened, so that although members are

national medical associations, there is a class of

individual associate members. Associate members

have a half-day session during the Annual Assem-

bly and may elect two delegates to the Assembly.

The World Medical Association has sponsored

four World Conferences on Medical Education, in

1951, 1957, 1963 and 1973. It has drawn up

standards of ethics (a modern Hippocratic oath,

defining the obligations of a physician to his pa-

tients and to his colleagues), guidelines on clinical

investigation (human experimentation), guide-

lines on abortion, a definition of death, and stan-

dards of social security for physicians. It has

helped to maintain the freedom of the profession

especially in South America and some developing

countries, and has given assistance to member

medical associations when requested.
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Where the World Health Organization (WHO)
represents governmental Departments of Health

for the United Nations, the World Medical

Association represents physicians through their

national medical associations and through asso-

ciate memberships. Official liaison is maintained

between WHO and WMA and with other inter-

national organizations representing dentists,

nurses and other specialty societies, as well as the

International Red Cross, law societies and veter-

ans groups.

For two years now the World Medical Associa-

tion has carried on without one of its former

major supporters—the American Medical Asso-

ciation—and has made the necessary budgetary

and managerial adjustments to remain a viable

organization that continues to respond to current

international problems.

The WMA has had a fruitful history in re-

sponding to international medical problems.

Some years ago the World Health Organization

set up an expert panel to outline family practice

and how it should be directed while being estab-

lished in the developing countries. The World

Medical Association was asked to send observers.

These observers were allowed a great deal of free-

dom in reporting their findings. They not only

objected to the WHO report, but were able to

rewrite it entirely when they found that the origi-

nal paper maintained that family practice should

be entirely hospital based.

Another response to international medical

problems occurred in October of 1975 when the

WMA Assembly in Tokyo discussed a revision

of the Helsinki declaration on ‘‘Human Experi-

mentation or Clinical Investigation” in view of

developments and questions which the earlier

statement did not cover. Currently, the WMA
has been asked by WHO to develop a statement

on Crime and the Treatment of Offenders in

view of the fact physicians may be pressured by

governments to treat prisoners who have been

tortured or otherwise mistreated. The statement

will allow the World Medical Association and

fellow doctors to support the doctor and his or

her family in the face of threats or reprisals re-

sulting from a refusal to condone the use of tor-

ture or other forms of cruel, inhuman and de-

grading treatment.

Wherein does the future of the World Medical

Association lie? As an umbrella group represent-

ing all the physicians of the world, it will have to

continue to uphold the ethical standards of our
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profession and the medical standards for training

which enable all physicians to meet the needs of

their patients.

There are over 62 national medical associations

which are members of WMA at this time,

although the United Nations counts about 140

member nations. Because the formula for assess-

ing current WMA dues (two Swiss francs per

active dues-paying member of a national organi-

zation) is a hardship to some national medical

organizations, some new basis for dues is being

sought.

The additional classification of “associate

members” is in effect for individual physicians.

The dues are $25 per year. At present there are

about 4,500 associate members, with a few from

the United Kingdom, France, Scandinavia, 101

in Germany, 1,500 in Japan, and some 2,000 in

the United States. At the Annual Assembly one-

half day is given to the associate members; they

elect two representatives to the Assembly who sit

with voice but without vote. (Voting is only for

National Medical Associations in good standing.)

This grass roots input from the associate mem-
bers is a recent and important development for

a number of reasons. It allows the introduction

of new and innovative suggestions. Delegates who
have served in the WMA Assembly or Council

develop a feeling of the importance of what the

organization is doing and what it can do. Prior to

establishing the associate membership, delegates

were limited to two three-year terms on council.

Now, past delegates and councilors can continue

their support of the organization. Their guidance

can be helpful to newcomers who are sometimes

untutored in the responsibilities and opportuni-

ties of such an international organization of pri-

vate medical practitioners.

New members as well as new projects, will

give broader dimensions to WMA. Already pro-

grams have been suggested, such as exchange

visits between children of associate families in

different countries; forwarding of medical spe-

cialty journals to similar specialists in other coun-

tries; exchanges of teachers and lecturers; or ex-

change visits to hospitals and clinics abroad.

Associate membership is open to individual

physicians; dues are $25 per year and are tax

deductible. Applications for membership may be

made to the World Medical Association, Inc.,

1841 Broadway, New York, N. Y. 10023. Mem-

Continued on page 719
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Superior Vena Caval Obstruction

This 66-year-old retired white man was ad-

mitted to the hospital because of depression and

anxiety. He had a long history of emphysema

and had a myocardial infarction one year prior

to admission. Chest x-ray showed a mediastinal

mass initially thought to represent an aneurysm

of the ascending aorta. A few days after admis-

sion he became semi-comatose. Brain scans,

lumbar puncture, biochemical studies, and drug

screening yielded no information as to the etiology

of his sudden change in mental status. A cardiac

blood pool scan was performed by injecting a

bolus of three millicuries of technetium 99m
labelled macroaggregated albumin into the right

cephalic vein. Transit of the bolus to the heart

was followed by rapid sequential imaging; later

static images of the cardiac blood pool and lung

vasculature were obtained.

In Figure 1, almost total obstruction of the

superior vena cava is seen. Extensive collateral

circulation is visualized with the tracer material

Fig. 1.

From the Department of Nuclear Medicine and

Ultrasound, Park View Hospital, Nashville, Tenn. 37203.

eventually reaching the right atrium via the in-

ferior vena cava. The cardiac silhouette is un-

remarkable. A lung scan (Figure 2) shows com-

plete occlusion of the arterial supply to the right

upper lobe. Mediastinoscopy and scalene node

biopsy revealed small cell undifferentiated car-

cinoma.

Radionuclide angiography is a rapid non-

invasive method of assessing the patency and con-

figuration of major vessels. Vascular obstructions,

shunts, arterio-venous malformations, and large

aneurysms are readily detected. In many in-

stances, superior vena caval obstruction may be

demonstrated by this technique prior to the onset

of definite clinical signs.

Peggy A. Domstad, M.D.

Fig. 2.
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History: The electrocardiogram shown in Figure 1

is that of a 19-year-old asthenic white male with isolated

aortic valve disease. He had been rejected from the Navy
two years earlier because of a heart murmur. At that

time diagnostic evaluation included cardiac catheteriza-

tion which revealed a 68 mm.Hg. peak gradient across

the aoratic valve, associated with moderate aortic in-

sufficiency. The right heart pressures were normal. No
mitral valve abnormalities were apparent. There was
no history of rheumatic fever. Over the following two

years, he developed progressive weakness and dyspnea

on exertion and, with progressive cardiomegaly and

surgical therapy was recommended. Physical examina-

tion was consistent with mixed aortic valve disease.

The blood pressure was 126/50 mm.Hg. A grade 3/6

systolic ejection murmur was heard at the base and

radiated to both carotids. A grade 2/6 diastolic murmur
was loudest at the left sternal border. Moderate cardi-

omegaly was apparent but no S4 or S3 was heard.

There was no peripheral edema, cyanosis or clubbing.

At the time of surgery, the aortic valve appeared to be

bicuspid, with commissural effusion of two of the leaf-

lets, which were floppy, causing the aortic insufficiency.

A Hancock porcine aortic prothesis was used to replace

the aortic valve.

Discussion: The electrocardiogram shown in

Figure 1 is a post-surgical tracing which shows

no change from the pre-surgical tracings other

than the presence of a sinus tachycardia at the

rate of 148 per minute. Leads 1-AVF were re-

corded at “standard” sensitivity (1 mv=10mm)
while leads VI through V6 were recorded at half

sensitivity (1 mv=5mm). The QRS voltage is

increased, even for an asthenic young male. In

addition, diffiuse ST-T wave abnormalities are

apparent with T wave inversion in the lateral

precordial leads as well as 1 and AVL. Using

From the Department of Cardiology, Saint Thomas
Hospital, Nashville, Tenn. 37205.
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the point score system of Rhomhilt and Estes in

Table U, three points would be obtained for QRS
li

amplitude while the ST-T changes would also

contribute three points. The P waves in this

tracing are not well defined due to the rapid rate

and low standardization of the precordial leads,

but no terminal negativity consistent with left

atrial enlargement was noted on his pre-operative

tracings. The tracing does not show left axis

deviation, the QRS duration is not 90 msec, or

more, and the intrinsicoid deflection is not greater

than 50 msec. Thus, a total of 6 points is ob-

tained, meeting the criteria (5 points) for definite

left ventricular hypertrophy (LVH).

Many criteria exist for the diagnosis of left

ventricular hypertrophy. In general, those with a

high degree of sensitivity generally have a low

degree of specificity while those criteria with a

high degree of specificity generally have a low

degree of sensitivity. The performance of most of

the commonly used EKG criteria for diagnosis

of LVH are critically examined in a prospective

study. ^ Most of the LVH criteria which utilize

some combination of precordial lead voltages have

an accuracy in the range of 40-55 percent (true

positives), with a false positive rate in the 7-15

percent range. The Rhomhilt-Estes point score

system does not significantly improve the true

positives but has the advantage of reducing the

false positive rate to 3 percent. The other cri-

teria which have a lower false positive rate (be-

low 3 percent), generally have a true positive

rate which is in the range of 30 percent or less.

Continued on page 719

1. Amplitude 3 points

Any of the following:

(a) Largest R or S wave in the limb leads > 20 mm
(b) S wave in or > 30 mm
(c) R wave in V^. or Vg > 30 mm

2. ST-T segment changes (typical pattern of left ventricular

strain with the ST-T segment vector shifted in direction

opposite to the mean QRS vector)

Without digitalis 3 points

With digitalis (1) point

3. Left atrial involvement 3 points

Terminal negativity of the P wave in is 1 mm or

more in depth with a duration of 0.04 sec or more

4. Left axis deviation -30° or more 2 points

5. QRS duration > 0.09 sec 1 point

6. Intrinsicoid deflection in V_
g > 0.05 sec 1 point

* Left ventricular hypertrophy—5 points; probable left

ventricular hypertrophy—4 points.
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Case Presentation:

Term identical twins were born to a 29-year-old

woman with a prenatal history of “hepatitis” and cystitis

during the sixth and seventh months of gestation. Physi-

cal exam of the infants at birth revealed a 2 cm right

abdominal mass in twin 1 and so both twins had ab-

dominal radiographs (Figures 1 and 2). On the second

day twin 2 developed fecal drainage from the umbilicus

at the site of a previously attempted catheterization.

This infant had not passed meconium. Twin 1 was

healthy. What is your diagnosis for these twins?

Differential Diagnosis:

1 . Adrenal hemorrhage

2. Wilm’s tumor

3. Neuroblastoma

4. Terratoma

5. Mesenteric cyst

6. Lymph node

7. Vitelline duct or urachal cyst

8. Fetal meconium peritonitis

9. Duplication

Answer on page 716

Fig. 1 Twin 1. Calcified mass in right side of abdo-

men. The calcified linear extensions are long adjacent

peritoneal surfaces.

Fig. 2. Twin 2. Less well circumscribed calcified

mass in the right side of abdomen. Umbilical artery

catheter is present.

Discussion:

We can rule out the first four retroperitoneal

entities quickly. Adrenal hemorrhage usually is

the result of birth trauma and then calcification

takes 1-2 weeks to develop. The calcification is

circumferential as opposed to the stippled calcifi-

cations seen here. The renal, adrenal, and retro-

peritoneal tumors are exceedingly rare at birth

and would not be so extensively calcified. In ad-

dition, it is almost unconceivable to have a tumor

arising in the same place at the same time even

in twins. Lymph nodes and mesenteric cysts are

not calcified at birth, and the same prohibitive

odds against finding them in twins applies.

From the Department of Diagnostic Radiology, Uni-

versity of Tennessee Center for the Health Sciences,

Memphis, Tennessee 38163.

This leaves us with a developmental anomaly

as the only reasonable explanation. The urachus

is the embryonic communication between the

umbilicus and the bladder. Any urachal remnant

is a midline structure and is not known to calcify.

The vitelline duct is the intermediate remnant of

the omphalomesenteric duct which connected the

yolk sac and the small bowel. The enteric rem-

nant omphalomesenteric duct is Meckel’s diverti-

culum. Neither Meckel’s nor vitelline is known to

calcify or obstruct.

During intrauterine life there is always the pos-

sibility of intestinal perforation. This may be

from a developmental defect in the bowel wall,

localized ischemia, or obstruction as from vol-

vulus or abnormal band. Whatever the etiology,

the result is the same: spillage of meconium into

the peritoneum resulting in a chemical periton-
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itis. The inflammatory reaction often walls off the

perforation and the collection of meconium re-

mains relatively localized but accumulates on

peritoneal surfaces. Calcification of the intra-

peritoneal meconium invariably results. This

diagnostic possibility most closely fits the radi-

ographic appearance and results from a develop-

mental anomaly that could affect identical twins.

The last in the differential diagnostic list is a

duplication. This is usually a duplication of a por-

tion of small bowel and is a developmental anom-

aly of variable length. These duplications are usu-

ally asymptomatic but occasionally one may
obstruct. Although this is not the diagnosis, it

could conceivably be the cause of the in utero

perforation.

*

ANSWER TO X-RAY OF THE MONTH

Diagnosis:

Meconium Peritonitis in Identical Twins

Fig. 3. Twin 2. At 3 months calcified meconium in

the scrotum.

Follow-Up:

The story does not end with the diagnosis. The

sequelae demonstrate the variable complications

of this entity. Twin 2 with umbilical fecal drain-

age and no bowel movement demonstrated at

laparotomy a partially walled off abscess with

extensive necrosis of the ileocecal region. In utero

repair had not been successful. Post-operatively

the infant has had a difficult but ultimately favor-

able course. Small amounts of calcified meconium

can be seen in scrotum (Figure 3). This is not

uncommon.

Twin 1 was asymptomatic from birth and had

normal upper and lower barium exams before

leaving the hospital. The intra-uterine inflamma-

tory process had walled off and preserved the
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integrity of the gastrointestinal tract. Three

months later Twin 1 developed distal small bowel

obstruction (Figure 4). At laparotomy there

Fig. 4. Twin 1. At 3 months barium enema demon-

strates normal colon and grossly obstended distal small

bowel loop with a small amount of barium in it (upper

half of picture).

were multiple bands compressing the small bowel

both in the area of the calcified mass and more

proximally. The adhesions were the result of the

in utero inflammatory reaction to the free peri-

toneal meconium.

Robert L. Siegle, M.D.
Bruce Golson, M.D.
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Prazosin

Prazosin (Minipres^, Pfizer) is an orally active

antihypertensive agent soon to be released for use

in the treatment of hypertension. Its blood pres-

sure lowering activity is due to direct relaxation

of vascular smooth muscle resulting in a decrease

in total peripheral resistance without augmenta-

tion of baroreceptor mediated reflex tachycardia.

In this respect, prazosin differs from the other

known vasodilator, hydrolozine, which causes

reflex tachycardia and increased cardiac output

and can precipitate angina pectoris in patients

with pre-existing coronary artery disease:

Prazosin is thought to act by inhibiting phos-

phodiesterase, an enzyme which breaks down 3',

5' cyclic AMP in smooth muscle cells. Whether

this antihypertensive is also an alpha adrenergic

blocking agent has not been completely estab-

lished; however, animal studies suggest there the

compound has little effect on the sympathetic

nervous system.

The drug has been shown to be effective in

mild, moderate and severe essential hypertension.

It has been used with particular effectiveness in

the treatment of hypertensive patients with im-

paired renal function, producing little alteration

in glomerular filtration rate or renal plasma flow.

Furthermore, prazosin appears to lower plasma

renin activity, perhaps related to the mild fluid

retention which occurs with the agent. The anti-

hypertensive effect of prazosin may be augmented

by the addition of thiazide diuretics, and in this

respect it is similar to antihypertensives which

affect the adrenergic nervous system.

The drug may be given orally on a two or

three times daily dosing regimen. The usual

initial dose of prazosin is 1 mg b.i.d. increasing

in a stepwise fashion until blood pressure con-

trol is obtained. Ninety percent of patients who

show satisfactory blood pressure response to

prazosin will do so with dose of 15 mg or less.

This agent is reasonably well tolerated, about

50 percent of patients experiencing no symptoms

related to drug use. Other patients may experi-

ence postural hypotension, dizziness, weakness.

From the Hypertension Center, Vanderbilt University

Hospital, Nashville, Tenn. 37232.

tachycardia, headache, stuffy nose, constipation,

and palpitations. These is evidence to suggest

that these symptoms, through probably dose re-

lated, are not cummulative and may decrease

with time.

Of particular importance to the clinician pre-

scribing the drug is the syncope which occasional-

ly occurs following the first dose of oral therapy.

This generally happens with doses of 2 mg or

more and for that reason the recommended

initial dose is 1 mg b.i.d. or t.i.d. The syncope

is usually associated with palpitations, flushing

sensation, tachycardia and a rapid, but transient,

decrease in blood pressure. The phenomenon is

said not to recur with subsequent administration.

Prazosin represents an important new addition

to the therapeutic armamentarium with which the

clinician can treat hypertension. It will likely be

most useful in patients already receiving diuretics

and those who have been intolerant of the central

nervous system side effects of the adrenergic

blockers.

John W. Hollifield, M.D.
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Thousands of crippled children are seen yearly

by the physician-consultants working with the

Crippled Children’s Service (CCS). These chil-

dren, referred by their private physicians, hos-

pitals, or other agencies, find assistance which

would have been impossible not too many years

ago.

Cripple Children’s Service was established in

1929 but received little financial assistance. Now,

through funds received from the federal, state,

and local governments, over $3.7 million in 1974-

75 went for services which 9,651 of Tennessee’s

children would otherwise have found difficult,

if not impossible, to receive.

CCS is a statewide program of medical care

for handicapped children from birth to 21 years

of age whose parents are financially unable to

pay for care on a private basis. The Service pays

for medical and special dental treatment, clinic

care, hospitalization and convalescent care, or-

thotics and prosthetics, physical and occupational

therapy, drugs, and other necessary treatment

items.

A system of criteria and a classification of

diagnostic priorities have been established to as-

sure assistance to the most needy children. Some

of the eligible conditions or handicaps are severe,

chronic, or disabling disorders; orthopedic, con-

genital heart, and kidney disease; severe burns;

cerebral palsy; birth defects such as cleft palate,

spina bifida, hydrocephalus, etc.; malignancies;

and metabolic and endocrine disorders.

Parents can make application for the Program

through the local health departments. Case find-

ing is done mainly by the county health depart-

ments through screening in SD&T clinics. Well

Baby Clinics, etc. Referrals are frequently re-

ceived from private physicians, but also come

from hospitals, official agencies, voluntary agen-

cies, and other interested individuals. Cases are

referred to the appropriate CCS Regional Office

where an appointment is given in the proper

clinic. The local health departments and families

are notified of such appointments. After exami-

nation in the CCS clinic, medical records are

sent to the county health department and to

the family physician. The local health depart-

ment nurse is expected to follow up in the homes
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with recommendations made by the attending

physician.

Regional offices, located in Memphis, Nash-

ville, Chattanooga, Knoxville, and Johnson City,

are under the direction of a public health nurse.

The responsibility rests with these nurses and

their staffs to conduct clinics and act as liaison

between the physician-consultants and the state

program. The nurse, while administering the

program for the region, must supervise appoint-

ment arrangements and medical record mainte-

nance. She arranges admissions to the hospital,

authorizes services and clears all bills.

Regional offices are in the five major metro-

politan areas of the state. Their addresses are:

Middle Tennessee Regional Office

2400 White Avenue

Nashville, Tennessee 37204

Phone—297-3501

West Tennessee Regional Office

814 Jefferson Avenue

Memphis, Tennessee 38105

Phone—523-1566

Upper East Tennessee Regional Office

102 West Myrtle Street

Johnson City, Tennessee 37601

Phone—928-5211

Southeast Tennessee Regional Office

910 Blackford Street

Chattanooga, Tennessee 37403

Phone—756-8144

East Tennessee Regional Office

1924 Alcoa Highway
Knoxville, Tennessee 37920

Phone—525-5454

The central office for this statewide program

has many varied duties which relate to par-

ticipating physicians or their patients. The Nash-

ville headquartered central office administers and

coordinates services, assists in program planning,

sets standards of care, maintains liaison with

other State health programs, prepares reports

for State and Federal governments, supervises

personnel and clerical staff, determines budget

requirements and controls expenditures, and par-

ticipates in the evaluation of the total CCS pro-

gram. Central office direction for this program

is provided by:
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William H. Utt, Dr. P. H., Director

Arthur T. Viehman, M.D., Medical Director

Mrs. Annie Laurie Faust, Health Program Coordi-

nator

R. S. Gass State Office Building

Ben Allen Road
Nashville, Tennessee 37216

Phone—741-7201

Physicians from many different specialties are

active with the program. The physician-consul-

tants must apply to CCS to become a consultant.

Currently, the program has 323 participating

physicians, all either Board certified or Board

eligible in their specialities. Applications should

be obtained from and submitted through the ap-

propriate CCS regional office. Two reference

letters from CCS participating physicians must

accompany the application. A determination of

need for another physician must be established

at the respective CCS regional clinic.

Orthopedists are the largest group attending

the clinics. CCS is currently able to pay phy-

sicians on a per capita basis 70 Percent of their

usual and customary charges for services to chil-

dren seen in clinics. This was recently raised

from 60 Percent. Non-clinic physician services

are paid at 100 Percent of not greater than the

75th percentile of prevailing charges in a given

Special Item

Continued from page 712

bers receive the World Medical Journal, published

six times a year, and the periodic Secretary-

General’s letter with news of the Association.

The Association seeks new members who will

contribute to the exchange of medical knowledge

EKG of the Month
Continued from page 714

For this reason the Rhomhilt-Estes criteria rep-

resent the optimum balance at the present time

in the “trade off” between maximizing true posi-

tives and minimizing false positives.

Final EKG diagnosis: Left Ventricular Hyper-

trophy, with ST-T wave changes.

John B. Breinig, M.D.

medical service area based on the 1973 profile.

An advisory committee to Crippled Children’s

Service was established to act in an advisory

capacity to the Commissioner and the program

director in matters pertaining to CCS. It is com-
posed of three orthopedic surgeons, one plastic

surgeon, one ENT specialist, one pediatrician

and one dentist, and reviews the CCS program

and makes recommendations for improvement of

the service.

A neurosurgeon and a pediatric cardiologist

act as consultants to the committee. All mem-
bers are certified by their respective specialty

boards and actively participate in the CCS pro-

gram which enables them to offer valuable advice

concerning its administration.

The CCS long-term objective is the well being

of all children and the easing of the burdens

of families of children with chronic illnesses or

disabling conditions. The programs’ responsi-

bility is to assure that the care and treatment

services needed by the handicapped child are

available in the appropriate sequence beginning

with early diagnostic and evaluation services and

moving on through the various care, treatment,

training or rehabilitation services that may be

required.

and ideas, and who will add to the international

camaraderie of the profession. We need the sup-

port of the practicing physician who wants to be

heard during deliberations on health planning by

the World Health Organization and other inter-

national conferences.

Reprinted from the Massachusetts Physician—August,

1976.

*
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Prescribing Behavior Altering Drugs:

Dark Clouds on the Horizon

It comes as no surprise to clinicians working

in the fields of mental health and mental re-

tardation that there has been, and will probably

continue to be, extensive use of behavior altering

drugs in the treatment of clients. The use of

chlorpromazines, dextro-amphetamines, and other

behavior altering drugs has been shown to sig-

nificantly affect certain maladaptive behaviors

such as self-abuse, delusional speech, hyper-

activity, and other “psychotic” behaviors. The

rapid development and use of these drugs has

introduced the term “chemotherapy” into mental

health and mental retardation, making the pre-

scription of behavior altering drugs a readily

available tool of the clinician.

Unfortunately, it has very often become the

only tool of some clinicians, even when other

tools are available. Although there are numerous

intervention and treatment techniques in the lit-

erature which are as effective or more effective

in eliminating or reducing certain behaviors, such

treatment techniques are sometimes not known
to the clinician or are perceived as requiring “too

much time.” Given the usual staff-patient ratios

found in government-operated institutions, this is

probably a reasonable response.

The numerous problems which arise from the

use of behavior altering drugs as a treatment

technique are sometimes forgotten in the rush

to eliminate inappropriate, and sometimes

dangerous, behaviors. The first problem is that

no drug pinpoints and reduces or eliminates a

single behavior. Drugs which alter or control

behavior affect many of the client’s behaviors

every hour of the day they are used. For example,

while the use of a dextro-amphetamine may re-

duce the hyperactivity of a school-age child, it

also has been shown to drastically affect his

academic performance (Ayllon, et al. Journal of

Applied Behavior Analysis, Vol. 8, No. 2, p.

143).

Does the use of psychotropic agents inhibit the

client’s ability to benefit from other treatment

techniques? While there is obviously a need to

empirically investigate this and similar ques-

tions, common sense and experience would indi-

cate that this may be a possibility. The “good”

patient is very often the patient who does not

cause the staff any problems. If a patient is op-

positional or argumentative, an increase in his

medication may be requested by staff. This could

not only result in a decrease in his oppositional

behavior, but perhaps a decrease in his ability

to respond to other therapeutic interventions.

There may be a fine line between the positive

and negative impact of such drugs.

A second problem with the use of psychotropic

drugs is that the client does not necessarily learn

new behaviors which may be substituted for the

old, unacceptable behaviors. If he does, it is by

chance and not by design of the clinician. De-

lusional speech, for example, has been identified

as a frequent abnormal behavior leading to re-

admission of previously hospitalized schizo-

phrenics (Wing, et al, p. 10-21, British Journal

of Psychiatry, Vol. 110, 1964). When a clinician

specifies that such delusional speech be treated

with a psychotropic agent, it may be assumed

that the patient will continue this treatment for

some time. Indeed, unless there is some con-

current treatment designed to resolve this prob-

lem or remission occurs, the patient will con-

tinue to be dependent on such medication for

control of his delusional speech long after its

initial prescription.

A third and multidimensional problem with

the use of psychotropic drugs is the large number

of side effects which may occur. These side ef-

fects, which vary from drug to drug, should

be given careful consideration before administra-

tion. Current (January 1977) standards promul-

gated by the Joint Commission on Accreditation

of Hospitals, specifically its Accreditation Coun-

cil for Services for Mentally Retarded and other

Developmentally Disabled persons, require that

“the potentially harmful effects of drugs employed

be carefully weighed against the harmful effects

of the behavior for which the drugs are given,

and that the harmful effects of the behavior

clearly outweigh the potentially harmful effects

of the drugs.” (Standard B 2. 1.8.8. 1.2) These

standards go even further, requiring that when-
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ever a psychotropic drug is prescribed, a detailed

plan for gradual diminution of dosage and ulti-

mate discontinuation be included in the client’s

records (2. 1.8. 8. 1.3).

The clinician, it seems then, is put in a diffi-

cult position. Behavior altering drugs serve a val-

uable purpose, but they are not the only alterna-

tive. In the future, the increasing availability

of alternative treatment techniques will cause

even more questions on the use of behavior

altering drugs. In addition to the growing number

of alternative treatment techniques, regulatory

guidelines reflect movement toward tighter con-

trol over the use of such drugs, and more

stringent documentation when the drug is pre-

scribed. There have been, unfortunately, few

guidelines as to how a physician prescribing

such a drug may document the clinical reasoning

and synthesis of information that has heretofore

been primarily an “internal” process of the pre-

scribing physician. The best alternative may be

to classify prescription of such drugs as just

another treatment technique and require the same

kinds of documentation that an occupational

therapist, language trainer, behavior therapist, or

teacher may use when attempting to eliminate

or reduce certain behaviors by means of physical

or psychological intervention techniques (Ameri-

can Association on Mental Deficiency Position

Paper on Use of Physical, Psychological, and

Psycho-Pharmacological Procedures to Affect Be-

haviors of Mentally Retarded Persons, 1975).

A format for such documentation should

logically center around the various kinds of in-

formation considered by the clinician prior to

his prescription of the drug. Presently, a model

for documentation of prescribed behavior altering

drugs is in use at Greene Valley Developmental

Center in Greeneville, Tennessee. Treatment pro-

grams using drugs are documented onto “Goal

Plans” which meet and exceed present standards.

Each goal plan first specifies the problem be-

havior that is to be reduced or eliminated. Within

the statement of the problem behavior, there is

an indication of how often the behavior occurs

and what preceding events or precipitating con-

ditions may occur, e.g., “Johnny screams loudly

and strikes his fist against his face whenever

he is not given his own way” (i.e., allowed a

second dessert, allowed to go outside, etc.).

Following this statement of the problem behavior

is a statement of the goal behavior, i.e., what the

client should be doing if the treatment is suc-

cessful, e.g., “Johnny will have no more than 1

incident of self-abuse per week when not given

his way.” With the inclusion of just these two

types of information, it is immediately clear what

the danger of not using the drug might be, as

well as what the target behavior and purpose

of the medication is. When the goal or target

behavior is specifically stated, it becomes in-

creasingly easier to evaluate drug treatment effec-

tiveness and the need for an increasing or dimin-

ishing of dosage. In addition to this statement

of the precipitating problem behavior and the

goal behavior, there is a statement of when the

drug’s effectiveness will first be evaluated, and

the projected date by which the goal behavior

is to be reached. When information of this sort

is available, along with documentation of periodic

evaluations of the client behavior, the clinician

may more expeditiously evaluate the effectiveness

and impact of drug treatment on his client.

In an age of increasing social, psychological,

and chemical controls, the concerns of consumers

and advocacy groups over the use of behavior

altering drugs is justifiable. Our primary con-

sideration as clinicians should be “What can we
do to assure those whom we are attempting to

serve that: 1) such drugs are used only when

they are the best available treatment techniques;

2) the benefits of such drug treatment are care-

fully weighed aaginst possible dangers; 3) such

drug treatment is used to resolve observable,

identifiable problems; and, 4) the ultimate goal

of any treatment plan is to give the individual

the capability to deal with his own problems

as independently as is possible.”

Phillip H. Miller

^ ^

NURSING HOME RULES AND
REGULATIONS AVAILABLE

“TMA is encouraged with the increasing number

of physicians in long-term health care facilities.

As a service, the Association has on hand latest

federal rules and regulations regarding opera-

tion within nursing homes including physicians’

services. Write the TMA office, c/o Long-Term

Health Care Committee or check with your local

nursing home.”
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SYPHILIS—CDC RECOMMENDED
TREATMENT SCHEDULES, 1976

The following recommendations were established by

the Venereal Disease Control Advisory Committee after

deliberation with therapy experts.

Few data have been published on the treat-

ment of syphilis since CDC revised these rec-

ommendations in 1968. Penicillin continues to be

the drug of choice for all stages of syphilis. Every

effort should be made to document penicillin

allergy before choosing other antibiotics because

these antibiotics have been studied less extensively

than penicillin. Physicians are cautioned to use

no less than the recommended dosages of anti-

biotics.

EARLY SYPHILIS (primary, secondary, latent

syphilis of less than 1 year’s duration)

( 1 ) Benzathine penicillin G—2.4 million units

total by intramuscular injection at a single

session. Benzathine penicillin G is the drug

of choice because it provides elective

treatment in a single visit.

f

OR
(2) Aqueous procaine penicillin G—4.8 mil-

lion units total: 600,000 units by intra-

muscular injection daily for 8 days. OR
(3) Procaine penicillin G in oil with 2%

aluminum monostearate (PAM)—4.8

million units total by intramuscular in-

jection: 2.4 million units at first visit,

and 1.2 million units at each of 2 sub-

sequent visits 3 days apart. Although

PAM is used in other countries, it is no

longer available in the United States.

Patients who are allergic to penicillin:

(1) Tetracycline hydrochlorideJ—500 mg 4

times a day by mouth for 15 days. OR
(2) Erythromycin (stearate, ethylsuccinate or

base)—500 mg 4 times a day by mouth

for 15 days.

These antibiotics appear to be effective but

have been evaluated less extensively than peni-

cillin.

fltalics indicate commentary.

jFood and some dairy products interfere with absorp-

tion. Oral forms of tetracycline should be given 1 hour

before or 2 hours after meals.

SYPHILIS OF MORE THAN 1 YEAR’S DURA-
TION (latent syphilis of indeterminate or

more than 1 year’s duration, cardiovascular,

late benign, neurosyphilis)

( 1 ) Benzathine penicillin G—7.2 million units

total: 2.4 million units by intramuscular

injection weekly for 3 successive weeks.

OR
(2) Aqueous procaine penicillin G—9.0 mil-

lion units total: 600,000 units by intra-

muscular injection daily for 15 days.

The optimal treatment schedules for syphilis

of greater than 1 year’s duration have been less

well established than schedules for early syphilis.

In general, syphilis of longer duration requires

higher-dose therapy. Although therapy is rec-

ommended for established cardiovascular syph-

ilis, there is little evidence that antibiotics re-

verse the pathology associated with this disease.

Cerebrospinal fluid (CSF) examination is

mandatory in patients with suspected, sympto-

matic neurosyphilis. This examination is also

desirable in other patients with syphilis of greater

than 1 year’s duration to exclude asymptomatic

neurosyphilis.

Published studies show that a total dose of

6.0-9.0 million units of penicillin G results in a

satisfactory clinical response in approximately

90% of patients with neurosyphilis. There is more

published clinical experience with short-acting

penicillin preparations than with benzathine peni-

cillin G. Some clinicians prefer to hospitalize

patients with neurosyphilis, particularly if the pa-

tient is symptomatic or has not responded to

initial therapy. In these instances they treat pa-

tients with 12-24 million units of aqueous crystal-

line penicillin G given intravenously each day

(2-4 million units every 4 hours) for 10 days.

Patients who are allergic to penicillin:

(1) Tetracycline hydrochloride—500 mg 4

times a day by mouth for 30 days. OR
(2) Erthromycin (stearate, ethylsuccinate or

base)—500 mg 4 times a day by mouth

for 30 days.

There are NO published clinical data which

adequately document the efficacy of drugs other

than penicillin for syphilis of more than 1 year’s

duration. Cerebrospinal fluid examinations are

highly recommended before therapy with these

regimens.
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SYPHILIS IN PREGNANCY Evaluation of

Pregnant Women
All pregnant women should have a nontrepon-

emal serologic test for syphilis, such as the VDRL
or RPR test, at the time of the first prenatal

visit. The treponemal tests such as the FTA-
ABS test should not be used for routine screen-

ing. In women suspected of being at high risk

for syphilis, a second nontreponemal test should

be performed during the third trimester. Seroe-

active patients should be expeditiously evaluated.

This evaluation should include a history and

physical examination, as well as a quantitative

nontreponemal test and a confirmatory trepone-

mal test.

If the FTA-ABS test is nonreactive and there

is no clinical evidence of syphilis, treatment may
be withheld. Both the quantitative nontreponemal

test and the confirmatory test should be repeated

within 4 weeks. If there is clinical or serologic

evidence of syphilis or if the diagnosis of syphilis

cannot be excluded with reasonable certainty, the

patient should be treated as outlined below.

Patients for whom there is documentation of

adequate treatment for syphilis in the past need

not be retreated unless there is clinical or sero-

logic evidence of reinfection such as darkfield-

positive lesions or a 4-fold titer rise of a quanti-

tative nontreponemal test.

A. For patients at all stages of pregnancy who
are not allergic to penicillin: Penicillin in dos-

age schedules appropriate for the stage of

syphilis as recommended for the treatment of

nonpregnant patients.

B. For patients of all stages of pregnancy who are

allergic to penicillin: Erythromycin (stearate,

ethylsuccinate or base) in dosage schedules

appropriate for the stage of syphilis, as rec-

ommended for the treatment of nonpregnant

patients. Although these erythromycin sched-

ules appear safe for mother and fetus, their

efficacy is not well established. Therefore,

the documentation of penicillin alergy is par-

ticularly important before treating a pregnant

woman with erythromycin. Erthromycin esto-

late and tetracycline are not recommended

for syphilitic infections in pregnant women
because of potential adverse effects on mother

and fetus.

Follow-up

Pregnant women who have been treated for

syphilis should have monthly quantitative non-

treponemal serologic tests for the remainder of

the current pregnancy. Women who show a 4-

fold rise in titer should be retreated. After de-

livery, follow-up is as outlined for nonpregnant

patients.

CONGENITAL SYPHILIS

Congenital syphilis may occur if the mother

has syphilis during pregnancy. If the mother has

received adequate penicillin treatment during

pregnancy, the risk to the infant is minimal. How-
ever, all infants should be examined carefully

at birth and at frequent intervals thereafter until

nontreponemal serologic tests are negative.

Infected infants are frequently asymptomatic

at birth and may be seronegative if the maternal

infection occurred late in gestation. Infants should

be treated at birth if maternal treatment was

inadequate, unknown, with drugs other than peni-

cillin, or if adequate follow-up of the infant can-

not be ensured.

Infants with congenital syphilis should have a

CSF examination before treatment.

Infants with abnormal CSF:

(1) Aqueous crystalline penicillin G, 50,000

units/kg intramuscularly or intravenously

daily in 2 divided doses for a minmium
of 10 days. OR

(2) Aqueous procaine penicillin G, 50,000

units/kg intramuscularly daily for a mini-

mum of 10 days.

Infants with normal CSF;

Benzathine penicillin G, 50,000 units/kg intra-

muscularly in a single dose. Although benzathine

penicillin has been previously recommended and

widely used, published clinical data on its efficacy

in congenital neurosyphilis are lacking. If neuro-

syphilis cannot be excluded, the procaine or aque-

ous penicillin regimens are recommended. Since

cerebrospinal fluid concentrations of penicillin

achieved after benzathine penicillin are minimal

to nonexistent, these revised recommendations

seem more conservative and appropriate until

clinical data on the efficacy of benzathine peni-

cillin can be accumulated. Other antibiotics are

not recommended for neonatal congenital syphilis.

Penicillin therapy for congenital syphilis after

the neonatal period should be with the same

dosages used for neonatal congenital syphilis.

For larger children the total dosage of penicillin

need not exceed the dosage used in adult syphilis
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of more than 1 year’s duration. After the neo-

natal period, the dosage of erythromysin and

tetracycline for congenital syphilitics who are

allergic to penicillin should be individualized but

need not exceed dosages used in adult syphilis

of more than 1 year’s duration. Tetracycline

should not be given to children less than 8 years

of age.

^
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Resurgence of Vasomotor Adaptation

To Tilting After Epinephrine

DAVID SCHEINBERG, M.S., M.D.

Postural hypotension is a well known problem

of paraplegics, and generally accepted to be a

result of the loss of vasomotor adaptation to tilt-

ing. I wish to report sustained alleviation of

this symptomatology for a period of six months,

so far, by the use of several injections of Epi-

nephrine.

Case Report

The patient is a sixty-year-old male who has been

a quadriplegic since an auto accident in 1951. Postural

hypotension has been a problem from the very be-

ginning of his incapacity. Over the years, merely raising

him in his bed would on occasion cause wash-outs. He
would very often lose consciousness while he was up

in his wheelchair. These episodes resulted in con-

vulsions often enough for his physician to place him

on Dilantin Sodium, which did not relieve the black-

outs. However, Ephedrine Sulphate administered prior

to getting him up would be of some help. Abdominal

binders and elastic stockings had been of no help.

Recently, his postural hypotension worsened. The
mere placing of his head on a pillow would cause him
to feel faint. The raising of his head to 10 degrees

would cause him to lose consciousness, and this was

not always relieved by the Trendelenburg position. To
bring him out of his unconscious state required a one

minim dose of Epinephrine. During his coma, his

pulse and blood pressure would disappear, his heart

was quiet and regular with a normal ECG tracing

(repeated during several such episodes).

Epinephrine injections were necessary on four

separate occasions over a period of three days, and

were followed by an overreaction of his blood pres-

From the Spinal Cord Injury Service, Memphis
Veterans Administration Hospital, 1030 Jefferson Ave.,

Memphis, Tennessee.

sure to 230/120 (autonomic hyperflexia). When his

blood pressure and pulse appeared to be stabilized, we
again resumed his prophalactic Ephedrine. But this

caused his pressure to rise to 180/100. We therefore

mobilized the patient in his wheelchair without the use

of the Ephedrine.

He did quite well. He did not blackout, nor feel

faint; his vital signs were stable. He has been able

to be up in his wheelchair without any adverse re-

actions for the past six months without the use of

Ephedrine.

We have recently used Epinephrine prophalactically

in another patient, a recent injury. Prior to coming

to our service from another hospital for rehabilitation,

this twenty-one year old patient suffered cardiac arrest

during his one and only attempt at sitting up. We ad-

ministered one minim of Adrenaline prophalactically

on two successive days. On the third and fourth days,

the patient was allowed on the tilt table at 30 degrees

without blackout. On the fifth day, the patient was

able to sit in his wheelchair. He had tolerated this

quite well since.

Results have been obtained which confirm the

impression that the peripheral vascular adjust-

ments are initiated by a nervous command of

supramedullar origin. The interruption of this

nervous command is probably incomplete in our

quadriplegics. One may speculate that the sym-

pathetic myoneural receptors have been made

more reactive by the exogenous adrenergic stim-

ulation, possibly helping in the hberation of

the chemical transmitter, acetycholine. Or one

may postulate that the prolonged relative inac-

tivity, fatigue and apathy of the autonomic synap-

ses were relieved by the stimulation.
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Classification of Physicians for Liability Insurance

During the past few months there has developed an unwarranted amount
of confusion and mistrust by the doctors of Tennessee in the underwriting

of policies in our new medical liabihty insurance company, the State

Volunteer Mutual Insurance Company.

Since to date it has not been possible for any one casualty insurance

company to have enough experience to classify doctors and estabhsh rates

of premiums, the insurance industry relies on the Insurance Services Oflhces

(ISO) to develop this information. Essentially all of the casualty companies,

including our own, use ISO classification.

In April of 1976, the ISO published an updated classification but the

SVMIC elected to write policies using the previous classification because it

has been used in aU of our initial hterature. In August, 1976 all physicians

were able to cancel their old policies and obtain pohcies through SVMIC.
This has allowed all doctors to have one year under the old classification.

The policy of the company now is to use the new classification on all new
policies and renewal policies as they become due.

The new changes are:

(1) When two or more classifications are applicable to a physician, the

rate for the highest rated classification shall apply regardless of

the amount of time spent under the new classification.

(2) General practitioners or specialists performing any of the following

medical techniques or procedures will be rated as Class III:

acupuncture (other than anesthesia), angiography, arteriography,

catheterization (arterial cardiac or diagnostic), cryosurgery,

discograms, endoscopy, lasers (used in therapy), lymphangi-

ography, myelography, needle biopsy (including long liver, kidney

and prostate), phlebography, pneumo-encephalography, radiation

therapy, radiopaque dye injections (into blood vessels, lyphatics,

sinus tracts or fistulae), and shock therapy.

Additional changes are:

(1) Emergency medicine—no major surgery, changed to Class III.

(2) Surgery—traumatic, changed to Class VII.

(3) Surgery—cardiovascular disease, changed to Qass VII.

Even with these changes, SVMIC continues to be the most competitive

market available. The low claims-made rate in part makes this possible.

Our company is a mutual company run by and for its policyholders, the

doctors of the state. There is no incentive to make a profit. If our

experience is good, then we shall benefit by decreased premiums and even

possibly dividends in the future.

Above aU, we must not be arbitrary in our underwriting pohcies and must

maintain a sound financial condition in the company for the protection of

our patients and coUeagues.

Sincerely,

PRESIDENT
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A Fable For Our Time:

The Chicken or the Egg?

I guess we’ve come a long way since Noah

beached his ark on Mount Arrarat, but then

again, maybe we haven’t.

Noah started out with only a pair of every

living creature, and they had a lot of catching

up to do. So he called them all together and

told them to be fruitful and multiply and re-

plenish the earth. Every species was responsible

for its own business. When the cows got too old

to give milk they gave meat for the table and

shoes for Noah’s family, and so on.

A milkless cow is easy to spot, but an eggless

chicken is something else again. The chickens got

together and decided they would switch nests

728

every day so Noah would never know which

chickens were laying and which weren’t. Noah
didn’t want to kill a laying hen, so for a long

time there were no wishbones for the kids to pull.

TTie weasles heard Noah and his family com-

plaining about how the chickens were covering

up for their non-competitive citizens, and offered

to find out which ones weren’t laying. Noah didn’t

know anything about consumer advocacy, but he

did know about weasles and chickens and eggs,

and the whole things didn’t look to him like a

very good idea. But it got to where he was

feeding more and more chickens for fewer and

fewer eggs, so he finally told the weasles to have

at it.

What Noah had feared of course came to pass,

and not only did the weasles get the eggs but

they got the chickens, too. Noah almost lost his

whole flock before he got the weasles out. But

he never trusted chickens again, and so he put

each chicken in its individual coop and from then

on watched each one himself.

Moral: When the chickens chicken out the

weasles weasle in.

J.B.T.

On The Democratic Process

Shortly after you receive this we will be

electing our Legislature for the next two years.

I hope you have been working and will have some

input into who will represent you. But the cam-

paign and the election are only the preface,

because what it is all about is legislation, and

the work has not yet started.

In spite of some very hard work by your

TMA Legislative Committee and the TMA staff,

medicine did not fare particularly well in the

last Legislature. For that we have no one to

blame but ourselves. It is because we were lazy

and took the philosophy of “Let George do it.”

Well, “George” couldn’t do it alone.

There is no one better qualified than you

to work with your representative, because you

helped elect him, or even if you didn’t he doubt-

less hopes that by representing you well he

can gain your support next time. It does no

one any good for you to say, “I wouldn’t give

that clown the time of day.” Like it or not, he

makes the laws with which you must live.

Reprinted in our Viewing Box this month is

one Virginia physician’s experience as a lobbyist.

Dr. Kochtitizky, chairman of our Legislative

Committee, informs me the experience is not too

different from our own.
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Appended to the article are some pointers in

lobbying. More of you need to get involved in

the legislative process. It is critical, as the author

assures us, and your committee would agree.

For our continued freedom, think on these

things—then act!

J.B.T.

How to Help Your Patients Help You

One of the features on “Today” the NBC
morning TV show, a short while back was an

interview with a Washington physician who has

written a book the premise of which is that

doctors are greedy and self-serving (present

company excepted, of course) and that 80 per

cent of the patients they treat have nothing

wrong with them. A few months ago a book

entitled Medical Nemesis, which has been ex-

tensively reviewed (I was going to review it

myself, but everyone else already has), came on

the scene with the message that the main thing

wrong with the world’s health is medical care.

These are only two of the many negative books

pouring from prolific pens attacking doctors and

the medical care system.

It therefore gives me great satisfaction to re-

port that there is a just-published little paper-

backed book with a positive message to patients

saying in effect, “Your doctor wants to to help

you, but often he can’t because you don’t tell

him what’s bothering you. I’m going to tell you

how.” The book is by Walter C. Alvarez, M.D.,

billed on the cover as America’s “most dis-

tinguished,” and in the accompanying blurb “most

trusted,” physician. While this seems a little ex-

travagant, it probably could be as properly ap-

plied to him as to any. I remember when I was

a house officer just after World War II Dr.

Alvarez proposed that many of the ills people

suffer in their declining years—beginning actually

in middle age—are the result of “little strokes.”

For this he was roundly booed and accused of

being senile. Thirty years later we can’t under-

stand why everybody didn’t know it. At age 92

and after seventy years of medical practice he

still isn’t seriile.

The book is entitled Help Your Doctor Help

You. The first paragraph in the Preface (entitled

“Why I Have Written This Book”) wraps it up

in a nutshell:

During my seventy years of experience with sick

people I have often been distressed to learn that many
thousands of these patients have traveled from doc-

tor to doctor and spent countless dollars seeking help
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while getting little or no relief. How can this be
possible? Because, with little knowledge of the struc-

ture of the body and a lack of understanding of

medical terms, they had told the story of their illness

with so few details and such lack of accuracy that

the doctor could not guess what was wrong with

them. As a result, often his diagnosis and his treat-

ment was for the wrong disease and therefore did no
good and may, in fact, even have done harm.

Though Dr. Alvarez was trained as a gastro-

enterologist, he very early found himself prac-

ticing psychiatry, because many of the ills associ-

ated with diseases of the gastroentestinal tract

are psychosomatic in origin. Like another self-

t//7proclaimed psychiatrist. Dr. Paul Toumier of

Switzerland, Dr. Alvarez has been very success-

ful in helping his patients with both organic and

functional disease. The basis for their success

is true kindness and love for their patients.

“I could never say [to a patient] ‘There is

nothing the matter with you’,” he says. “Instead,

I explained that the reports of all the tests had
been normal, indicating that none of the organs

of the body were diseased. . . .

“A physician can cure sometimes, often he

can relieve pain and almost always he can give

comfort and hope. Many of my most grateful

patients I was not able to cure completely, but

I was able to help the patient by teaching him

to live more comfortably with some chronic or

recurring disease. . .
.”

Because of his concern for the “whole patient,”

Dr. Alvarez turned early to writing pamphlets

and a newspaper column for the layman. He was

the first physician to write for the newspapers,

and he was widely criticized for it. Now, of

course, everyone is getting into the act.

If you follow my advice. Celestial Arts, the

publisher of this book, has struck oil, because

I think every doctor in the United States, if

not the world, should read this book. Not only

that, they should give a copy to every one of

their patients. It would be worth their $4.95 a

piece.

If this sounds extravagant, I should like to

quote for you a portion of some observations

by Irvine H. Page in an editorial entitled “Pre-

ventive Medicine” in the September 3 issue of

Science. “To most medical students, preventive

medicine is a bore. . . . But when they become

physicians, they soon realize they will be blamed

for not practicing preventive medicine.” This

book is good preventive medicine. It is also great

malpractice insurance.
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Dr. Page goes on to say, “It is time that

politicians and public alike realize that preventive

medicine is seldom an issue that doctors can

influence except through giving advice, usually

neither wanted nor accepted. The mortality

statistics are not a measure of the good that

physicians do. If you do not know this, you

have never been seriously ill. I have never de-

termined what wisdom and compassion and the

giving of hope are worth. Come to think of it,

they are not for sale.”

Alvarez, Walter C., M.D. Help Your Doctor

Help You. Celestial Arts, 231 Adrain Road,

Milbrae, California 94030 October 1976. Paper.

125 pages. $4.95

J.B.T.

It’s a Small World

—

Therefore, Never send to know . . .

One of the joys of Disneyland is an under-

ground ride entitled “Small World,” a doll’s float

trip around the world to a catchy tune whose

principal and oft repeated theme is “It’s a small

world after all.” It sure enough is—and getting

smaller and more crowded every day. And every

day as we are forced into decisions we would

rather defer to another day, John Donne’s famous

lines, “Every man’s death diminishes me—there-

fore never send to know for whom the bell tolls;

It tolls for thee” take on added meaning.

The United Nations has become a sounding

board for our enemies, where perversions of

reason, justice, and hberty regularly occur, and

in which we play host to those who spit in our

face. For decades we have given aid and succor

to countries which have turned against us. A
cynic once remarked that the best way to re-

ceive aid was to lose a war against the United

States.

We have involved ourselves in wars not of our

making, from which we had nothing to gain,

and finally from which we could only lose. With

incredibly bad judgement we have aided our

natural enemies and forsaken our friends, ulti-

mately contributing in many instances to their

enslavement. To cap it off, we lost a war

—

our only defeat in history—we should never

have been in.

With this background, sentiment in many quar-

ters is running high for isolationism. Not since

the failure of the League of Nations in the days

just prior to our entry into World War II has

it been so pronounced. We should, “they” say,

Do

avoid “foreign entanglements.” It won’t wash.

For 4 millenia, ever since Sarah induced

Abraham to banish Hagar and her son Ishmael,

father of the Arabic nations, into the desert,

the Arabs and the Jews have been at each other’s

throats. The question as to which nation is the

original owner of the land presently known as

Israel is a non-sequitur. It has to be answered

either both or neither, depending on how far back

into history you go. First one nation and then

the other has been its major proprietor. It was

therefore immensely gratifying to receive a news

release, printed in our Medical Briefs, from

Israel, the present top banana, about the care

being given Arab children in the Gaza strip

by Israeli doctors. That says something about

the supra-national nature of medicine. It says a

sick person is deserving of our best efforts.

Period. It says physicians are united by a bond

which transcends nationalism. It’s a small thing,

but it’s important.

The World Medical Journal, official journal of

the World Medical Association, used to be a fine

publication, carrying some noteworthy symposia

on world medical problems. Then a couple of

years ago budgetary considerations forced the

Journal to become little more than a quarterly

newsletter, though what is in it is still of high

quality. WMA’s tribulations are an outgrowth

of the AMA’s fiscal miseries, because in 1973

the AMA, one of the founding organizations of

the WMA, was forced to withdraw its member-

ship and consequently its financial support.

We reprint from Massachusetts Medicine as a

Special Item in this issue an article entitled “The

World Medical Association,” by Gerald Dorman,

M.D., AMA president in 1969-70. Dr. Dorman
recites the history of WMA and enters a plea

for its support by American doctors, which is

now possible, the silver lining to WMA’s cloud.

Whereas prior to 1974 only national medical

associations could be members, an associate mem-
bership category for individual physicians has

been created, and there are now 4200 associate

members who have their own voting section.

If you will read the article by Dr. Dorman,

I think you will find WMA to be worthy of

your support. For several years I have followed

in its Journal the fortunes of WMA, and I joined

when the caU went out for associate members.

WMA is an international association of phy-

sicians, not of governments, which has exerted

a strong physician influence on policies of the
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World Health Organization. It is perhaps the

strongest voice in the world against the use of

torture, for example, and it has had an im-

posing history of educational effort in the area

of world medical problems. Dr. Dorman sees

it as an umbrella group which will “continue

to uphold the ethical standards of our profession

and the medical standards for training which

will enable all physicians to meet the needs of

their patients.”

A recent editorial in the Wall Street Journal

warns that “Newspeak” has so infiltrated UN
pronouncements that unless one is careful he can

find himself supporting a position the exact op-

posite of the one he really espouses. A good

example is the resolution which denounced Zion-

ism as a form of racism. If you oppose racism,

you must also oppose Zionism, and therefore

Israel. Recently, too, the U.N. Committee on

Elimination of Racial Discrimination castigated

Canada for failing to include in its laws requiring

punishment of all incitement to racial hatred

“promotion of hatred taking place in private

conversations.” In the same document the com-

mittee praised the Soviet Union for its “multi-

sided and different types of demonstrations of

solidarity with people struggling against all forms

of racial discrimination,” without any mention of

their unconscionable treatment of Jews, Chris-

tians, Crimean Tartars, or Central Asian Muslims.

The United Nations is rapidly losing its credi-

bility, and perhaps the time is near when it will

collapse. Certainly there are times when we must

question the wisdom of continued participation

by the United States in that body. Most of us

must sometimes feel hke withdrawing into our

shell and letting all those ungrateful “furriners”

stew in their own juice. Individually and collec-

tively we cannot. Though their feelings are often

ambivalent (not without justification), those who
are presently free, and even more particularly

those in the enslaved nations who are struggling

for freedom, look to the United States for leader-

ship. As political efforts break down under the

load of rhetoric, and negotiations fail, perhaps

it is uniquely Medicine’s opportunity and obli-

gation to stand in the gap.

J.B.T.

On The “Well-Oiled Machine”

The human heart pumps away at 60 to 80

beats a minute day in and day out, year after

year, for a staggering total of more than 2.5 bil-

lion times in a normal life span of 70 years, yet

except for occasonal episodes of stress, as long

as it’s well we are unaware of its existence. If

you take a day long trip in your car, each spark-

plug will fire a million or so times, and you won’t

notice it (or even know it) unless it fails to fire.

It looks like the way not to get noticed is to do

your job right.

The transition from the Executive Director

of TMA to his successor was so smooth that

although your editor knew about it several months

before it occurred, it sort of slipped up on him

and escaped his attention until it had happened,

and so this is a slightly belated recognition of two

promotions as of September 1—that of Jack Bal-

lentine to Executive Director, Emeritus and of

Hadley Williams to Executive Director.

It should not be an unnatural assumption that

every mother’s son of you knows what a superb

job these two men have been doing for you over

the past years, and yet I know that many of you

know nothing about them or their work. It’s a

shame, too. Shakespeare read it right
—“The evil

men do lives after them. The good is oft interred

with their bones.” If Jack Ballentine had been a

bad Executive Director everybody would have

known about it. As it was, he kept firing away in

sequence, working for you, and being largely

ignored except by those few of us who have been

privileged to work with him.

There is a lot more to getting out a journal

than just assembling the copy and writing a few

editorials. When I came on the scene five years

ago I was very green, and there still is a lot I

don’t know about the inner workings of pub-

lishing a journal. Hadley had the answers—and

they have almost always been right. No doubt the

Journal would have come out without him, but

it would have been a lot more difficult. He has

done a myriad of jobs for us all, including yeo-

man service at the Legislature.

There are bound to be some changes in the

way the office is run, because the stamp of the

man is always present on the office. Change

means in itself neither progress nor regress. It

simply means things will be different. Which way,

if either, they will go remains to be seen. We
really should be satisfied if they remain at the

level they have been.

It is with gratitude for a job of many years

well done that we wish Jack Ballentine the best

in his retirement. Similarly, it is not too much

to assume, judging from past performance, that
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the office of Executive Director remains in good

hands. Hadley Williams has a right to expect

maximum support and help from each one of us.

The Board of Trustees has expressed its confi-

dence in him by electing him to the office. The

Journal is now belatedly on record as doing the

same.

J.B.T.

On Education For or Against VD
To the Editor:

Your editorial and Dr. Kampmeier’s article in the

August JTMA are tops. Thanks.

Yesterday on the radio while driving home I caught

the tail end of a report of a psychologist as to the

reasons highschool girls, relative to the boys, do poorly

in math. Seems that their peer group tells ’em it’s “not

sexy’’ to be brainy at math.

Yesterday and today, conversations were overheard

in which young female highschool graduates were be-

moaning their math deficiencies and the consequent

impairment of their matriculation in various further

curricula: RN nursing programs, RN/BS programs,

city school system adult education, C.L.A., L.P.N., et

al. paramedical one-year programs; and college work,

respectively.

I recall a “sweet young thing’’ who once came as a

patient, with occupation and training questions, also

weak in math, from one of our high schools, who
would not “hold still’’ for a summer quarter’s course

at UT in freshman general math to qualify for the

paramedical training she had anticipated, and after

some unfortunate fits and starts in non-professional

hospital employment, seems to have opted for the life

of the evening callgirl. I may add that, since “new hires”

are often set to “work” on the 1 1-7 shift, they get earfuls

of juicy peergroup gossip, and I have wondered how
this may have fed the fire, so to speak, as the latest

affairs of doctors, nurses, administrators, et al, are

“subjected to postmortem if not vivendi study.”

Health education, then, which is my own hobby, may
occur productively or counterproductively at any of

several stages in personality growth. I really wonder
whether it is wise to put young, impressionable em-
ployees to work with some who will be, predictably,

call-women, heroin pushers, and gossip-mongers. Sad to

relate, I know of a nurse who as a sideline after her

hospital shift, operates a topless, bottomless, porno bar,

and of physicians who own “pleasure for profit” busi-

nesses and/or the land so used.

It is amazing to me that, despite our knowledge, we
remain quite unable to bring about significant behaviour

change in populations at risk for venereal disease, for
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example. It is perhaps correct to avoid trying to do

what one knows cannot be done well, when a given

problem be considered for “head-on” approach, and

even evaluable by quantifiable parameters. But I am
not at all sure of this ultra-conservative approach. And,

for the time being, I am putting my money on such

solid, youth-development organizations as “Young Life

Campaign,” and the non-profit family helpers such as

“Knoxville Pastoral Counselling Service, Inc.” as ave-

nues for a more direct approach, but in an atmosphere

of hope, trust, and mutual respect. Some things just

get worse when approached directly, and unilaterally.

Robert Preston Hornsby, M.D.
606 Main Avenue, S.W.

Knoxville, Tennessee 37902

LANDRUM, ORREN BOND, age 70. Died August 16,

1976. Graduate of Johns Hopkins. Member of North-

west Tennessee Academy of Medicine.

PRUITT, MAURICE, Age 66. Died August 13, 1976.

Graduate of the University of Tennessee Medical

School. Member of Chattanooga-Hamilton County

Medical Society.

Acuimeflibcf/

The Journal takes this opportunity to welcome

these new members to the Tennessee Medical Associ-

ation:

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Calvin Patrick Bryan, M.D., Chattanooga

Suni Choi, M.D., Chattanooga

Elizabeth B. Dickinson, M.D., Hixson

David Clayton Hightshue, M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
Thomas Ellis, M.D., Jackson

Raymond Hawkins, Jr., M.D., Somerville

GREENE COUNTY MEDICAL SOCIETY
Robert M. Strimer, M.D., Greeneville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Joseph A. Buchignani, M.D., Memphis

Orin L. Davidson, III, M.D., Memphis

Manju Devgan, M.D., Memphis
Preston V. Dilts, M.D., Memphis

Larry E. Duberstein, M.D., Memphis

George E. Earrell, M.D., Memphis
William L. Eaulkner, M.D., Memphis

Alan M. Nadel, M.D., Memphis
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Genaro Palmieri, M.D., Memphis

Robert J. Peace, M.D., Memphis

Rodney A. Roe, M.D., Memphis

Robert Shearin, M.D., Memphis

Robert W. Shier, M.D., Memphis

Hershel P, Wall, M.D., Memphis

Arthur J. Wilson, M.D., Memphis
Phillip E. Wright, M.D., Memphis

Michael T. Zanone, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Francisco A. Campos, M.D., Nashville

John N, Lukens, Jr., M.D., Nashville

Patrick H. Moulton, M.D., Nashville

Robert E. Stein, M.D., Nashville

Rodger T. Wallace, M.D., Nashville

Gates J. Wayburn, Jr., M.D., Nashville

Thomas C. Whitworth, M.D., Nashville

NORTHWEST TENNESSEE ACADEMY
OF MEDICINE
Eloiett Johnson, M.D., Dyersburg

David A. Smith, M.D., Martin

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
John C. Cate, M.D., Kingsport

Richard C. Carson, M.D., Kingsport

William M. Dyer, M.D., Kingsport

Robert C. Patton, M.D., Kingsport

WILSON COUNTY MEDICAL SOCIETY
O. Jerry Maynard, M.D., Lebanon

pfooNiffl/ <ind ncul/ of
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Knoxville Academy of Medicine

TEL-MED, co-sponsored by the Knoxville Academy
of Medicine, has been in operation for only 18 months,

but is expanding its telephone-tape program. A grant

from the Valley Fidelity Bank has enabled the pro-

gram to add 30 tapes to its previous 106.

Dr. Robert Whittle, the president of TEL-MED in

Knoxville, said, “Atlanta was the first city in the

South to have a TEL-MED program, and Knoxville

was the second, but we are still the only one open

around the clock,”

The project is a public service sponsored by the

Knoxville Academy of Medicine, the Answering Ser-

vice & Doctor’s Exchange, Baptist Hospital, Children’s

Hospital, Presbyterian Hospital, Park West Hospital,

the Physicians’s Medical Education and Research

Foundation, St. Mary’s Medical Center, and the Valley

Fidelity Bank which also is making printed brochures

available at each of its locations.

Dr. Whittle says that one of the greatest attractions

of the program is that the caller can remain anonymous.

“If someone wants to know about syphilis or something

that they might be embarassed to ask their doctor about,

they do not have to give their name over the phone,”

he said.

Each tape lasts from three to five minutes, all are

done by professional speakers, and repeat important

points at the end of each tape for emphasis. The tapes

do not suggest treatments, however, just factual informa-

tion about each problem.

TEL-MED is a non-profit organization, so any dona-

tions are tax deductible. There are many expenses

with the problem including the answering staff and

the cost of telephone service.

Roane-Anderson County Medical Society

The Roane-Anderson County Medical Society has

voted to give $500 to the fund drive of the Regional

Emergency Medical System Cooperative.

The Regional EMS Co-op is a new venture by phy-

sicians, nurses and emergency medical technicians work-

ing together with the 16-county governments to bring

better emergency health care to East Tennessee.

Dr. Laurence Dry, President of the Roane-Anderson

County Medical Society, explained “our society is pleased

to be the first medical society to sponsor the Co-op.

We hope our support encourages other medical so-

cieties in the region to match our pledge. The Co-op

was developed locally to solve problems facing every

county in our area and is independent of federal

controls.”

Hugh McClees, Director of the EMS Co-op called

the cash award “a vote for regional cooperation and

self-reliance. Many people believe medical societies are

only interested in issues like malpractice and socialized

medicine.” McClees pointed out, “without physician

leadership, their time, effort and money worthwhile

projects like the EMS Co-op would never have gotten

past the talking stage.”

ncilioiMil neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

Pending Health Legislation

September is now the appointed month for

the Congress to make final disposition of a great

deal of unfinished health legislation. The August

doldrums saw little visible Congressional action

on health business. But behind closed doors much

work was performed by members and staff in

committee and conference meetings. However,

the final shape and form of legislation such as

manpower, health maintenance organizations,

clinical laboratories, Indian health, variable in-

centive pay, and emergency medical services

will not be known until the last hectic days of

the 94th Congress as it rushes to adjourn and

go home for the autumnal election campaigns.

Drugs: Maximum Allowable Cost (MAC)

The Maximum Allowable Cost (MAC) drug
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program went into effect towards the end of

August with little visible activity. First signs of

life will probably appear in the late fall when
mac’s advisory committee will meet to consider

the initial prescription drugs for the program.

Court decisions in the various countersuits,

including that of the American Medical Associa-

tion, are not expected anywhere in the near

future.

The three-year-old brainchild of former Health,

Education and Welfare Secretary Caspar Wein-

berger, MAC sets price ceilings on certain widely

used drugs in an effort to discourage prescrip-

tion of brand-name products. Physicians would

have to stipulate on the prescription that brand-

name drugs for Medicare-Medicaid beneficiaries

are medically necessary in order to prevent the

pharmacist from filling the order with the lower

cost generic drug. In states with anti-substitution

laws, patients would have to make up the differ-

ence in price if a brand-name is ordered.

MAC had been scheduled to go into effect

four months ago, but retail druggists joined drug

manufacturers and the AMA in protest, causing

the four-months postponement.

In a letter to HEW Secretary David Mathews,

Pharmaceutical Manufacturers’ Association,

said the original postponement was to resolve

“confusion and opposition” surrounding MAC.
“It is our observation that such hopes have not

been realized, and in fact, the situation is even

more chaotic today,” said PMA President C.

Joseph Stetler.

The AMA and PMA have a consolidated suit

against MAC pending in Chicago District Court.

Other litigation has been launched by the Na-
tional Association of Retail Druggists (NARD),
the Private Medical Care Foundation, Inc., and

Congress of County Medical Societies. Citing

these, along with a petition filed with HEW on

July 27 by the American Pharmaceutical Associa-

tion (APHA), and the “continuing concern,”

and “growing dissatisfaction” of many individ-

uals and organizations, Stetler said, “there is every

reason to further delay ... the MAC program.”

The MAC proposal has many controversial

aspects, not the least of which is the fact that it

was an administrative decision without any legis-

lative backing in the language of the Medicare and

Medicaid laws. Thus, one of the criticisms is that

it represents “government by regulation” and

violates the Medicare Law’s prohibition against

interference in the practice of Medicare.
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Weinberger claimed MAC would save the gov-

ernment $60 million a year but another former

HEW Secretary, Robert Finch, disputed the

claim. Finch, now a private citizen in California,

said the bureaucratic cost of running the pro-

gram would offset any possible savings. In a let-

ter to the Wall Street Journal last year. Finch also

argued that bioequivalency cannot be demon-

strated at present. The MAC regulations pose

“the key question of whether the patient receives

the exact prescription the doctor ordered,” he

wrote.

Physicians for the most part will be affected

with Medicaid patients, since there is no substan-

tial outpatient benefit for Medicare drugs.

In addition to the control program, HEW will

send all physicians a list of most frequently pre-

scribed drugs along with the prices community

pharmacies pay for them.

No federal sanctions are provided for physi-

cians who decide to write out the “medically

necessary” prescription message.

Before a Maximum Allowable Cost can be

established for drugs, the Food and Drug Admin-

istration must first indicate that there are no bio-

equivalence problems among its several brands.

The HEW Pharmaceutical Reimbursement Board

would then propose a MAC at a level equal to

the lowest cost at which the drug is generally

available to providers. Before the MAC can be

established officially it must be reviewed by a

non-governmental advisory committee and pub-

lished in the Federal Register for comment.

The regulations establish both the Pharmaceu-

tical Reimbursement Board and the 5-member

outside advisory group.

HEW said about one-fourth of commonly pre-

scribed drugs are available from multiple

sources. However, the number for which bio-

equivalence problems can be ruled out is smaller.

The reimbursement that a pharmacist receives

for drugs he provides Medicare and Medicaid

patients will be based on an estimate of his cost

of buying the drug plus a dispensing fee, or on his

usual charge to the general public, whichever is

the smaller. Program agencies such as the state

Medicaid program would make the estimates ac-

cording to price information supplied on a regu-

lar basis by HEW.
Druggists protested an HEW wholesale price

list designed to guide state agencies which the

druggists said contained “out-of-date” low prices.

John Ball, MD, Assistant to the Director of

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



FDA’s Office of Quality Standards, recently said

it may be as long as six months before the first

small group of drugs has gone through the proc-

ess for declaring them ready for MAC.

Republican Party and Compulsory NHI

The Republican Party has gone on record

against compulsory National Health Insurance.

The platform plank on health adopted by the

delegates at the convention in Kansas City was

in sharp contrast to the Democratic plank endors-

ing a comprehensive national plan financed by

regular and Social Security taxes.

The GOP statement on health supported ex-

tension of catastrophic protection “to all who
cannot obtain it.” The private health insurance

system should be utilized to “assure adequate

protection for those who do not have it,” the

platform said. “Such an approach will eliminte

the red tape and high bureaucratic costs inevita-

ble in a comprehensive national program.”

The platform on health did not condemn out-

right any national health insurance program as

a group of conservatives led by Sen. Jesse Helms

(R-N.C.) had urged. The flat opposition to a

“compulsory” NHI program, however, provided

a sufficiently broad umbrella to mount an attack

on many NHI proposals and specifically on the

Kennedy-Labor bill. Some delegates interpreted

the plank as opposition to any “comprehensive”

national plan.

President Ford this year did not renew his pre-

vious endorsement of the Nixon Administration’s

NHI plan calling for employers to provide em-

ployees with comprehensive private health insur-

ance, federalizing Medicaid, and subsidizing a

catastrophic benefit. Instead, Ford asked Congress

for a catastrophic benefit for Medicare benefi-

ciaries. He said the so-called mandated plan

would be too expensive at present.

On Abortion

On abortion, the Republicans supported “the

efforts of those who seek enactment of a constitu-

tional amendment to restore protection of the

right of life for unborn children.” The Platform

conceded that the issue “is one of the most diffi-

cult and controversial of our time . . . undoubt-

edly a moral and personal issue” involving “com-

plex questions relating to medical science and

criminal justice.”

The Supreme Court’s ruling on abortion per-

mitting it until the last stages of pregnancy was

“an intrusion into the family structure through

its denial of the parents’ obligation and right to

guide their minor children,” said the Platform.

Protection Against Toxic Substances

The House has passed the so-called toxic sub-

stances act which gives the Environmental Pro-

tection Agency new powers to prevent hazardous

chemicals from being marketed. A provision was

added on the House ffoor to ban within two

years the manufacturers of Polychlorinated Bi-

phenyls (PCBs). The Chemical has been found

in fish in the Great Lakes and the Hudson River

and traces have been discovered in humans.

PCBs are used in electrical equipment and enter

the food chain through waste dispersal in water-

ways.

HEW Health Planning Centers

The HEW Department has awarded contracts

to establish five centers for health planning in

Madison, Wisconsin; Columbia, Missouri; Den-

ver; San Francisco; and Boise, Idaho. The con-

tracts, totaling $3.2 million will provide training

and consultation to health planners in 24 states,

Guam, American Samoa, and the Trust Terri-

tories of the Pacific. HEW established five other

centers for health planning earlier this year in

Boston; Syracuse, New York; Fort Washington,

Pennsylvania; Atlanta; and Houston.

Medicare Reimbursement Studied

The House Ways and Means Subcommittee on

Health has conducted hearings on issues involved

in increasing physicians’ fees and possible revi-

sions in the present reasonable charge reimburse-

ment system used in the Medicare program.

The Subcommittee heard testimony on:

Factors in the present system which influence

physicians to accept assignment or to direct bill;

advantages and disadvantages to requiring physi-

cians to accept assignment in any case; factors

contributing to geographic variations in physi-

cians’ reasonable charges, including differences

in urban and rural charges; imphcations of the

differences in charges between primary care physi-

cians and speciahsts, and the effect of such fee

differences on the selection of certain specialties

by physicians; feasibility and desirability of re-

imbursing physicians on a fee schedule basis and

the factors which would be used to adjust the

schedules to reffect the variation in physicians’
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cost of practice; the role of relative value scales

in determining physician fees; results of experi-

mental reimbursement programs; and comments

on legislation already pending which would

amend Medicare reimbursement of physicians.

The Subcommittee also examined the issues

involved in the payment of physicians in teaching

hospitals under Medicare. However, Congress

will not be able to act on such matters this year.

New Assistant Secretary

For Health Affairs

President Ford has named Robert Nelson

Smith, MD, Toledo, Ohio, anesthesiologist, to be

Assistant Secretary of Defense for Health Affairs.

Dr. Smith, who served as President of the Ohio

State Medical Association in 1969-1970, suc-

ceeds James Cowan, MD, who resigned.

Dr. Smith graduated from West Point in 1943

and served in the Air Force from 1943 to 1948.

He received a Master of Science degree from

Massachusetts Institute of Technology in 1945

and his medical degree from the University of

Nebraska College of Medicine in 1952.

The 56-year-old physician is a member of the

AMA, the Ohio State Medical Association, and

the American Society of Anesthesiologists.

inlennc//ee

ETSU To Make Third Try on

Medical School

East Tennessee State University’s infant Col-

lege of Medicine, twice rebuffed in its accredi-

tation efforts, is moving toward a third try early

next year.

It is planned that the reapplication of a Letter

of Reasonable Assurance of Accreditation to the

Liaison Committee on Medical Education will be

submitted early in 1977, ETSU President D. P.

Culp announced.

Several other developments have been reported

by the medical school’s officials. They include:

1. Submission by the college to the American

Medical Association of an application for an

internal medicine residency at East Tennessee

State University Associated Hospitals.

2. A search committee for a dean of the col-

lege interviewed two prospects in September.

3. The first draft of a doctoral program in the

basic sciences is almost ready for submission to

the State Board of Regents and the Tennessee

Higher Education Commission. The program i«

one of the requirements for the LRA.
Also, ETSU has applied for $15 million from

the federal government to help fund its troubled

College of Medicine.

Applications for the money which would come
through the Teague-Cranston Act were delivered

to Veterans Administration officials in Washing-

ton by Congressman James H. Quillen and Acting

College of Medicine Dean Dr. Charles E. Allen.

Living Tissue Used at Vanderbilt

In Attempt to Find Vaccine for Gonorrhea

A laboratory method using living tissues has

been developed by Vanderbilt University re-

searchers attempting to find a vaccine for gonor-

rhea.

Dr. Zell A. McGee, developer of the living-

tissue method, said the search for a vaccine is

becoming more important because of the immu-

nity that the gonorrhea organism has been devel-

oping against penicillin.

He added that development of a vaccine is

difficult “because we know that people can get the

disease over and over again, so there is no natural

resistance, or very little, and that is not very

effective.”

McGee, director of infectious disease research

at the university, said researchers are trying to

determine how the organisms enter the body,

how they maintain residence in the body and

how they actually damage tissues.

“In Tennessee, gonorrhea affects at least one

out of every 10 to 20 teenagers and an even

larger number of the 20 to 24-year-old age

group,” he added.

McGee and his associates at Vanderbilt’s

George Hunter Lab for Infectious Disease Re-

search have been awarded a three-year grant of

more than $200,000 by the National Institutes

of Health to work on developing a vaccine for

gonorrhea.

Meharry Names Dr. E. E. Mays
Chairman of Internal Medicine

Dr. Edward E. Mays has been named chair-

man of the Department of Internal Medicine at

Meharry Medical College.

A former medical consultant for the U. S.

Army Health Services Command, Ft. Sam Hous-

ton, Mays is replacing Dr. T. W. Johnson, who
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has served as acting chairman of internal medi-

cine and chairman of the Department of Derma-

tology. The appointment became effective Sep-

tember 1, 1976.

Mays received the M.D. degree from the Uni-

versity of Arkansas School of Medicine and has

held faculty positions at the University of Cali-

fornia School of Medicine and the University of

Hawaii School of Medicine.

DR. L. DALE BECK of Nashville has been elected

chairman of Nashville Memorial Hospital’s medical

advisory committee.

DR. DOROTHY BROWN from Nashville, a clinical

professor of surgery at Meharry Medical College, has

been presented a Bicentennial Award by Delta Sigma
Theta Sorority, Inc.

DR. WILLIAM G. BYRD of Knoxville has been named
chairman of the East Tennessee Children’s Hospital

Board of Directors.

DR. HENRY A. CALLAWAY, JR., of Maryville was
elected a director of Blount National Bank.

DR. ROBERT CARVER of Lebanon was approved

for active membership on the medical staff of the

McFarland Hospital.

DR. HENRY S. CHRISTIAN of Knoxville is retiring

after 40 years in the practice of medicine in East

Tennessee.

DR. RAND T. FREDERIKSEN from Nashville has

been granted fellowship in the American College of

Cardiology. Also elected to fellowship was DR.
TAYLOR M. WRAY of Nashville.

DR. E. M. FROEDGE of Lafayette is retiring after

completing 25 years of practice in Macon County.

DR. THOMAS A. FULLER of Rockwood has been

named Roane County Representative on the 16-county

Emergency Medical Co-op.

DR. T. J. JABBOUR of Memphis has been authorized

by the World Health Organization to conduct inter-

national studies into a rare disease, subacute sclerosing

panencephalitis.

DR. GERALD E. JOHNSON of Winchester has been

approved for an eighth one-year term as chief of

the medical staff of Franklin County Hospital.

DR LOUIS A. KILLEFFER of Harriman was honored

at the Harriman Hospital awards banquet for his 37

years of service as vice-chairman of the hospital board.

DR. GRANT W. LIDDLE of Nashville has been

elected president of the International Society of En-

docrinology at the Society’s International Congress in

Hamburg, Germany.

DR. HERBERT T. McCALL of Nashville was elected

president of Nashville Memorial Hospital’s medical-

dental staff.

DR. K. J. PHELPS of Lewisburg has been appointed

to the Tennessee Emergency Medical Services Advisory

Council. DR. ROBERT E. RICHIE of Nashville has

also been reappointed to the Council.

DR. JOSEPH D. ROBERTSON of Crossville has been

appointed to the staff of The Crossville Medical Group
Professional Association.

DR. DON J. RUSSELL of Chattanooga has been named
to the Hospital Authority Board.

DR. ROLAND M. WEBSTER of Strawberry Plains was

honored by local residents for his 43 years in the

practice of medicine in Strawberry Plains. Dr. Roland

Webster Day was held at the United Methodist Church.

finnouncemeni/

Oct. 21-29

Oct. 24-28

Oct. 25-29

Nov. 3-6

Nov. 5-6

Nov. 7-10

Nov. 10-14

Nov. 15-19

Nov. 28-

Dec. 2

Dec. 4-8

Dec. 5-9

Dec. 5-7

Dec. 6-8

Dec. 12-16

NATIONAL

1976

American Society of Clinical Pathologists

and College of American Pathologists,

joint meeting, Los Angeles Hilton, Los

Angeles.

American College of Chest Physicians,

Atlanta Marriott Hotel, Atlanta.

Congress of Neurological Surgeons, Fair-

mont Roosevelt, New Orleans.

American Society of Cytology, Shamrock

Hilton, Houston.

American Association for the Study of

Liver Diseases, Hyatt Regency Hotel,

Chicago.

Southern Medical Association, Marriott,

New Orleans.

American Academy of Neurological

Surgery, Charleston, S.C.

American Heart Association, Fontaine-

bleau, Miami Beach.

American Association for Clinical Im-

munology and Allergy, Braniff House,

Tucson, Ariz.

American Medical Association, Phila-

delphia

American Academy of Dermatology,

Palmer House, Chicago

American Academy of Psychoanalysis,

Atlanta

Southern Surgical Association, The Break-

ers, Palm Beach

International College of Surgeons, Cae-

sar’s Palace, Las Vegas

STATE

1976

Oct. 18-20 Cancer Concepts 1976, Glenstone Lodge,

Gatlinburg.

Oct. 21 Middle Tennessee Medical Association,

Clarksville Country Club, Clarksville.

Nov, 3-5 Tennessee Academy of Family Physicians,

Civic Auditorium, Gatlinburg.
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The continuing medical education accreditation

program of TMA has full approval by AMA’s
Council on Medical Education. If the continuing

medical education program of your hospital or

medical society is accredited by TMA’s commit-

tee, you may receive for your attendance at its

functions Category / credit for the AMA Physi-

cian's Recognition Award. If you wish informa-

tion as to how your hospital or society may re-

ceive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Associa-

tion, 112 Louise Avenue, Nashville, Tennessee

37203.

IMPORTANT NOTICE
Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various subspecial-

ties have been developed by the School of Medicine and

the Division of Continuing Education of Vanderbilt

University. The practicing physician, with the guidance

of the participating department chairman can plan an

individualized program of one-to-four weeks to meet

recognized needs and interests. The experience will in-

clude contact with patients, discussion with clinical and

academic faculty, conferences, ward rounds, learning in-

dividual procedures, observing new surgical techniques,

and access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Eriesinger, III M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.

Oncology Robert Oldham, M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Eenichel, M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Evert James, Jr., Sc.M., M.D.
Surgery

General H. William Scott, Jr., M.D.
Neurological William E. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neil, M.D.
Plastic John B. Lynch, M.D.

Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Cancer Chemotherapy Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE EEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Eamily

Physician’s Continuing Education accreditation.

APPLICATION: Eor further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, TN 37212 Tel. 615/322-2716

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

Oct. 25 Clinical Manifestations in Critical Illness

Oct. 27

Oct. 29-31

Nov. 3-6

The Right to Die Symposium, Center of

Continuing Education, Scarritt College;

Euthanasia Educational Council; Divi-

sion of Continuing Education, Vander-

bilt School of Medicine

Scientific Program, Tenn. State Radio-

logical Society, Eall Meeting

Eifth Annual Rhamy-Shelley Lecture-

ship (Urology), Division of Urology and

Division of Continuing Education, Van-

derbilt School of Medicine

Nov. 12

Nov., 1976

Dec. 3-4

Hodgkins Disease/Lymphomas

What’s New in Obstetrics for Physicians

What’s New in Obstetrics for Physicians;

Department of Obstetrics and Gynecol-

ogy and Division of Continuing Educa-

tion, Vanderbilt School of Medicine
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Feb., 1977

Feb. 9-10

Late Feb.-

early Mar.

March, 1977

Spring, 1977

April, 1977

April, 1977

May 25-26

Annual Surgery Symposium

On Urological Care in General Medicine

Update in Anesthesiology 1977

idypertension 1977

Annual Cancer Symposium

New Aspects in Obstetrics & Gynecology

Prostatic Diseases in General Medicine

16th Annual Seminar in Psychiatry (non-

psychiatrists)

For information contact;

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Courses

1976-1977

Oct. 29-31 Fundamentals of Clinical Otology II,

Memphis

Nov. 10 Hypertension (Ciba), Memphis

Nov. 15-16 Sickle Cell Anemia, Memphis

Nov. 18-19 Allergy for Generalists, Memphis

Nov. 19 Diagnosis and Management of Common
Skin Disease, U.T. Memorial Hospital,

Knoxville

Dec. 3-4

Dec. 6-7

Feb. 10-11

Feb. 12-13

Feb. 25-26

Feb. 27-

Mar. 2

Otolaryngology for the Family Phy-

sician, Memphis

Cancer of the Ovary and Endometrium,

Memphis

Advanced Hypnosis, Memphis

Obstetrical Anesthesia, Memphis

Current Concepts of Cancer Manage-

ment, Memphis

Otolaryngologic Allergy, Memphis

Mar. 6-9

Mar. 16-18

Mar. 21-26

April 4-6

April 21-22

April 28-29

May 23-27

May 25-28

Basic Principles of Rhinoplasty, Mem-
phis

Gynecologic Endocrinology, Memphis

General Review Course for Family Phy-

sicians, Memphis

Colposcopy, Memphis

Controversies in General Surgery, Mem-
phis

Leigh Buring Conference, Memphis

Intensive Review of Anesthesiology,

Memphis

Basic Clinical Electrocardiography, Paris

Landing Inn (Pickwick Lake)

For further information, please contact;

Division of Continuing Education

UTCHS
800 Madison Avenue

Memphis, Tennessee 38163

Gastrointestinal Workshop for

The Practicing Physician

December 17-18, 1976

The registration fee will be $80.00. For further

information about the above, contact Frank R. Lemon,
M.D., Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, Kentucky 40506.

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

Continuing Medical Education
Schedule 1976

Nov. 3 Introduction to Computed Tomography
for the Clinician

Nov. 11-12 Infectious Disease

Dec. 2-3 Gastroenterology

Courses approved for Category I credit for AMA
1’hysician‘s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300. 921 East

Third Street, Chattanooga, Tennessee 37403.

ACP 1976-77 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three to five days, they are directed toward

practicing physicians and are presented in association

with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medi-

cal Education. They fulfill Category I requirements for

the AMA Physician’s Recognition Award.

See August 1976 issue for complete listing.

Clinical Rheumatology Course

A comprehensive review of diagnosis and manage-

ment of rheumatology will be featured in a four-day

postgraduate course presented by the American College

of Physicians at the Hilton Hotel, Philadelphia, Pa.,

Nov. 1-4, 1976.

The course wiU consist of lectures, small group

workshops, patient presentations, panel discussions and

laboratory demonstrations—^with emphasis on the

newer concepts that have improved the understanding

and management of rheumatic diseases.

American College of Physicians Audio

Postgraduate Courses Available

The American College of Physicians and Audio-

Digest Foundation have announced the availability of

nine postgraduate courses on audio cassettes.
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The nine courses—recorded live and edited from

this year’s annual session of the ACP feature many
of the world’s most noted clinicians, discussing many
outstanding topics. All programs are geared to keep

the practicing physician up-to-date.

Included is a six-hour course on the State of Art

lectures, plus individual two-hour programs on such

topics as “Marriage and Sex Counseling’’; “Practical

Problems in Hemostasis”; “Respiratory Failure and

Its Management”; “Clinical Pharmacology of Anti-

hypertensive Agents”; “Use of Antibiotics,” . . . and

courses on diabetes, myeloma, and bone disease.

All courses are acceptable for educational credit.

Each course also includes vital supplemental reference

literature, as well as being housed in a custom designed

cassette notebook.

A free descriptive brochure is available by writing

directly to Audio-Digest, 1250 S. Glendale Avenue,

Glendale, California 91205.

UNIVERSITY OF KENTUCKY
Mini-Residencies for Medical and Surgical

Practitioners

in

Office Management of Emotional Problems

One, Two and Three Week Courses. Minimum of

40 hours per week.

Tuition Fee: $350.00 per week for the 1st & 2nd

week of training; $500.00 for 3rd week of supervised

practice with patients in the Intensive RBT Treatment

Program.

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy office

practices. The technique uses a concept of emotions that

is consistent with human anatomy and psycho-physiol-

ogy. Yet, the technique requires no more physician

time or patient cost than routine evaluations of new
patients. Finally, the technique is readily understandable

and easy for practitioners to apply.

For further information:

Maxie C. Maultsby, Jr., M.D.
Office of Continuing Education

Department of RBT
University of Kentucky

Lexington, Kentucky 40506

THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Clinical Education Center-Knoxville

THE USE OF STAPLERS IN SURGERY
November 9 and 10, 1976

Two identical sessions each day on The Use of

Staplers in Surgery, fee: $100, Physician, $65 Nurses

and ORT’s.

For further information contact the Office of Con-

tinuing Medical Education, Clinical Education Center,

1924 Alcoa Highway, Knoxville, Tennessee 37920 (615-

584-4847).

740

AMERICAN COLLEGE OF
CHEST PHYSICIANS

1976-77 POSTGRADUATE CALENDAR
Continuing Education Programs

See September, 1976 issue for listing.

For further information:

Dale E. Braddy

Director of Continuing Education

American College of Chest Physicians

911 Busse Highway
Park Ridge, Illinois 60068

AMERICAN HEART ASSOCIATION
TWENTIETH ANNUAL CARDIAC

SYMPOSIUM
January 21-22, 1977

The American Heart Association, Arizona Affiliate,

will sponsor its 20th annual cardiac symposium at

Mountain Shadows Resort Hotel, Scottsdale, on Jan-

uary 21-22, 1977.

Registration fee for two days, including lunches,

will be $60 (one day-$35). Deadline for hotel ac-

commodations is December 21, 1976. Deadline for

symposium registration is January 14, 1977.

Twelve hours of postgraduate credit has been

applied for through the American Academy of Family

Physicians and the Arizona Medical Association.

For further information:

The American Heart Association

Arizona Affiliate

1445 East Thomas Road
Phoenix, Arizona 85014

Tel: (602) 277-4846

UNIVERSITY OF LOUISVILLE
SCHOOL OF MEDICINE

Twelfth Annual Louisville Pediatric Lecture

November 3, 1976

Dr. James Hughes will deliver the 1976 12th Annual

Louisville Pediatric Lectureship on November 3. He
will speak on “The Emotional Impact of Chronic

Disease in Childhood.” ^

Eor further information contact Billy E. Andrews,

M.D,. Professor and Chairman, Department of Pedi-

atrics, University of Louisville.

American Psychiatric Association

Audio Courses Available

The American Psychiatric Association, in conjunction

with Audio-Digest Eoundation, a subsidiary of the Cali-

fornia Medical Association, announced the release of

seven postgraduate educational courses on audio cas-

settes.

All courses were recorded at this year’s annual meet-

ing held in Miami Beach. The contents were then edited

to present in a time-saving, convenient mode—only the

most practice-useful material.

Included in the seven cassette albums are the follow-

ing topics: “Human Sexuality”; “Transactional Analy-
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sis”; “Alcoholism and Drug Abuse.” Each of these

three courses are four hours in length. Three-hour

courses include “Clinical Psychopharmacology” and

“Behavior TTierapy.” There is also a two-hour course

on “Marital Disharmony” and a five-hour course on

“Geriatric Psychiatry”. None of the contents of these

courses will appear on regular Audio-Digest programs.

Each course includes vital supplemental reference

literature, as well as coming housed in a custom-designed

cassette album. The courses are also acceptable for

various organizations’ requirements for continuing medi-

cal education credits.

Priced at $19.95 for the two-hour course; $29.95

for the three-hour ones; $39.95 for the four-hour

albums; and $49.95 for the five-hour cassette pro-

gram—the courses can be obtained by writing directly

to Audio-Digest Eoundation at 1250 S. Glendale

Avenue, Glendale, California 91205. A free descriptive

brochure detailing all topics and speakers is also

available from Audio-Digest.

Hypertension Self-Assessment

A Hypertension Medical Knowledge Self-Assessment

Program is being developed by the Editorial Board

of Dialogues in Hypertension in conjunction with the

National Board of Medical Examiners by Health Learn-

ing Systems, Inc. in cooperation with the National

High Blood Pressure Education Program, the Council

for High Blood Pressure Research of the American

Heart Association and the National Kidney Foundation.

Beginning in January with a confidential pre-course

evaluation, the program will continue through early

1978. Participating physicians will receive a syllabus

titled “Guide to the Clinical Management of Hyper-

tension,” containing a summary of hypertension clinical

management information, four audio cassette tapes in

which national authorities review current concepts in

the detection, diagnosis and treatment of essential and

secondary hypertension, and a confidential post-course

self-assessment.

The Hypertension Medical Knowledge Self-Assess-

ment Program is acceptable for 40 prescribed hours by

the American Academy of Family Physicians. In addi-

tion as an organization accredited for continuing medi-

cal education, the American Heart Association certifies

that this continuing medical education offering meets

the criteria for 40 credit hours in Category I for

Physician Recognition Award of the American Medical

Association. The self-assessment program is compu-

terized to assure accuracy and confidentiality, so only

the physician taking the self-assessment evaluations

will know his or her score.

Dr. James C. Hunt, President of the National Kidney

Foundation and Professor and Chairman, Department

of Medicine, Mayo Clinic and Mayo Medical School,

is executive editor of the program’s editorial board.

Physicians who wish to participate may write to

Health Learning Systems, Inc., P. O. Box 7929, Phila-

delphia, Pennsylvania 19101.

Internal Medicine Therapy Course

New approaches to therapy in three areas—rheuma-

tology, gastroenterology and nephrology—will be

featured in a three-day postgraduate course presented

by the American College of Physicians and the Medical

College of Wisconsin Nov. 8-10, 1976, in Milwaukee,

Wise.

Emphasis will be on the practical management of

clinical problems in the three areas of concern. Regis-

trants will hear lectures, panel discussions and will

take part in question and answer sessions.

Advances in Clinical Medicine
New developments in diagnosis and treatment as

they relate to sound clinical practice will be featured

in a five-day postgraduate course presented by the

American College of Physicians at the Queensway
Hilton Hotel, Long Beach, California, November 29-

December 3, 1976. The postgraduate course will be

presented in conjunction with the Harbor General

Hospital and the St. Mary Medical Center both of

Long Beach, Ca.

The course will emphasize patient-oriented problems

and will consist of lectures and small workshops to fa-

cilitate informal discussions between faculty and par-

ticipants.

The American College of Physicians postgraduate

courses have been approved by the American Medical

Association Advisory Committee on Continuing Medical

Education and the clinical course may be used to fulfill

27 hours of Category #1 requirements for the AMA’s
Physician’s Recognition Award.

For Information and Registration:

Registrar, Postgraduate Courses, ACP
4200 Pine Street, Philadelphia, PA 19104

Schedule of Upcoming Programs for

The Network for Continuing

Medical Education

Oct. 4- “HIGH RISK PREGNANCY—AVOID-
Oct. 17 ING SURPRISES,” with Louis Gluck,

M.D., Professor of Pediatrics and Ob-

stetrics and Director of Perinatology at

the University of California Medical

Center at San Diego.

“BEHAVIOR MODIFICATION;
TREATMENT OR COERCION?” with

Bernard Towers, M.B., Ch.B., Professor

of Anatomy and Pediatrics, and James

Q. Simmons, III, M.D., Associate Pro-

fessor of Psychiatry and Chief of Child

Psychiatry at the Neuropsychiatric Insti-

tute; both at the University of California

at Los Angeles; and Daniel Wikler, Ph.D.,

Assistant Professor of Philosophy and

Medical Ethics and Marilyn Wikler.

Ph.D., Assistant Professor in the School

of Social Work, both at the University

of Wisconsin, Madison.

Oct. 18- “HYALINE MEMBRANE DISEASE:

Oct. 31 ASSESSING LUNG MATURITY,” with

Louis Gluck, M.D., Professor of Pedi-

atrics and Obstetrics, University of Cali-

fornia San Diego, LaJolla.
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THE CLINICIAN AND THE LABO-
RATORY: INFECTIOUS DISEASES,”

with Richard H. Parker, M.D., Chief of

Infectious Disease, Veterans Administra-

tion Hospital, and Associate Professor of

Medicine, Howard University, Washing-

ton, D.C.

“DYSPNEA: SIGNAL OF DISEASE?”
with Kenneth M. Moser, M.D., Director

of the Pulmonary Division, and Professor

of Medicine, University of California,

San Diego.

Nov. 1- “HYPERTENSIVE RETINOPATHY;
Nov. 14 FUNDUSCOPIC FEATURES,” with

Richard E. Goldberg, M.D., Director,

and Larry. E. Magargal, M.D., Co-

Director, the Retinal-Vascular Unit, Wills

Eye Hospital, Philadelphia.

“LACTIC ACIDOSIS; PATHOGENESIS
AND ETIOLOGY,” and “LACTIC
ACIDOSIS: DIFFERENTIAL DIAG-
NOSIS AND TREATMENT,” with Philip

Felig, Professor and Vice Chairman,

Department of Internal Medicine, and

Chief, Endocrinology Section, Yale Uni-

versity School of Medicine and Yale-

New Haven Hospital.

Nov. 15- “FIBEROPTIC BRONCHOSCOPY: ITS

Nov. 28 USES AND ADVANTAGES,” with Ber-

nard Marsh, M.D., Associate Professor

of Otolaryngology, The Johns Hopkins

University School of Medicine and Di-

rector, Broyles Broncoscopic Clinic, Johns

Hopkins Hospital, both in Baltimore,

Maryland.

“ALCOHOL INGESTION ; ACUTE
METABOLIC SYNDROMES,” with

Philip Felig, M.D., Professor and Vice-

Chairman, Department of Internal Medi-

cine and Chief, Endocrinology Section,

Yale University School of Medicine and

Yale-New Haven Hospital.

“CAT SCANNING: A NEW DIMEN-
SION,” with John R. Haaga, M.D.,

radiologist. The Cleveland Clinic, Cleve-

land, Ohio.

THE CLEVELAND CLINIC FOUNDATION
CENTER FOR CONTINUING
MEDICAL EDUCATION

Postgraduate Courses 1976-77

1976

Aug. 26-27 Panoramic View of Nursing

Sept. 14-15

Sept. 16-17

Sept. 23-24

Oct. 8

Nov. 5-6

Nov. 17-18

Dec. 2-3

Jan. 12-13

Jan. 26-27

Feb. 9-10

Feb. 16-17

Feb. 23-24

Mar. 2-3

Mar. 10-11

Mar. 16-17

Mar. 18-19

Mar. 21-22

Mar. 23-25

Mar. 28-29

Mar. 30-31

Apr. 22-23

Apr. 27-28

May 4-5

May 11-12

May 20-21

June 7-8

June 9-10

Dermatopathology for the Pathologist

and Dermatologist

Coronary Artery Disease— 1976, co-

sponsored with American Heart Associ-

ation

Ventilatory Management in Acute Pul-

monary Insufficiency

Advances In Medical Technology

Shock—The Challenge, American Associ-

ation of Critical Care Nurses

Gastroenterology Update—1976

Perspectives in Ophthalmology

1977

Surgical Management Problems

Medical Progress for the Family Physician

Blood Banking

Computed Tomography of the Head and

Body

Current Topics in Clinical Microbiology

Advances in Urology

Advances in Joint Surgery

Medical Progress and Its Relationship

To Dentistry

Colonoscopy Technics and Application

Sports Medicine

Peripheral Arterial Disease and Venous

Thromboembolism, co-sponsored with the

American College of Physicians and

Council on Thrombosis of the Ameri-

can Heart Association

Practical Neurology

Refresher Seminar in Pediatrics for

Pediatricians and Family Physicians

Current Concepts in Surgical Pathology

Diagnostic Immunology

Common Problems in Medical Practice

—Gynecology

—E.N.T.

—Dermatology

—Ophthalmology

Controversies in Dermatology

Physician’s Assistants

The Management of Growth in Health

Care Institutions

Ocular Infections and Their Therapy

For further information, contact:

Director of Continuing Medical Education

The Cleveland Clinic Foundation

9500 Euclid Avenue
Cleveland, Ohio 44106
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CITY OF MEMPHIS HOSPITAL MEDICAL

AUDIT CRITERIA

Rheumatic Heart Disease

I. Validation of:

A. DIAGNOSIS (History with specific reference

to):

1. Dyspnea 100%
2. Palpitations 100%
3. History of rheumatic fever 100%
4. Syncope 100%
5. Chest pain 100%
6. Complicating factors such as

intercurrent pulmonary infection

or pregnancy 100%
7. Prior knowledge of heart disease

or murmur 100%
B. Physical examination with specific reference

to:

1.

Cardiac

a. pulse, rhythm, blood pressure,

cardiomegaly chamber enlarge-

ment, presence of murmurs,

ejection sounds, opening snaps,

gallops or other abnormal tran-

sients 100%

2.

Extra cardiac

a. carotid pulses, pulses in all ex-

tremities, neck veins 100%
b. edema 100%
c. examination of abdomen for

enlarged organs, bruit or aneu-

rysm 100%
d. presence or absence of abnor-

mal findings in the lungs 100%
C. Laboratory

1. Electrocardiogram 100%
2. PA, lateral views of chest 100%
3. Electrolytes and BUN 100%
4. Acute phase reactants (is ASO,

sed rate, CRP) in:

a. suspected recurrent rheumatic

fever 100%
b. chronic rheumatic heart disease 30%

5. Blood cultures 10%
D. Reasons for Admission

1. Suspected recurrent rheumatic

fever

2. Recent onset of congestive heart

failure

3. Syncope suspected of cardiac ori-

gin

4. Intercurrent complicating condi-

tions such as pulmonary infection

or pregnancy

5. Congestive heart failure of long

duration controlled as out-patient

6. Need for studies requiring hospital

facilities such as cardiac catheteri-

zation

II. Critical Diagnostic and Therapeutic Services
A. Specific Treatment

1. Bed rest 100%
2. Restricted sodium intake

3. Oxygen
B. Drugs (Treatment)

1. Digitalis 60%
2. Diuretics 40%
3. Autoarrhythmias 10%
4. Afterload manipulation where in-

dicated 3%
5. Antibiotics 3%

C. Diagnostic Services

1. Daily weights 100%
2. Cardiac examination b.i.d. mini-

mal until stable then daily 100%
3. Periodic chest x-ray 100%
4. Several pulmonary artery diastolic

or wedge pressures 10%
5. Monitoring of electrolytes and

BUN in patients on diuretics and

digitalis 100%

III. Expected Response to Treatment
A. Short Term (Discharge Status)

1. Relief of dyspnea and failure 98%
2. Control of arrhythmia 98%

B. Reassessment of patients with less

than expected response

1. Rule out recurrent rheumatic fever 100%
2. Rule out intercurrent complicating

factors such as thyrotaxicosis,

pregnancy, paroxysmal rhythm dis-

turbance 100%
3. Complete review of history, physi-

cal and all laboratory data in an

effort to rule out incorrect diag-

nosis 100%
4. Cardiac catheterization and car-

diac surgery 60%
C. Long Term (Functional, Other)

1. Ambulatory 5 to 10 days 90%
2. Free of dyspnea with ordinary

exertion 90%
3. Free of arrhythmia

IV. Disposition

A. Discharge: 1 to 4 weeks

B. Reform to preadmission activities

C. Post admission followup. Clinic or

office—weekly x 2, then monthly, if

stable, 6 month intervals

D. Modification of risk factors

1. Bacterial endocarditis prophylaxis

2. Streptococcal prophylaxis

V. Mortality: Varies
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VI. Length of Stay*

A. Uncomplicated 7 to 21 days

B. Complicated 21 days to 6 months

VII. Complications
A. Of Disease

1. Death 5%
2. Heart failure requiring cardiac

surgery 5%
3. Bacterial endocarditis, embolus,

peripheral or central

less than 1 %
B. Of Treatment

1. Drug toxicity—diuretics, digitalis,

antiarrhythmias, alpha and beta

stimulation or blockade 15%
2. Thrombophlebitis 5%
3. Hemorrhage secondary to anti-

coagulants 2%

*Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

Cushing’s Disease

I. Validation of:

A. Diagnosis

1.

Laboratory confirmation: High

urinary steroids (17 KG or 17 OH
and 17 KS and urinary free

cortisol) and plasma cortisol which

are not suppressed by low-dose

oral Dexamethasone

B. Reasons for Admission

1. For definitive diagnosis

2. For surgical treatment

3. For complications (pathological

fractures, psychiatric disorders, se-

vere hypertension, severe muscular

weakness, bleeding diathesis, dia-

betes mellitus)

II. Critical Diagnostic and Therapeutic Services

A. Dexamethasone suppression test for

diagnosis 100%
B. Surgical treatment (adrenalectomy or

hypophysectomy) 100%
C. External radiation of the pituitary 50-90%

D. Appropriate glucocorticoid and

mineralcorticoid replacement after

surgical procedure 100%
III. Expected Response to Treatment

A. Short Term (Discharge Status)

1.

Patient clinically stable on ade-

quate hormonal replacement and

surgical wound healing satisfactorily

B. Long Term (Functional, Other)

1. Complete recovery if hormonal

replacement is continued 100%
2. When pituitary tumors developed 10%

IV. Disposition

A. Initial follow-up every 2 to 4 weeks

B. Lifelong follow-up in the out-patient

clinic with adequate hormonal re-

placement: Serial skull x-rays and

visual fields every 6 to 12 months;

check for postural hypotension

C. Patients’ education: Increase dose of

glucocorticoids during stressful situ-

ations: check skin color

D. Wear a “Medic Alert” tag

V. Mortality <1%
VI. Length of Stay: 7 to 14 days*

VII. Complications
A. Of Disease

1. Mental disturbances

2. Pathological fractures

3. Severe hypertension

4. CHF
5. CVA
6. Uncontrolled diabetes mellitus

7. Infections

B. Of Treatment

1. Surgical complications following

adrenalectomy (infection, hemor-

rhages)

2. Adrenal insufficiency

3. Pituitary insufficiency

4. Surgical complications following

hypophysectomy, such as diabetes

insipidus, cerebral edema, neuro-

logical sequelas, and hypopituita-

rism

5. Nelson’s Syndrome—Increased size

of pituitary tumor leading to in-

creased ACTH, leading to increased

pigmentation

VIII. Unexpected Observations
Non-specific indicators: Recurrence of

the disease

* Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

Acute Stroke

I. Validation of:

A. Diagnosis

1. Bloody CSF
2. Abnormal brainscan or computer-

ized axial tomography

3. Abnormal EEG
4. Abnormal angiogram

5. Transient or permanent neurologic

deficit or alteration of mental status

B. Reasons for Admission

1. Diagnosis or suspicion of

II. Critical Diagnostic and Therapeutic Services

A. Electrolytes, BUN, Glucose 100%
B. EKG 100%
C. Skull and chest x-ray 100%
D. Coagulation studies if anticoagulants

will be mode of therapy 100%
E. Physical therapy if neurologic deficit

is permanent

III. Expected Response to Treatment
A. Short Term (Discharge Status)

1. Stable or improving neurologic

deficit 80%
B. Long Term (Functional, Other)

1. Capable of independent existence
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a. TIA 100%
b. Thrombosis, Embolus 50%
c. Hemorrhage 40%

IV. Disposition; Discharge 1 to 4 weeks
Dependent on Etiology

V. Mortality: Dependent on Etiology

A. TIA 0%
B. Thrombus, Embolus 25%
C. Hemorrhage 60%

VI. Length of Stay*

A. Initial length of stay for primary

diagnosis or problem 7 to 23 days

depending on etiology (7 for TIA
and 23 for subarachnoid hem.)

B. Extended length of stay assignment

1.

Reasons for extending the initial

length of stay

a. Progressive neurologic deficit

b. Physical therapy/rehabilitation

c. Pulmonary complications (em-

bolus, aspiration pneumonia etc.)

d. Surgery (carotid endarterectomy,

aneurysms, dipping)

e. Convulsions

f. Altered consciousness

g. Persistent blood in CSF
h. Concomitant myocardial infarction

VII. Complications
A. Of Disease

1. Pulmonary problems (e.g. aspira-

tion, pneumonia, embolus, atelec-

tasis)

2. Decubitis ulcers

3. Urinary tract problems (infection

retention, incontinence)

4. Contractures

5. Cardiac problems (uncontrolled

blood pressure, myocardial in-

farction)

6. Dehydration

7. Repeat stroke

B. Non-Specific Indicators

1.

Persistent fever

*Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

Pneumothorax, Spontaneous

I. Validation of:

A. Diagnosis: Positive x-ray findings 100%
B. Reasons for Admissions 100%

1. Chest pain or dyspnea

2. Evidence of pneumothorax (x-ray)

II. Critical Diagnostic and Therapeutic Services

A. Chest x-ray 100%
B. Operative procedures

1. Needle aspiration 10%
2. Tube thoracostomy

>20% collapse 100%
<20% collapse 20%

3. Thoracotomy for excision of blebs

and/or pleural abrasion

a. Single episode 5%
b. Multiple episodes 100%

III. Expected Response to Treatment
A. Short Term (Discharge Status)

1. Lung re-expansion 100%
2. Wound healed 100%
3. Absence of complications 100%

B. Long Term (Functional, Other)

1. Recurrence, same side 50%
IV. Disposition:

Evidence of referral to clinic or physician

for followup

V. Mortality (single diagnosis)

VI. Length of Stay*

1. Aspiration only

2. Tube thoracostomy

3. Thoracotomy

VII. Complications
A. Of Disease

1. Persistent air leak

2. Evidence of infection

3. Recurrent pneumothorax

B. Of Treatment: None
C. Non-spectific

1. Fever

2. New diagnosis

3. Transfer to new service

4. Major operative procedure

* Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

Malignant Neoplasms of the Larynx

I. Validation of:

A. Diagnosis

1. Lab report

B. Reasons for Admission

1. Clinical suspicion of tumor

2. Further lab studies such as laryngo-

grams which cannot be done as out-

patient

3. For endoscopic exam and biopsy

4. Treatment: choice of radiation or

surgery alone or in combination

II. Critical Diagnostic and Therapeutic Services

A. Direct laryngoscopy with biopsy 100%
B. Tomograms

1. Laryngograms 50%
2. Barium swallow 50%
3. Consultation with other services 25%

C. Surgery

1. Conservation surgery T^^ - T2N0
(Partial Laryngectomy) 50%

2. Radical surgery—(Total Laryn-

gectomy) Tg-T^No 10%
D. Preoperative radiotherapy alone as a

corrective measure <5%
E. Chemotherapy—palliative <5%

III. Expected Response to Treatment
A. Short Term (Discharge Status)

1. T]^-To, No - five year cure 95%
2. Tg - T4, Nj - five year cure 70%
3. T^-NjM, -five year cure <5%

Continued on page 749

100%

0%

1 to 4 days

3 to 7 days

7 to 14 days

< 10%
< 10%
~15%
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Is there a tablet containing only

an expectorant and only

Glyceryl Guaiacolate? YES!

1. Patient acceptable

tablet dose.

2. Single entity expectorant.

3. Measured tablet dose.

4. Sugar-free tablet.

An identifiable white, scored tablet which

significantly stimulates the secretion of

respiratory tract fluid.

Composition: Each sugar-free compressed tablet contains glyceryl guaiacolate 100mg.

Action and Use: This preparation utilizes the effective expectorant action of glyceryl

guaiacolate ywhich significantly stimulates the secretion of respiratory tract fluid. The
increased flow of less viscid fluid favors expectoration and has a demulcent effect on

the tracheobronchial mucosa. The primary usefulness of Hytuss Tabs is to promote the

change from a dry, unproductive cough to a productive cough. Hytuss is therefore useful

In treating coughs due to the common cold, bronchitis, laryngitis, tracheitis, pharyngitis,

influenza and the measles. The expectorant action of Hytuss may also provide sympto-

matic relief in some chronic respiratory disorders when the patient experiences spasms
of dry nonproductive coughing. Precautions: Extremely large amounts may cause nausea
and vomiting. Administration and Dosage: Adults—1 tablet four times daily. Children—
6 to 12 years of age; Vz tablet 3 or 4 times daily. HOW SUPPLIED: White, scored, sugar-

free, tablet in bottles of 100 -1,000 -5,000. Product Identification Mark: Hy. Literature

Available: On request.

Available through all drug wholesalers.

(GLYCERYL GUAIACOLATE lOOmg.)

HYREX COMPANY

832 South Cooper
Memphis, Tenn. 38104

HOSPITAL

A non-governmental psychiatric hospital. Accredited

by Joint Commission on Accreditation of Hospitals.

Medicare Approved. Phone: 205—836-7201

Hill Cresf Foundation, Inc.

A short-term, intensive treatment center for psychiatric

disorders, alcoholism, and drug abuse.

MEDICAL DIRECTOR:

James K. Ward, M.D.

Member of: American Hospital Association, Na-
tional Association of Private Psychiatric Hospitals,

Birmingham Regional Hospital Council.

ADMINISTRATOR:

Robert V. Sanders

6869 FIFTH AVENUE SOUTH
BIRMINGHAM, ALABAMA 35212
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Clinical Center Study of Patients with

Metastatic Breast Cancer

The cooperation of physicians is requested in the

referral of patients with metastatic breast carcinoma

for studies being conducted by the National Cancer

Institute’s Medicine Branch at the Clinical Center,

National Institutes of Health, Bethesda, Maryland.

The study involves chemotherapy and hormonal therapy.

Patients must be ambulatory, under 65 years of

age, and in otherwise good health. Pathological docu-

mentation of metastatic breast tumor, no prior chemo-

therapy or hormonal therapy, and measurable lesions

are requisites for admission to the study.

Physicians interested in further details and in having

their patients considered for admission may write or

telephone:

Attending Physician, Medicine Branch

National Cancer Institute

Clinical Center, Room 12N-226

National Institutes of Health

Bethesda, Maryland 20014

(301) 496-4916

Clinical Center Study of Patients with

Primary Breast Cancer

The cooperation of physicians is requested in the

referral of patients with newly diagnosed breast cancer

for studies being conducted by the National Cancer

Institute’s Medicine Branch at the Clinical Center, Na-

tional Institutes of Health, Bethesda, Maryland. The
studies involve adjuvant chemotherapy and immuno-
therapy.

Patients must be under 65 years of age and in other-

wise good health. Patients must have a primary tumor

greater than 3 cm in size, or have one or more axillary

lymph nodes histologically positive for tumor. The pa-

tients are eligible within 30 days of a radical or a

modified radical mastectomy.

Physicians interested in further details or in having

their patients considered for admission may write or

telephone:

Attending Physician, Medicine Branch

National Cancer Institute

Clinical Center, Room 12N-226

National Institutes of Health

Bethesda, Maryland 20014

(301) 496-4916

Cancer Often Is

Family Affair

An intensive study of the family history of cancer

in 4,515 patients screened by a multiphasic mobile

cancer detection unit in Nebraska showed that cancer

had developed in 8.9 percent of those who had one

other person in the family with cancer. Some 16.2

percent of those with two other cases in the family

developed cancer. And of those with three others in the

family with the disease, 27.4 percent themselves devel-

oped cancer.

Those with cancer in the family could be screened

periodically to determine whether they were also ill.

Somewhat over 3,000,000 persons in the United States

are in families with three or more close relatives with

cancer. More than 13,000,000 live in families in which

two or more near kin have cancer.

By screening something over 10,000,000 people,

all persons with high family risk of cancer would be

included. Early detection would permit early start of

treatment, an important factor in gaining a cure.

Serious Reactions to Drugs Rare

The problem of serious adverse drug reactions has

been greatly exaggerated, according to reports in the

August 9 issue of the Journal of the American Medical

Association. Actually, there are very few deaths asso-

ciated with therapeutic drugs and these most often occur

in individuals already fatally ill.

A research study by Nelson S. Irey, M.D., from the

Armed Forces of Pathology, Registry of Tissue Reac-

tions to Drugs, classifies 827 autopsied cases of ad-

verse drug reactions and finds that only 25, or 3 percent,

were due to therapeutic errors and should therefore be

considered as unjustifiable and might have been pre-

vented.

Another study, to be reported in the August issue

of the Archives of Internal Medicine, analyzes 16

deaths from adverse drug reactions that occurred in

7,423 hospitalized patients. Eleven were judged to be

terminally ill and five seriously ill, and the drug therapy

was an heroic effort to save life. Dr. Barclay points out.

Dr. Irey found that 26.6 percent of the adverse drug

reactions in his study were unexpected. They were not

necessarily preventable, but perhaps this number could

be reduced by more careful selection of drugs.

Worry Over Sleeplessness More
Harmful Than Insomnia Itself

Worrying about insomnia often is more of a health

problem than the insomnia itself. In the Aug. 16 issue

of the Journal of the American Medical Association,

Sidney Cohen, M.D., of UCLA School of Medicine, Los

Angeles, points out that even staying totally awake for

two or three days and nights has no known harmful

effects.

The newborn spends 18 hours a day sleeping. Young
adults average seven to eight hours. Aging people re-

quire still less: 4.5 to 6.5 hours a day. Rare cases are

known of normal people who slept only three hours a

day for years. Dr. Cohen points out.

Insomnia is of three types—difficulty in falling

asleep; sleep broken by awakening several times during

the night; and, early morning awakening. One third to

half of all insomniacs actually get as much sleep as

those who are unconcerned about their repose. Dr.

Cohen says.

But true insomnia does exist, and its causes are

many, some unknown. Chronic pain or aches, depres-

sion, tension, frequent urges to urinate, restless legs

and muscle cramps are a few of the causes. Daytime
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stimulant use, including large amounts of caffeine, can

produce sleeplessness. A mild pain reliever at bedtime,

or avoidance of fluid drinks after dinner often will help.

Sleeping pills, of course, will help over the short

period, but when used for long periods are less effective

and can produce tolerance, dependence, and can be a

method of suicide.

For a great many individuals, the best answer to

insomnia is to try to quit worrying about it. You prob-

ably are getting as much sleep as you need. For others

with a more serious problem, the doctor may be able

to help.

Alcoholics Should Drink

Alcoholics should not try to resume moderate drink-

ing, says an editorial in the Aug. 16 issue of the Jour-

nal of the American Medical Association.

This may someday be possible for some people, but

given the present state of medical knowledge “it is very

unsafe to advocate any treatment goal except absti-

nence,” says Vernelle Fox, M.D., of Alcoholism Ser-

vices, Long Beach, Calif., in the editorial.

“At the same time,” says Dr. Fox, “It is imperative

that we continuously bear in mind that abstinence is

not the only evidence of improvement to be measured,

and that we cannot cop out on our responsibility to

treat these patients if they do not achieve this treatment

goal immediately or completely.”

Recent research reports have indicated that certain

alcoholics may be able to resume moderate drinking

without once again becoming excessive drinkers. These

reports created a controversy among physicians who
treat alcoholics.

An important factor is to remember that alcoholism

is a complex set of disorders manifested by abusive

drinking, says Dr. Fox. Alcoholism can be the result

of cultural dependency, physical addiction, or psycho-

logical dependency on the drug. Advanced heavy

drinkers have some of all three dependencies at work.

The few patients who, after treatment, are able to

drink without losing control quite obviously were not

physically addicted to alcohol, the editorial declares.

Continuing Education

For Physicians Gains

The 22nd annual listing of continuing education

courses for physicians by the American Medical As-

sociation includes 5,800 courses offered by 1,182 insti-

tutions and organizations for the period from Septem-

ber 1, 1976 to August 31, 1977. This is a major in-

crease over the number of courses offered last year,

4,862. Fifteen years ago only 1,105 courses were listed

by the A.M.A.

The A.M.A. recognizes “that there are many ways
by which physicians may remain abreast of advances

in medicine, and participation in formal courses is only

one of them.”

The number of physicians who appreciate the value

of regular, formal study has been increasing steadily,

and participation in the listed courses continues to

grow. The A.M.A. has altered the format of its two
major conventions each year to place heavy emphasis

on postgraduate courses, and also has sponsored a
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program of regional meetings at which still more
courses are offered.

Israel Mounts Medical “Offensive” in Gaza

. . . On the medical front, progress has been impressive

since 1967. As in all areas of life, the hospitals and

clinics are run by Arabs, but there are Israeli advisers.

Gently but relentlessly these advisers have directed

change. Fourteen years ago 12 out of every 100 chil-

dren died during the first year of life. Now the figure is

down to 4 per 100, high by European and Israeli stan-

dards, but reasonable for a development health area.

Priority is given to children. Formerly many condi-

tions, such as congential heart disease, were neglected

or not discovered, and parents fatalistically expected

children to die. Now expectations and hence demand
are rising. The Nasr Hospital for Children is usually

130 per cent occupied, children sleeping two to a cot,

and the day hospital 300 per cent occupied.

The commonest diseases are gastro-enteritis and chest

troubles caused by the humid atmosphere and over-

crowded conditions.

Much improvement has come through determined

campaigning. A mobile kitchen tours the villages and

campaigns are mounted to promote good nutrition and

hygiene. A successful campaign to eradicate hookworm
was run in one village. Myths have to be dispelled

—

such as getting children to inhale smoke to cure chest

illness.

Mothers have to help out in the hospitals. There are

only 42 staff nurses for the six hospitals in the Strip.

Another 150 doctors are needed, says the director of

the Nasr hospital.

There is keen competition to train as a doctor—stu-

dents generally go to Egypt. But only 50 per cent stay

more than an obligatory 12 months in the Strip after

qualifying. The Arabs have not tried to extend this

period. The Israelis feel it would be interference for

them to insist that the new doctors stay . . .

Christine Doyle
“The Observer—Eoreign News Service”

Mind-Altering Herbs

Are New Drugs of Abuse

There has been a recent substantial increase in use

of herbal cigarettes, teas and capsules in the United

States with a consequent increase in cases of acute

and highly unpleasant physical and mental reactions

from these “natural and legal drugs,” says a report in

the Aug. 2 issue of the Journal of the American Medi-

cal Association.

The herbal products are readily available in health

food stores and by mail order from suppliers and im-

porters, says Ronald K. Siegel, Ph.D., of the UCLA
School of Medicine, Los Angeles.

Many preparations contain substantial amounts of

psychoactive substances, and their use has resulted in a

number of intoxications requiring medical attention.

Dr. Siegel says.

There are presently 192 distinct herbs commercially

available as smoking substances, mostly in cigarettes.

Often the cigarettes contain nonpsychoactive ingredients,

such as yerba santa, rosemary, thyme, mullein and
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spearmint. But almost half do contain plants with

known mind-altering effects, he reports.

Dr. Siegel reports on two men who experienced

severe hallucinations and highly unpleasant physical

and emotional reactions from smoking “Mint Bidis,”

hand-rolled cigarettes imported from India. Made from

Indian herbs, the cigarettes were found to contain high

amounts of mind-altering substances.

There are 396 herbs and spices commercially avail-

able for use as herbal teas, he says. Some 43 of these

contain psychoactive substances, usually in such small

amounts as to have little or no behavioral effects. How-

ever, an occasional individual will have adverse effects.

One woman experienced serious unpleasant reactions

after drinking a tea consisting of two ground nutmegs

in a glass of warm water. She had hallucinations of

monsters trying to engulf her.

Other herbal products are available as capsules, some

with excessively high doses of caffeine and other sub-

stances, he says.

“While the use of herbal medicines dates back to

ancient Chinese and early Greek practice, nonmedical

experimentation with herbal intoxicants is enjoying a

recent revival as users search for legal alternatives to

the ever-increasing list of restricted drugs. Most of the

herbs are promoted for their apparent hallucinogenic,

euphoric, or marijuana-like effects. The ready availabil-

ity of these substances and their marketing in the context

of ‘health foods’ represents a potential abuse problem,”

Dr. Siegel concludes.

Medicare Fraud

Commenting on a statement by Sen. Frank Moss

(D-Utah) that Medicare is “ripped off” for $300 mil-

lion a year by physicians and that 4% of physicians

participating in Medicare engage in fraud, AMA EVP
lames H. Sammons, MD, said: “Sen. Moss himself

Special Item
Continued from page 745

B. Long Term (Functional, Other)

1.

Functional cure 50%

IV. Disposition

Followup in cancer clinic or office

V. Mortality

1. Operative <5%
2. Associated disease or uncontrolled

cancer 50%

VI. Length of Stay: 21 days*

VII. Complications
A. Of Disease

1. Respiratory obstruction

2. Distant spread

3. Death

admits that the $300 million in alleged physician fraud

is nothing more than a guess on his part. Since 1969,

Medicare investigators have examined some 20,000

cases of alleged fraud and abuse. Of these, only 459

were referred for prosecution. And of these, 400 re-

lated to physicians. But Sen. Moss states that 4% of

the physicians participating in Medicare—or some
9,907—are guilty of fraud. If he knows of 9,907 physi-

cians who are guilty of fraud, why hasn’t he turned

this information over to the Dept, of Justice? We most

strongly urge him to do so.”

Residents in Family Medicine

The AMA Council on Medical Education reported

to the House of Delegates at the Annual Convention

that approximately 60% of new medical graduates

chose primary care specialties in this year’s matching

program. In 1973 the House established the policy that

at least 50% of the graduates should enter residency

training in primary care specialties. The AMA has also

encouraged the development of family medicine resi-

dency programs, the council reported, and 270 programs

have been established since 1970. As of July 1, 1975,

3,720 residents were in family medicine.

AMA Sues HEW

A federal judge granted the AMA’s petition to be-

come a co-plaintiff in the state of North Carolina’s

lawsuit contesting the constitutionality of the National

Health Planning and Resources Development Act. The

court also granted the Association’s petition for a

three-judge panel to hear the case, a decision which in

effect recognizes the existence of a constitutional issue.

The North Carolina Medical Society also joined the

lawsuit as a co-plaintiff against HEW. The AMA’s com-

plaint charges that the planning law violates at least

five amendments to the Constitution.

B. Of Treatment

1. Due to Cobalt—Eistulae, weight

loss and bronchopneumonia

2. Due to Surgery—injury to nerves <1%
fistulae 5%

VIII. Unexpected Observation (Non-specific indi-

cators)

1. Injury to carotid artery at surgery:

ref. vascular surgeon

2. Late carotid artery blow out:

fatal often

IX. Rehabilitation:

Laryngectomee Club for voice—home
care nurse Speech Therapy 100%

*Based on average length of stay in PAS Hospitals,

Southern Region, 1973.
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PHYSICIANS WANTEDUP TO

$50,000
GROUP LIFE INSURANCE

NOW AVAILABLE

PLUS

$50,000

Accidental Death Coverage

Also Your Tennessee Medical Association

Group Life Insurance coverage can be

Group Term or Group Permanent or a

combination of both.

Cut And Mail For Details

Name

number street

city state zip code

date of birth

Mail to: DUNN-LEMLY-SIZER
900 Church Street

Nashville, Tennessee 37203

615-242-8301

LaFollette Community Hospital,

LaFollette, Tennessee is seeking

an emergency room physician for

immediate placement. Also, in

need of family practice physician,

OB-GYN, and pediatrician. Guar-

anteed minimum $30,000 per year.

Completely furnished office build-

ing adjacent to hospital. Located

in East Tennessee, 45 miles

north of Knoxville.

Contact J. B. Wright, Administrator,

LaFollette, Tennessee 37766.

Phone 615/562-2211.

WHITE SURGICAL SUPPLY CO.

1 92 1 55 Years 1 976

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

1 27 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-370

1
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A Physician Finds Lobbying

An “Eye-Opener”

Recently I was exposed to a most interesting

and yet very disappointing experience, one which

I feel would be worth sharing with all members

of The Medical Society of Virginia. For five

weeks I was a registered lobbyist at the 1976

session of the Virginia General Assembly.

My usual profession is an anesthesiologist in

Alexandria. Since my specialty is classified as

“high risk” for malpractice insurance, I became

quite concerned and involved in the problem of

rapidly escalating insurance rates. Soon I found

myself chairman of the Alexandria Medical So-

ciety’s Malpractice Committee, and deeply in-

volved in the campaign for passage of adequate

malpractice legislation.

When the legislature met and began consider-

ation of the several bills which were introduced,

I made a trip to Richmond to see how they would

be received. My first attendance at a Senate sub-

committee, which was considering two of the

comprehensive malpractice bills, was a real eye-

opener. Instead of a large body of senators there

were only two, plus an assortment of four or five

lobbyists, two or three attorneys, and the Insur-

ance Commissioner. One of the bills was killed

with no discussion, and the second was systemati-

cally gutted until only two provisions of the origi-

nal bill remained and the more important of

those had been substantially altered. This was the

form in which it passed through the Senate Courts

of Justice Committee and thence to the Senate

floor for a vote.

This is apparently the manner in which most

legislation is handled. Most of the adding, delet-

ing and altering is done in these small groups,

and it is here that one can probably be most effec-

tive in influencing the final form of a bill. One

needs to be ever present to explain, defend, or

offer compromises as each provision is discussed.

My interest had been sharply whetted, and

with the indulgence of my five partners and the

sponsorship of the Alexandria Society, I remained

in Richmond for the remaining five weeks of the

1976 session. My wife also became deeply in-

volved, and we soon joined the group at the

capitol working for the State Medical Society . , .

At especially crucial times we were also joined

by our president and our executive vice-president.

In the innumerable meetings which followed

on days, nights, and even weekends, we managed

to always have at least one and usually several of

our group present. The committee and subcom-

mittee meetings were the most difficult, as various

of our bills often would be under consideration in

different places at the same time.

Of all the bills relating to the malpractice insur-

ance problem which were introduced, only two

survived. One of these, the joint underwriting

association as proposed by Insurance Commis-

sioner Day, passed with little opposition. The

other. Senate Bill 115, had an extremely stormy

history, with numerous amendments added and

deleted on both the House and Senate sides. It

finally ended up in a joint conference committee

of the House and Senate on the last night of the

session. The again-altered version which emerged

narrowly missed being killed by a last minute

parliamentary maneuver in the House but was

finally passed by both House and Senate. The

remainder of the numerous malpractice bills were

either killed or carried over to the 1977 session.

I will not attempt to analyze or explain the

final bill. My only comment is that it is much less

than we had hoped for and is not likely to have

any beneficial effect on malpractice insurance

rates in the near future, but it does represent an

initial step on which we must build.

Most physicians have no interest in politics,

and until recently I was no exception. We have

preferred to become immersed in our medical

books, our practices, and our private lives, and

to tell ourselves and others that we have no

time for political activities. As much as this may
appeal to us, we can no longer afford this atti-

tude.

Whether we like it or not, medicine is and will

continue to be increasingly affected by the actions

of politicians. If we are not to lose control of our

own profession then we must exercise some con-

trol over political events. Remember that physi-

cians have tremendous access to the public, and

if each of us would take a little time to acquaint

his patients with the issues for which we need

support, the medical profession could become a

very powerful force in molding public opinion.

Very few legislators have the courage to ignore

an overwhelming demand by the general public.

This was adequately demonstrated during the

recent session. Those who represented the few
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areas in which the medical societies had mounted

an intensive campaign for public support were far

more receptive to our bills than were those in

which this public support was absent. Unfor-

tunately the areas of relative apathy were pre-

dominant.

Each physician must become involved if we
are to succeed next year and thereafter. The

time to start this campaign is now and it must

continue. I have the utmost respect for . . .

[those] whom we employ to operate and repre-

sent our state Society. However, we have no

right to expect them to do everything, while most

of us do little or nothing. We need an active

organization of physicians to support their efforts

and be available to them, not on a periodic but

on a continuous basis. This will of course

require much more time and effort from each of

us, but if we do it effectively, I feel sure we will

all be pleased with the results.

Jack R. Woodside, M.D.

How To Be a Better Lobbyist

These pointers on effective lobbying were for-

mulated by Gene Dyson, president of the Georgia

Business and Industry Association.

(1) Reach a consensus among your members

on issues, then go forth to do battle in the legis-

lative arena united—otherwise, you’ll get picked

off one by one.

(2) Go to the pros—your professional staff

members and others with credentials—rather

than relying on news media or politicians for your

information and strategy.

(3) Get to know your legislators, their back-

grounds, motivations, intelligence, personalities,

legislative records, even their closest neighbors

on Senate and House floors, who can have a

major influence on how they vote.

(4) Meet and get to know all new members
of the legislature.

(5) Get your friends registered to vote, par-

ticularly those who feel as you do on vital issues.

(6) Know the two major rules of politics

—

namely, that politicians must get re-elected, and

that “politics is the art of compromise.”

(7) Use television, as it is the source of most

Americans’ opinions,

(8) Describe your issues in terms of the pub-

lic good and not in your own self interest. Explain

your views’ advantages to your constituents.

(9) Find a way to be sure that you have com-

municated with your legislators, to make sure

that they receive your message.

(10) Adjust for new developments and pre-

pare alternative plans for changing situations.

(11) Help the governor, as he can sponsor

your legislation and veto bills you don’t approve.

(12) If you are testifying, then you should

know all there is to know about the committee

members you are addressing: be precise and

careful, and be sure your friends are present as

you testify. Also be prepared for loaded ques-

tions, and don’t answer, “I don’t know.” Instead

answer “I’ll get that answer for you.” When testi-

fying, give out printed copies of your remarks, so

you won’t be misquoted by the news media; and

be prepared to meet the press after testifying and

stand by your statement in testimony.

(13) Know the resources for information

available to you and your legislators.

(14) Remember that lobbying is hard work,

but you are living in jeopardy if you don’t devote

some part of your life to government.

Reprinted from Virginia Medical Monthly, June, 1976.

^ ^ ^

Your Attention Is Directed to Amounts Due as Indicated Below

TRANSACTION DESCRIPTION GROSS COST YOUR SHARE

National Debt 544,000,000,000.00 $ 10,880.00

Other Fiscal Liabilities 69,000,000,000.00 $ 1,380.00

Undelivered Orders 130,000,000,000.00 $ 2,600.00

Long-Term Contracts 12,000,000,000.00 $ 240.00

Financial Commitments 175,000,000,000.00 $ 3,500.00

Insurance Commitments . $ 1 ,481,000,000,000.00 $ 29,620.00

Annuity Programs ..$ 3^499,000,000,000.00 $ 69,980.00

Unadjudicated Claims 10,000,000,000.00 $ 200.00

International Commitments 10,000,000,000.00 $ 200.00

Miscellaneous Commitments ..$ 31,000,000,000.00 $ 620.00

Subtotal as of June 30, 1975 ..$ 5,961,000,000,000.00 $ 119,220.00

Liability growth in Fiscal 1976 $ 600,000,000,000.00 $ 12,000.00

TOTAL $ 6>,561,000,000,000.00 $ 131,220.00
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The Tennessee Child Passenger Protection

Act of 1977
ROBERT S. SANDERS, M.D., F.A.A.P.*

The 1977 Tennessee Legislature has a unique

opportunity to be the first state in the nation to

protect its young automobile passengers from

death and serious injury.

Automobile accidents in our state and nation

account for the leading cause of death in all

children beyond one month of age. In Tennessee

an average of 22 children under age five were

killed each year in automobile accidents during

the three year period, 1973-75; some 1,000 suf-

fered serious injuries and it is likely thousands

more sustained minor injuries.^ In the nation,

motor vehicle accidents in 1974 accounted for

1,500 deaths in the 1- to 4-year-old group; over

56,000 were injured.^ Should an infectious

disease agent in 1976 cause such death and in-

jury, physicians and the public alike would de-

mand that immediate methods be developed to

protect or immunize these young children.

The Tennessee Child Passenger Protection Act

of 1977 would, in effect, “immunize” our vulnera-

ble young children against our “highway epi-

demic.” This proposed state legislation would

require young children under four years of age

and under 40 pounds in weight to wear federally

approved child restraint systems while riding in

an automobile. Such proper restraints have been

shown to reduce the chance of death by 91 per-

cent and serious injury by 78 percent.^ These are

remarkable statistics especially when one realizes

more than 90 percent of our young children un-

der age 10 now ride in automobiles unprotected.^

In their excellent review article, “Children as

Passengers in Automobiles: The Neglected Mi-

*Chairman, Accident Prevention Committee, Tennes-

see Chapter, American Academy of Pediatrics.

nority on the Nation’s Highways,”® Shelness and

Charles document the need for infants and chil-

dren to wear special child restraint systems, espe-

cially crash tested devices, as shown in Figure

# 1 . They point out that young children, due to

their heavy heads and short legs, are far more

likely than older people to be thrown about in a

car and sustain injuries, and that lap belts de-

signed for adults could in a crash slip up across

the child’s abdomen, possibly causing internal

injuries. These authors also urge the U. S. De-

partment of Transportation to update federal

standards (Federal Motor Vehicle Safety Stan-

dard #213 of 1971) so that crash-tested devices

would be appropriately recognized and unsafe

devices be removed from the market.

Endorsements

The Tennessee Child Passenger Protection Act

has been endorsed by the Tennessee Pediatric

Society; The Tennessee Chapter, American Acad-

emy of Pediatrics; the Legislative Committee of

the Tennessee Medical Association; the Tennes-

see Medical Association House of Delegates

(Resolution No. 17-76, April 10, 1976); the

Tennessee Trauma Committee, American College

of Surgeons; the Tennessee Public Health Physi-

cians; the Stones River and Rutherford County

Academy of Medicine; the Tennessee Committee

on Emergency Medical Services; and two na-

tional medical groups : Physicians for Automotive

Safety and the Accident Prevention Section of the

American Academy of Pediatrics. (This latter

group has complemented the Tennessee effort by

sending copies of this bill as a “model” to the

50 state chapters in the U. S.) There are two
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other key endorsements: the Tennessee Medical

Association Auxiliary and the Tennessee Depart-

ment of Safety. The TMA Auxiliary has indicated

this proposed state law will be a legislative prior-

ity. State Safety Commissioner Joel Plummer on

January 28, 1976, wrote:

It is the mission of the Tennessee Department

of Safety to expedite the safe and orderly flow

of traffic on the roads and highways of Ten-

nessee. The department, therefore, supports

any programs designed to reduce the number

of accidents, injuries, and fatalities on our

highways.

Seat belts have proven their value in the reduc-

tion of serious injuries and death. The depart-

ment recognizes the expertise of those involved

in the drafting of the “Tennessee Child Pas-

senger Protection Act of 1976” and endorses

the obvious safety factors brought about by

the use of such child restraint devices as men-

tioned in the proposed legislation.

The enforcement of such legislation would

not present us with any special problems relat-

ing to personnel or equipment.

Fate of 1976 Legislation

Sponsored by Representatives John Bragg of

Murfreesboro and Mike Murphy of Nashville, and

Senator Douglas Henry of Nashville this legisla-

tion was introduced into the 1976 General As-

sembly. House Bill No. 1770 moved through the

House Transportation Committee without diffi-

culty but was killed in the House Calendar Com-
mittee on March 9, 1976, by a close 11-9 vote.

It was felt that the companion Senate Bill No.

1792 would have favorably moved out of the

Senate Highway Development, Planning and

Safety Committee, but approval was deferred fol-

lowing the House Calendar Committee action.

Objections and Answers

Two major objections were raised against the

bill and should be answered.

Objection: This legislation is an encroachment

on the rights and individual liberties of the

parent.

Answer:

• Any law is an encroachment, but a law

should be for the public good, for the health

and welfare of all.

• Legislative action is needed to combat this

state and national “epidemic,” this unneces-

sary carnage and injury of young children

on our highways.

• Young children who move about un-

restrained in an automobile may cause an

accident by disturbing or distracting the

driver; should such an accident result in

death or injury to other riders in that auto-

mobile or to others in yet another auto-

mobile then there is, indeed, an encroach-

ment on the “rights” of other innocent par-

ties.

• Should not young children have “rights” in

this issue? They have no choice to wear

safety devices and are completely dependent

on the protection provided by their parents.

To require parents to safely restrain their

children is an attempt to protect children’s

“rights” as well as their lives.

• Dr. Seymour Charles, President, Physicians

for Automotive Safety, states:

The little ones are particularly vulnerable in

crashes. If parents, be it through ignorance or

apathy, fail to recognize their responsibilities,

it is, indeed, up to those entrusted with the

health and safe keeping of the public to resort

to legislation in order to correct what we know
to be a form of child neglect.

® Educational efforts, if honored, would be an

acceptable alternative. But, one only needs

to witness the failure of education to con-

vince adults to wear safety belts voluntarily.

Recent reports®’^® indicate that diligent edu-

cational efforts by pediatricians and hos-

pital nursery personnel can significantly in-

crease the use of proper restraint systems by

infants and children. However, it does not

seem feasible to expect most family physi-

cians or pediatricians to devote adequate

time to such an educational endeavor. The

Tennessee Child Passenger Protection Act

of 1977 should be considered an educa-

tional document backed up by legislative

teeth.

• Mandatory seat belt legislation (for adults

and older children) is no longer unique. As

shown in Table 1, seventeen countries have

recently enacted laws requiring safety belt

use. In Australia such legislation has signifi-

cantly reduced automobile death and injury

in adults and older children, but since young

children are not included in the law, it is

notable their death and injury rate has

remained unchanged.
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)od Protection for Your Child

arward-FacIng
ivice for Infant (1)

Safety harness

Protective Shield (2a) Traditional

Car Seat (2b)

Safety Harness (2c)

Anchorage

Match up the numbers and letters printed in blue with those in the column "Design Used."

ish-Tested Devices Available—and Where to Buy Them

He of Device
Manufacturer

Child’s
Weight

Design
Used

Method of Securement and Recommended
Location in the Car**

Retail

Outlets

roseat #V only*
rtm’l Mfg. Co.)

15 to 40 lbs. 2b Top of device must be anchored; use
in center of back seat.

Dept. & J/S stores

(by-Mac
S'llier Keyworth)

7t to 35 lbs. 1, 2a, 2b In forward-facing position the less expen-
sive model should be used in the center

Dept. & J/S stores

(by-Mac DeLuxe
2 (lier Keyworth)

7t to 35 lbs. 1, 2a, 2b back seat. Both models require that the

shield and harness be used together.

Dept. & J/S stores

1 i Love Seat
iJieral Motors)

15 to 40 lbs. 2b Top of device must be anchored. GM/AMC dealers
Dept. & J/S stores

itnseat Harness
3)jstor Juv. Prod.)

15 to 50 lbs. 2c Requires permanent installation;

use in center of back seat.

Dept. & J/S stores

I It Love Seat
lueral Motors)

7t to 20 lbs. 1 Easy to install and use.

(Formerly known as Infant Carrier)

GM/Chrysler/AMC
Ford/Dept. & J/S

a^wet Care Seat
f i* (Questor)

15 to 45 lbs. 2b Top of device must be anchored; use
in center of back seat.

Dept. & J/S stores

a«wet Care Seat
1 i* (Questor)

7t to 43 lbs. 1, 2b Optional top anchor strap should be used. Dept. & J/S stores

car Child Seat
) ysler Corp.)

21 to 50 lbs. 2a Use in center of back seat.

Requires use of lap belt only.

Chrysler dealers

® >r Toter*
If tury Products)

15 to 40 lbs. 2b Top of device must be anchored. Dept. & J/S stores

ifty Shell #74
^ 5* (Peterson)

7t to 40 lbs. 1, 2a, 2b With side anchor strap, use only on right side
of car. Without side anchor use in center back.

Dept. & J/S stores

Niatheart #11
1

'
(Bunny Bear)

7t to 40 lbs. 1,2b Use in center of back seat. Dept. & J/S stores

iliauard

c i Motor Co.)
20 to 50 lbs. 2a Use in center of back seat; very convenient

and versatile. Requires use of lap belt only.

Ford dealers

CCare #597 18 to 43 lbs. 2b Top of device must be anchored. Dept. & J/S stores

C ar models made by the same company not recommended.
: able for use from birth.

Fig. 1

From Don’t Risk Your Child’s Life (Pamphlet);

Physicians for Automotive Safety, 50 Upion Avenue,

Irvington, N.J., 07111, 1970 (8th Revision, July, 1975.)

This excellent pamphlet is periodically updated, lists

‘For details see "Crash-Tested Devices Now on the Market"
and "Different Types of Restraints and How to Use Them."
Dept & J/S stores = Department and Juvenile Specialty stores.

current dynamically-tested child restraint devices and

clearly informs parents how to use each type of device.

Copies of the new 9th revision are available at reason-

able costs. One copy, along with a price list, is free to

physicians and health professionals.
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Objection:

Child Restraint Systems are too expensive.

Answer:

• $20 for an infant carrier or $40 for a larger

safety device for the toddler is a minor

expense compared to the cost of the auto-

mobile, gasoline, air conditioning or car

radio. Certainly, the protection of the child

should be a priority.

• Low income families cannot afford to fail

to protect their children. Such families can-

not afford enormous hospitalization costs

for an injured child; and, the cost of a

dead child is not measurable. Furthermore,

if the hospitalization costs for an injured

child cannot be met by the family then the

rest of society must pay with tax dollars,

such as indigent care funds or Medicaid.

0 Based on estimates from the National

Highway Traffic Safety Administration

($240,000 for each fatality and $7,000

for each injury) the cost in Tennessee

for 22 lives lost and 1,000 serious injuries

to our very young is almost 10 million

dollars per year.

It is regrettable that mandatory legislation is

necessary to protect the lives of our young chil-

dren. But, since educational efforts to encourage

adults to use automobile safety belts voluntarily

have been notably unsuccessful, and since 90 per-

cent of these young children ride unprotected as

helpless, dependent, vulnerable passengers with

no choice or “rights” to protect themselves, and

since remarkably protective child restraint sys-

tems are available and relatively inexpensive, it

seems quite appropriate for the Tennessee Legis-

lature to assert itself responsibly by adopting this

appropriate and timely legislation as the only

practical way to protect the majority of our young

children from automobile death and injury.

Tennessee physicians can play a significant role

in this effort by urging their own local legislators

to consider carefully and hopefully to approve

passage of the Tennessee Child Passenger Protec-

tion Act of 1977.

Rutherford County Health Dept.

Box 576

Murfreesboro, Tenn. 37130
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TABLE 1

JURISDICTIONS REQUIRING
SAFETY BELT USE^i

Since:

1971 Australia

1972 New Zealand

1973 France*

1974 Czechoslovakia

Puerto Rico

1975 Sweden
Spain

Belgium

Netherlands

Finland

Israel

Luxembourg
Norway

Will be required in:

1976 Denmark
Switzerland

Soviet Union

Ontario, Canada

* Required for rural area driving. Extended to urban areas
in 1974.
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The Complications of Acupuncture
PAUL S. CRANE, M.D.

In the upsurge of interest in acupuncture in the

United States following recent discovery of this

ancient technique by American doctors after for-

mer President Nixon’s visit to China, it may be

well to temper enthusiasm by some long-term

observations of the use of acupuncture in the

treatment of disease.

As is well known, acupuncture is based on a

philosophical empirical approach to disease which

has nothing to do with anatomy, physiology,

pathology, immunology, bacteriology, aseptic

surgery, modern pharmacology, or a cellular and

subcellular approach to disease. Acupuncture is

still in the realm of humors and invisible forces

of positiveness and negativeness and maleness

and femaleness. Attempts to modify disease or

relieve pain by inserting needles into various sur-

face points of the body and twisting to the right

or left in order to increase or decrease yang or

yin are concepts hard for Western-trained scien-

tists and medical practitioners to relate to with

any meaning.

Acupuncture must be viewed in the setting of

the strong Confuscian heritage of Asia, the strong

family unit, the lack of interest or concern for

individuals as such but with the strong feeling for

the group approach to health and problems, the

strong beliefs in occult and demon forces, and the

feeling of oneness with the earth and the universe

by strong forces radiating from both into and out

of the body. All of the metaphysical concepts are

part of the iceberg on which the technique of acu-

puncture rests. Without this heritage and these

systems of beliefs in the concepts of the universe

and the body’s relationships to it, one can hardly

expect this technique to be easily exported from

Asia to the West and the rest of the world. There

is a constant desire for miracles, however, and as

long as people are seeking miracles they will try

any technique, no doubt, including acupuncture.

I had daily opportunity while practicing medi-

cine and surgery in South Korea from 1947 to

1969 at a large mission teaching hospital center,

to see the results of acupuncture in patients who
had been treated by this method before coming

Presented at the annual meeting of the Upper Cum-
berland Medical Society, Red Boiling Springs, June 17,

1976.

to us. During this period I made the effort to

study from various practitioners of acupuncture,

and had long discussions with teachers in Korean
schools of acupuncture. Their philosophical and

bedside approach to the families was outstanding.

They came on as priest and witchdoctor, elder

statesman, and father figure, all at once, with a

dash of xenophobia and patriotism tossed in for

good measure, so that the families and the patient

were made to feel that if they did not believe in

the practitioner and the whole philosophy of acu-

puncture, they were somehow denying their

heritage and disowning their country and its

political system and their religion. With these

strong reinforcements, not many patients could do

anything but acquiesce to their treatments and

accept them with gratitude.

The complications of acupuncture treatments

which I saw in my own practice were primarily

those of osteomyelitis. Almost every hospital I

visited in Asia had wards full of patients suffering

from osteomyelitis of the tibia and ulna and other

bones as a direct result of acupuncture. The nee-

dles are implanted through the skin into the sub-

periosteal region without any sterile technique,

making a perfect setting for abscesses and large

bone destruction, particularly in children, who
seem to be the main victims of this type of osteo-

myelitis. Our own Presbyterian Medical Center in

Korea kept twenty-five to thirty beds filled year

in and year out at all times of the year with pa-

tients with osteomyelitis resulting from acupunc-

ture. This was similar to the experience of other

hospitals I visited all over Asia. Evidently the

Chinese hospitals did not show former President

Nixon and their other visitors their osteomyelitis

cases.

Other complications resulted from the tearing

of major arteries in the abdomen by the long

needles which are often inserted blindly into the

abdomen where they are twisted to the right and

left, often producing massive hematomas in the

epigastrium. I have seen several deaths from hem-

orrhage caused by twisting of the large needles

within arteries. Abscesses are also sometimes

produced.

The main problem of acupuncture is that it

has no base for scientific efforts at diagnosis. No
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careful physical examination is done, no labora-

tory tests are performed, no x-rays are taken, and

no biopsies are made. Relatively simple diseases

are allowed to progress to their end stages before

the patient turns in desperation to other methods

of care, often too late. Newspaper advertisements

in the Korean papers offer cures for appendicitis,

for example, “without surgery in six months of

treatment with acupuncture.” This results in a

tremendous load of peritonitis, morbidity, and

mortality from a relatively simple correctable

condition. A major difficulty with acupuncture is

that the treatments persist for months and some-

times years. Patients with cancer are major vic-

tims of this type of therapy. Cancers are treated

by needles until they are advanced beyond hope

of help from any other form of therapy. Thus

carcinoma of the breast, skin, stomach, and other

organs are allowed to become disseminated be-

fore proper treatment can be instituted.

In my twenty-two years of active practice of

medicine in Korea I have never seen any major

physical disease with cellular pathology improve

or be altered for the better by acupuncture. I

have checked into many claims of “cures” but

the criteria for “cure” seems to be that the patient

felt better on the day of treatment. No follow-up

is done by the practitioners, and no written rec-

ords of the patients are kept. The personality and

good humor of the therapist seems to be the main

item that he offers to the sick and to their worried

families.

Unless some entirely new breakthrough in our

understanding of the body and its mechanisms and

disease is forthcoming, I see no benefit to be de-

rived from adding acupuncture to the present

health care system in America. Perhaps research

using modern doubleblind study and laboratory

testing will uncover some truths of this technique,

but so far they have completely escaped us.
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Acupuncture in Ante-Bellum Tennessee

Less than a decade ago acupuncture was a

word few Americans would have recognized.

Then, following a series of dramatic changes in

American-Chinese diplomatic relations, it seemed

to be a major topic of conversations throughout

the country. Fabulous claims were made regard-

ing its anesthetic and curative powers. One was

almost led to believe that these procedures had

been consciously shrouded in mystery and hidden

from the western world. Yet, while searching

through some old American medical journals, this

author found in a copy of The American Journal

of the Medical Sciences dated November, 1829,

an account of one Tennessee physician’s use of

acupuncture as early as 1828.^ In the brief case

history which follows. Dr. John Davis, of Jack-

son, Tennessee, describes how he used “acupunc-

turation,” or acupuncture, to cure—at least that

was his belief—a badly swollen ankle.

Before presenting the Davis account, however,

perhaps a few words might be in order regarding

the means by which he learned of this mysterious

oriental, medical art. First, it should be noted that

the art of acupuncture dates back over two thou-

sand years. It was first recorded in China during

the Han dynasty (207 BC 220AD).^ It spread

quickly to Japan and has probably been practiced

to some degree in other parts of Asia for several

hundred years. In 1683 a Dutch physician, Wil-

lem Ten Rhijne, M.D., introduced the procedure

to England after he had encountered it in Japan.^

The techniques were not well received in England

and in fact, knowledge of their introduction

seemed to have been almost lost. It was not until

the early nineteenth century that the English

medical community began to reexamine the use-

fulness of acupuncture in the treatment of disease.

In 1823, the first issue of the Lancet carried an

article by Dr. John Tweedale, of Lyme Regis,

claiming that a case of dropsy had been success-

fully cured with acupuncture. In 1827, the tech-

nique was used at the Royal Infermary, in Eden-

bergh, and in the same year a second article

appeared in the Lancet, this time by Dr. John

Elliotson of London, who claimed to have cured

over one hundred cases of chronic rheumatism

through the use of acupuncture.

There is no way to verify that it was in one of

GERALD L. CATES, Ph.D.

the two articles mentioned above that Davis first

encountered these techniques, but this would

seem logical. Such articles were widely circulated

and reprinted in foreign medical journals. That

Davis lacked an extensive knowledge of the pro-

cedure was indicated by his apparent confusion

as to the placement of the needles. Indeed, such

trial and error approaches as those used by Davis

combined with the general ridicule with which

the procedure was greeted in the western medical

community soon brought these early experiences

to a quick end. Obviously, acupuncture was an

idea whose time had not yet come. As for Dr.

Davis—Did he really cure his patient’s swollen

ankle or would the ankle have healed just as read-

ily without being pierced by the good doctor’s

needles? Who can tell? Whatever the curative

results of Davis’s experiences, he may well have

been the first American physician to incorporate

oriental acupuncture techniques in his medical

practice.

A Case of Swelling of the Ankle-joint cured by

Acupuncturation. By Dr. John Davis, of Jackson,

Tennessee.—Miss H., aged eighteen, of robust

constitution, and corpulent habit, was attacked

on the 6th of July, 1828, with sever pain in the

right foot, near her toes, attended with smart

swelling, which extended in a short time to her

ankle-joint, and that part became the most se-

verely affected. Her parents resorted to poultices

and ungents, and continued their use by alternat-

ing and changing them until the 26th of the same

month; at which time, despairing of curing her

themselves, I was called in, and found her foot

considerably swelled and very painful, but retain-

ing its natural colour. I learned that she was at-

tacked late in the night with severe pain in her

right foot, and also in her left hand at the same

time, and that they had continued painful, and

increased in swelling gradually ever since.

On examination, I found the third joint of the

ring-finger of the hand affected with paronychia,

which I laid open to the bone by an incision, and

it soon recovered its natural integrity. The foot

presented the appearance already described. I

ordered blood to be taken from the arm three

times, and cathartics to be used every other day

Continued on page 784
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The Privacy Act and Social Security

Disability
JAMES C. GARDNER, M.D.*

The Privacy Act of 1974 became effective on

September 27, 1976. Since physicians in Tennes-

see supply vital information to the Social Security

Administration to determine eligibility for dis-

ablity and/or supplemental security income (for-

merly Department of Public Welfare assistance),

it would help the physician to understand how the

Act applies to social security disability cases.

In general, the Privacy Act reaffirms the con-

fidentiality of social security records, at the same

time instituting changes related to an individual’s

right to all records about him, including medical

records, and the right to request correction or

amendments of the record. The amendment may
take the form of correction of inaccurate infor-

mation, removal of items of information which

are no longer relevant or timely, or the addition

of information to supplement incomplete infor-

mation. To date, requests for corrections or

amendments have been infrequent.

In view of the confidential nature of such in-

formation, the request and authorization must be

in writing, signed and dated by the individual.

Upon request for disclosure of medical infor-

mation, the individual will be asked to designate

in writing a representative through whom medical

records may be disclosed. Such a representative

should be willing to receive medical information

and to discuss it with the individual. It is antici-

pated that in practically all cases this individual

will be the applicant’s private physician, though

a non-medical representative may be designated.

The medical records will be reviewed by an offi-

cial in the employ of the Social Security Admin-

istration to determine that direct disclosure of

this information will not be likely to have an

adverse effect upon the individual. If the review-

ing official should determine that direct disclosure

of the medical information would be likely to

have an adverse effect on an individual, or if it

cannot be determined by reviewing the records

that direct disclosure will not have an adverse

*Chief Medical Consultant, Tennessee Division of

Vocational Rehabilitation, Disability Determination

Section.
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effect, the medical information will be sent to the

designated representative rather than to the indi-

vidual.

The number of requests from individuals to

inspect medical reports obtained in connection

with their disability claim is relatively small. In

a great majorty of instances the individual will

already be aware of much of the information in

his medical record.

Another change regards confidential or re-

stricted information. No pledge of confidentiality

may be given to the third party, including medical

sources providing information to the Social Secur-

ity Administration about the individual, except in

investigative and possible fraud situations. There-

fore, medical information should not be for-

warded to the Social Security Administration with

restrictions or “confidential” annotations.

The new disclosure of information provisions

do not change the way physicians should com-

plete medical reports in connection with the

patient’s disability claim. As always, the emphasis

is on the type of objective reporting—that is,

symptoms, signs, and laboratory findings relating

to the patient’s condition—that is required for

impartial disability determination under both

programs. It is important to include pertinent

negative findings as well as positive findings in the

report. If certain laboratory procedures or x-rays

are deemed advisable, but are not available, a

statement of this fact would be helpful regarding

further evaluation.

The medical report should be sufficiently com-

plete so that medical consultants can draw from

the positive findings a firm conclusion as to

whether the individual meets the requirements for

disability as set forth in the Social Security Act.

Although the treating physician may not always

agree with the decision, he must realize that re-

quirements are set by law and all the Social

Security Administration can do is follow the law

as passed by Congress. Since the decision of dis-

ability is based on objectve medical evidence

only, and not on opinion, the physician should

refrain from stating opinions in the report. The

Continued on page 787
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Recurrent Diabetic Ketoacidosis:

Comparison of Therapy with Low
Dose and High Dose Insulin*

DR. SONIA M. O. GUERRA:
Among the initial 48 patients with diabetic

ketoacidosis (DKA) treated in the Clinical Re-

search Center (CRC) at the University of Ten-

nessee, we selected one who was treated with

high dose (HD) and low dose (LD) insulin on

two different occasions.

The patient was a 25-year-old black male with a his-

tory of diabetes mellitus since the age of 4 years. He
was admitted to the hospital at least 20 times with

DKA, most occurrences of which were precipitated by

insulin in the morning. He had a family history of

diabetes, three of his brothers being insulin-dependent.

In May of 1974 and in June of 1975 he was admitted

to the CRC in DKA and treated on the first occasion

by the LD protocoP'^ and on the second by the

HD protocol (Tables I and II). The history was similar

on both occasions. In May of 1974 he developed poly-

uria and polydipsia 6 days before and nausea, vomiting

and mental confusion one day before admission. In

June of 1975 polyuria, polydipsia, nausea and vomiting

started 3 days before and he became obtunded the day
before admission. The family stated that the patient

had been taking his insulin but was not following his

diet properly.

The physical examination was similar on both hospi-

tal admissions with tachycardia, drowsiness, dehydration

and Kussmaul’s respiration.

TABLE I

A comparison of biochemical responses of the patient, to low dose, and high dose insulin therapy on two different

hospital admissions for ketoacidoses.

Low Dose Protocol (5/12/74) High Dose Protocol (6/6/75)

Hour Glucose
mg/dl

HCO,

1

mEq/1
pH Serum

Acetone
Insulin

Therapy
Glucose
mg/dl

HCO,
mEq/1

pH Serum
Acetone

Insulin

Therapy

0 620 12 7.2 1:4 12.2U IM 660
!

6

1

7.08 1:10 75U SC
25U IV

1st 424 7.24 1:3 5U IM 539 4 1:7 50U SC

2nd 314 20 5U IM 390 4 7.03 1:6 50U SC

3rd 274 22 1:2 5U IM 338 1:4 50U SC

4th 176 7.31 D5W IV

started

304 5 7.1 1:4 50U SC

5th 263 1:4 50U SC

6th 153 trace,

undil.

240 12 7.21 1:4 D5W
sliding

8th 320 7.28 1:3 scale

started

12th 131 25 neg. 20U NPH
started

290 14 7.34 1:2

16th 164 15
1 . u trace,

undil.

20U NPH
started

24th 240 26 ^ 1 neg. 89 22 neg. Ti/ Lii

poor dietary control, failure to take insulin, or both. Table I shows the sequence of biochemical and thera-

He was mentally retarded, probably as a consequence peutic events on both admissions. In May of 1974, the

of frequent and prolonged episodes of hypoglycemia initial plasma glucose was 620 mg/dl, BUN was 50

in infancy. He also had seizures for about 20 years mg/dl, bicarbonate 12 mEq/1, potassium 4.8 mEq/1,

which were controlled by dilantin and phenobarbital. chloride 99 mEq/1, and the pH 7.2. The serum was

His usual dose of insulin was 40 to 55 units of NPH positive for acetone up to a 1:4 dilution and the urine

gave 4-f- reaction for glucose and a large (
3
-t-)' reaction

*City of Memphis Hospital Case No. 232899. Pre- for acetone. The hematocrit was 43 per cent and the

sented September 10, 1975. lotal white blood cell count was 20,200 per mm^ with
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a normal differential count. The lactate was 9 mg/dl

and pyruvate 0.59 mg/dl with a ratio of 15:1.

Initially he received 12.2 units of regular insulin intra-

muscularly (IM) followed by 5 units IM hourly for 3

hours. He was given a total of 3 liters of fluid and 40

mEq of potassium (as KCl), The plasma glucose

dropped from 620 mg to 176 mg/dl and the blood pH
rose to 7.31 in 4 hours. The serum bicarbonate in-

creased to 20 mEq/1 in 2 hours and the serum acetone

was positive only in an undiluted sample at the sixth

hour. At the fourth hour 5 percent dextrose was added

to the half-normal intravenous (IV) saline but the

patient did not require any more insulin until the twelfth

hour when he was given 20 units of NPH insulin

supplemented with regular insulin according to a sliding

scale (Table II). He was ultimately discharged on 55

units of NPH insulin in good control.

TABLE II

SCHEDULE FOR CRYSTALLINE (U-100)

INSULIN THERAPY

HIGH DOSE INSULIN LOW DOSE INSULIN

Based on initial

glucose

plasma Based on body weight

Plasma gluccsa Insulin (U) IM Insulin

(mg%) IV & SC

a) >1000
b) 600 - 1000

c) 400 - 599

d) 300 - 399

50 & 100

25 & 75

15 & 50

10 & 30

0.1 U/lb. body weight given

IM with 1.5 inch needle in

deltoid area.

Repeat initial dose of insulin in the first hour if glucose is

not decreased by 10%. Thereafter, give crystalline insulin

hourly till blood glucose is 250 mg/100 ml as follows:

For group a, b, and c give Give 5 U IM/hr. with 1.5

50 U sc/hr. inch needle.

For group d, give 15 U SC/ hr.

As soon as blood glucose reaches 250 mg/ 100 ml, replace

saline with D^S infusion and monitor blood and urine glu-

cose every 2 hours. Give crystalline insulin subcutaneously

every 2 hours on the following urine sliding scale: 4 +
, 20U;

3 + ,
15U; 2 + ,

lOU; 1 +
,
5U until all parameters are normalized

and patient can be maintained enterally.

(From Kitabchi, Ayyagari, and Guerra, Ann. Int. Med. 84:633,

1976)

On his second admission in June of 1975 the

plasma glucose was 660 mg/dl, BUN 23 mg/dl, bi-

carbonate 4 mEq/1, potassium 6.6 mEq/1, sodium 138

mEq, chloride 103 mEq/1 and pH 7.08. The serum

acetone was positive up to a 1:10 dilution and the

urine was 3+ for glucose and displayed the “large”

reaction for acetone. The hematocrit was 47 percent;

white blood cell count 16,800 mm^ with a slight shift

to the left. The lactate was 21.2 mg/dl and pyruvate

1.03 mg/dl with a 20.6: 1 ratio.

He was treated according to the HD insulin schedule

(Table II) receiving initially 75 units of regular insulin

subcutaneously (SC) and 25 units intravenously (IV)

followed by 50 units SC hourly for 6 hours. He received

782

6 liters of fluid and 60 mEq of potassium in the first 6

hours and 2 ampules (89.2 mEq) of sodium bicarbon-

ate, one on admission and another (44.6 mEq) at the

second hour. The plasma glucose dropped from 660 to

240 mg/dl at the sixth hour when an infusion of 5

percent dextrose in distilled water was begun with
insulin on a sliding scale. An extra 45 units of regular

insulin were required in the next 8 hours of treatment.

The serum bicarbonate increased to 15 mEq/1 in the

thirteenth hour and the pH rose to 7.34 in the twelfth

hour. The serum acetone was positive only on the

undiluted serum at the fourteenth hour. The serum
potassium dropped to 5 mEq/1 in the second hour and
was kept within normal limits thereafter. He was re-

started on NPH insulin (45 units daily) beginning with
the sixteenth hour.

On each hospital admission a precipitating factor for

the diabetic ketoacidosis other than dietary indiscretion

could not be found.

DR. ABBAS E. KITABCHI:
The patient presented gives us a chance to re-

view the work done in the Clinical Research Cen-

ter of the University of Tennessee in collabora-

tion with Drs. Sonia Guerra, V. Ayyagari and the

medical house staff of the City of Memphis Hos-

pital (CMH). Forty-eight patients with diabetic

ketoacidosis have been treated in a randomized

fashion to date by protocol calling either for low

dose (LD) intramuscular insulin therapy or high

dose (HD) intravenous (IV) and subcutaneous

(SC) insulin therapy.

From February, 1974 to June, 1975 approxi-

mately 75 percent of the patients with DKA seen

in the emergency room of the CMH were admit-

ted to the CRC under one or the other protocols

after informed consent was signed by the patient

or his legal relative (Table III).

TABLE Mi

BIOCHEMICAL PROFILE ON ADMISSION OF
48 Diabetic Patients With Ketoacidosis

(Mean ± S E M)

High Dose Low Dose

Number of Patients 24 24

Glucose (mg/dl) 697 ± 59 723 ± 61

Na+ (mEq/1) 137.4 ± 1.7 136.5 ± 1.4

K+ (mEq/1) 5.4 ± 1.7 5.9 ± 0.3

HCO3 (mEq/1) 8.1 ± 0.7 7.7 ± 0.5

BUN (mg/dl) 30.3 ± 4.7 34.8 ± 3.8

pH 7.15 ± 0.02 7.13 ± 0.02

Cortisol (Hg/dl) 71.7 ± 7.8 78.0 ± 6.2

Glucagon (pg/ml) 409 ± 53 592 ± 90

|
30H Butyrate (mM) 10.3 .-± 0.5 11.3 ± 0.6

Acetoacetate (mM) 3.4 It 0.3 3.0 ± 0.2

Ratio 3.0 3.8

Lacatate (mg/dl) 20.6 ± 2.2 25.8 ± 2.4

Pyruvate (mg/dl) 0.8 ± 0.1 1.0 ± 0.2

Ratio 25.8 25.8

(From Kitabchi, Ayyagari, and Guerra, Ann. Int. Med. 84:633,

1976)

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



The major objective of this research was to

compare the effect of LD intramuscular insulin

with the conventional HD insulin therapy given

by SC and IV routes. All the patients had to

meet the following criteria: 1) Plasma glucose

>300 mg/dl; 2) blood acetone positive in a

greater than 1:2 dilution; 3) blood pH <7.3; 4)

serum bicarbonate <15 mEq/1; and 5) glyco-

suria >3+ with ketonuria. The patients selected

at random were treated either by LD or HD
according to a previously established protocol

(Table II). The only difference in the 2 protocols

was the insulin therapy. The supportive therapy

was maintained as comparable as possible in the

two groups as follows: 1) The replacement of

fluid and electrolytes was made at a rate of 250

to 1000 ml/hour (as 0.9 percent or 0.45 percent

sodium chloride) depending on the state of hy-

dration and cardiac status of the patient; 2) the

potassium supplement was started at the second

hour at a rate of 15 to 20 mEq/1 every 2-6 hours

if the urinary output was adequate and there

were no signs of hyperkalemia; 3) the use of

.bicarbonate was conservative, 44.6 mEq being

given when the blood pH was between 7.0 and

7.15 and 89.2 mEq when the blood pH was

lower than 7.0.

The initial dose of insulin in the HD group

was based on the plasma glucose as shown in the

schedules in Table II. For the LD group the ini-

tial insulin was given according to the body

weight (0.1 U/lb) by the IM route in the deltoid

muscle with a long needle.

The initial dosage in both groups was repeated

at the end of the first hour of treatment if the

plasma glucose had not dropped 10 per cent.

Thereafter, the patients on the HD regimen re-

ceived 50U subcutaneously every hour (except

that one subgroup with a blood sugar less than

400 mg/dl received 15U hourly) as opposed to

the LD group which received 5U IM hourly until

the plasma glucose was less than 250 mg/dl. At

this point, the intravenous fluid was changed to

5 percent dextrose (in water or saline) and the

insulin given subcutaneously every 2 hours ac-

cording to a sliding scale depending upon the

magnitude of glycosuria as follows: 4+,20U;

3+,15U'; 2-f,10U; 1+,5U, until all parameters

were normalized (plasma ketones positive to

<1:2 dilution, bicarbonate >15mEq/l, and

pH>7.3).

The initial biochemical values in the two

groups were not different as shown in Table III.

Other initial biochemical parameters, serum elec-

trolytes, blood urea nitrogen, plasma cortisol,

glucagon, lactate and pyruvate were also not

statistically different in the two groups (Table

III) showing that we were dealing with a ran-

domized population. Plasma cortisol and gluca-

gon levels were elevated on admission in both

groups and gradually decreased with therapy.

The rate of fall of plasma glucose in the two

groups was not significantly different at any time

examined. The decline in ketone bodies was
greater in the first 5 hours of therapy in the HD
group but no difference was observed in the sev-

enth hour of treatment. The number of hours

required to achieve a plasma glucose of 250 mg/
dl was 4.5 ± 0.8 hours for the HD group and

6.7 ± 0.8 hours in the LD group, an insignifi-

cant difference. Also the number of hours re-

quired to reach a pH of >7.3, a serum bicarbon-

ate level >15 mEq/1, and a serum acetone posi-

tive at <1:2 dilution were not different in the

two groups. While the quantity of intravenous

fluids given in 6 hours were similar in the two

groups, the insulin required to bring the plasma

glucose to 250 mg/dl or less was 46.5 ± 5 U
in the LD group as compared with 263.4 ± 45 U
in the HD group.

Of interest was the fact that six out of 24 pa-

tients in the HD group developed hypoglycemia

(plasma glucose <50 mg/dl) in the first 12

hours, but none in the LD group became hypo-

glycemic. In addition, 7 out of 24 HD patients

and only 1 out of 24 LD patients developed hy-

pokalemia (K<3.4) in spite of potassium sup-

plement.

In the diabetic patients previously untreated

with insulin (7 in the HD and 9 in the LD
groups), blood was drawn for determination of

plasma insulin and glucose at frequent intervals.

These studies showed that small doses of insulin

by the IM route produced a gradual increase in

plasma levels of immunoreactive insulin within

the physiologic range (89 ± 26 ;uU/ml by the

seventh hour), with concomitant decrease in

plasma glucose and improvement of ketoacidosis.

In the HD group, plasma insulin achieved supra-

physiologic levels (5448 ± 1594 ix\]/m\) at 5

minutes, which were persistently higher than

physiologic levels by the sixth hour (442 ±168
/xU/ml). However, the glucose lowering effect

as well as the biochemical and clinical improve-

ment of the patients were not different from the

LD group. It has been found that plasma insulin
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levels between 20 and 200 /i-U/ml was sufficient

for maximum glucose utilization by the cells even

in DKA.
From our present studies it appears that the

treatment of DKA by LD intramuscular injection

of insulin is simple and just as effective as the

conventional HD therapy but free of the risk of

hypoglycemia and hyperkalemia noted when

higher doses of insulin are used. The presumption

that insulin resistance exists in diabetic ketoaci-

dosis could not be confirmed in this study.

Charles E. Kossmann, M.D., Editor
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Acupuncture . . .

Continued from page 779

—these were continued for several weeks. Blisters

were also applied to the foot, and a discharge

kept up by re-applying them. This treatment ap-

peared at first to be productive of some benefit,

but it was only temporary. Her foot became intol-

erably painful, and I was hastily called on the

22nd of August. There was no visible alteration

in her foot since my last visit, except that pro-

duced by vesicating it.

I began now to despair of effecting a cure by

the usual remedies, and resolved on trying acu-

puncturation, and making known my views to my
patient and her friends, and obtaining their con-

sent, I inserted a large sewing needle into her

foot, just below the ankle-joint, on the outside of

it, three-fourths of an inch; the needle remained

in about forty-five minutes; the pain produced by

its entrance continued to increase, accompanied

by a tingling sensation. This needle was used as

an experiment to let her become satisfied of its

utility.

The most painful and swollen part of her foot

was on top of it, near the toes, to the outside of

the ankle-joint, the needle being inserted at the

ankle, relieved the pain prviously felt there, and

the swelling by the next morning; and the rest of

the foot was considerably better. I visited her

again' on the 25 th, and found her highly pleased

with the success of the operation; she stated that
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she had slept soundly each night since the punc-

ture was made, which was the first sound sleep

she had enjoyed since her attack. I proposed in-

serting three needles now, to which she assented.

I inserted two at the top, (half an inch in depth,)

just where the first pain was felt, about an inch

asunder, in an inclining position, to avoid punc-

turing the tendons, &c.; the third I placed in the

outside of the ankle where the first had been in-

serted; these remained near an hour, when she

said they had become too painful to bear longer;

they were then withdrawn. She said the pain pro-

duced by them was greatest at the time of ab-

stracting them, and a little afterwards; by the

next morning she was clear of pain, the tumefac-

tion entirely subsided in a few days, and she

resumed her usual domestic business. Thus was

the affection removed in a few days, by the

insertion of four needles, which had been under

treatment for seven weeks.

480 Pine Needle Road
Athens, Ga. 30601
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Medical Director’s Role in the

Skilled Nursing Facility

E. CHARLESTON PRATHER, M.D.,* TALLAHASSEE, FLA.

Many skilled, long-term patient care facilities

retain a physician for consultation upon emergen-

cies and in general medical policies. Regularly

scheduled medical supervision generally has been

lacking in most of these institutions. Too often

the physician’s role is not definitely determined

and consequently the administrator and nursing

director as well as the physician have diflQculty

maintaining their respective professional relation-

ships. When the problems are realized and ad-

mitted and there is a desire for satisfactory solu-

tion, the physician’s role may evolve into that of

medical director. In this event, his duties will be

similar to those of the organized medical staff:

that is to assure quality patient care. Additionally,

he will be responsible for coordinating, monitor-

ing and supervising the care.

The medical director’s duties and responsibili-

ties should be spelled out in a formal agreement

and the amount of time he devotes to various ac-

tivities agreed upon. But he should not go into

the nursing home swinging his mandate and pro-

claiming that he is captain of the team. The

nursing director and administrator may have

been there a long time and it will take adjustment

on their part to accept his role. If he stresses that

his principal aim is the best possible care for pa-

tients, soon they will be happy to have him

around.

He should spend a scheduled number of hours

each week sharing his knowledge with the nurs-

ing director, administrator and other staff mem-
bers. Where there has been no previous medical

direction, he will be a definite asset. His presence

will help to create a more therapeutic environ-

This is a summary of discussions at the seminar on

“The Role of the Medical Director in the Skilled Nurs-

ing Facility” held in Tampa, January 10-11, 1976. It

was presented by the Florida Medical Association in

cooperation with the American Medical Association

and Florida Academy of Family Practice.

Reprinted from the Journal of the Florida Medical

Association, June, 1976, at the request of TMA’s Com-
mittee on Long Term Health Care.

* Staff Director, Florida Health Program Office.

ment and provide considerable encouragement

and support to patients, relatives and staff. In a

short time all of them will become aware that he

has assumed responsibility for overall coordina-

tion of medical care which will help insure the

adequacy and appropriateness of medical ser-

vices.

The medical director should be a clinician

whose primary focus is upon long-term patient

care, not federal regulations and Medicare defini-

tions. He should be a teacher, first of himself be-

cause his previous training will fail to enlighten

the circumstances he presently faces; then of the

staff members.

The pyramid of skills necessary to the care he

desires to have provided in the nursing home is

only as good as the broader foundation. He may

be an excellent clinician and diagnostician but his

abilities will be less effective if the aides fail to

provide the best possible care. In the hospital his

relationship was with his colleagues but in the

long-term care facility he must relate to the semi-

skilled staff and to those with less training. Com-

munication is not the art which had been

developed in the previous environment but it is

absolutely necessary.

To assure effective functioning of the inter-

disciplinary approach, he should be involved in

regular staff meetings. There should be a similar-

ity in his relationships with all professional staff

members.

The medical director assists and guides the

nursing director; they work together, thus her

responsibilities are made easier by his advice and

counsel. He participates in developing the policy

which governs medical, nursing and related ser-

vices and is familiar with laws and regulations

regarding physicians assistants and geriatric nurse

practitioners.

His duties encompass advice to supervisors of

the house staff, involvement in maintenance con-

cerns, team building, and education of the staff

in goals, infection control, and health. These

duties in specific functional areas, shared with the

administrator and nursing director, should be

spelled out in the formal agreement with the nurs-

ing home.

The medical director may express some appre-

hension about getting along with attending physi-

cians and committees in the facility. This appears

to have no foundation. There should be no prob-

lem to obtain the participation of attending physi-

Continued on page 787
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Clinical History: This 66-year-old woman was admitted

to the hospital with intractable pain related to cervical

osteoarthritis. No pulmonary complaints were elicited

in the initial admission history, and physical examina-

ton of the chest was normal. After an abnormal chest

roentgenogram (Fig. 1 ) was obtained, the patient

admitted to having been told 30 years ago that she had

an abnormal chest radiograph. She again denied pul-

monary symptoms.

Additional roentgenograms of the chest were obtained

and included an AP Bucky film (Fig. 2) and a magnifi-

cation film of the right apex (Fig. 3).

Fig. 1

Diagnosis: Pulmonary Alveolar Microlithiasis.

Discussion^’^’^’"^-. Pulmonary alveolar microlithi-

asis is a rare disease of unknown etiology. It is

of importance to the radiologist, however, as it

is one of the few pulmonary diseases which has

a pathognomonic roentgen appearance and is

From the Department of Radiology and Radiological

Sciences, Vanderbilt University Hospital, Nashville, Ten-

nessee 37232.

Fig. 2

Fig. 3

often diagnosed incidentally as the result of a

“routine” chest radiograph.

Roentgenographically one sees innumerable

sand-like opacities of calcium density distributed

diffusely throughout the lung fields. These densi-

ties may appear to be more prominent medially

and in the basilar lung zones as would be ex-
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pected from purely volumetric considerations.

Often the cardiac borders, diaphragm and vascu-

lor markings are obscured by the minute calcifi-

cations within the alveoli.

Roentgenograms using the Bucky technique

may be necessary in these patients. They will

often demonstrate the “black pleura sign” of pul-

monary alveolar microlithiasis in which the water

density pleura appears relatively radiolucent when

contrasted against the extreme density of the

calcifications in the subpleural parenchyma. Mag-

nification roentgenograms of the lung in this con-

dition demonstrate more distinctly the sharply

outlined microliths.

Very late in the course of the disease, roent-

genograms of the chest may reflect a clinical state

of cor pulmonale. In addition, reticular perihilar

markings and bullous emphysema may be seen.

Pathological examination of the lung involved

with pulmonary alveolar microlithiasis shows that

25 to 80 percent of the alveoli are filled with con-

centrically laminated microliths ranging in size

from 0.2 mm to 3.0 mm in diameter. Microscopi-

cally, these calculi are very similar in appearance

to the corpora amylacea of the prostate gland.

Chemical analysis of the microliths reveals that

they contain primarily phosphorus and calcium

in the form of tricalcium phosphate. Often the

alveolar walls are normal. In some instances the

interstitial tissues are involved with cellular infil-

tration and fibrosis.

Perhaps the most fascinating aspect of pul-

monary alveolar microlithiasis is the total lack of

symptomatology which the majority of patients

attest to at the time of diagnosis. As a result,

most diagnoses are made in the 4th or 5th dec-

ade, although the disease has been reported in

premature twins.® As the disease process pro-

gresses, however, dyspnea, hemoptysis, finger-

clubbing and cyanosis develop. Pulmonary func-

tion tests deteriorate as pulmonary fibrosis

progresses and as alveolar gas distribution is al-

tered. Death usually results from cor pulmonale.

The etiology of this disease process remains

unknown. Pulmonary alveolar microlithiasis may
be familial, suggesting some inherited abnormal-

ity or defect in pulmonary metabolism as the

causative factor. „ ^Sandra G. Kirchner, M.D.
Judith Operchal, M.D.
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Special Item

Continued from page 785

cians provided he develops an effective liaison

with the county medical society. This area re-

quires considerable study, diplomacy and educa-

tion, however. Assistance of the medical society

Privacy Act and Disability

Continued from page 780

reporting physician should keep in mind not only

that opinions are not a basis for determinations,

but, should the individual request a copy of medi-

cal evidence used to prepare the decision in a

case, the opinion included in the report will be

part of the information released.

In this brief article we have discussed the

major changes in the Social Security Disability

Program brought about by the Privacy Act and

and hospital association should be solicited in the

solution to problems.

The medical director’s challenge is to assure

that the nursing home is operated to benefit pa-

tients and to create an awareness among physi-

cians that the care provided is a modicum of the

community’s total health care.

have restated the important underlying principles

of the disability program. The importance of

prompt, complete medical reports cannot be over-

emphasized. With prompt, complete medical

reports initially, the necessity of recontacting the

physician and utilizing his or her valuable time

in obtaining additional information can be elimi-

nated. Although completing these reports does

place additional demands on a busy physician’s

time, the treating physician’s continued coopera-

tion aids in promoting prompt and hopefully fair

claims.
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Ectopic Pregnancy

After discontinuing oral conceptives, this 22-

year-old lady had amenorrhea for six weeks.

Pelvic examination at the time was normal. The

patient was started on Provera withdrawal and

oral conceptives, but had no response. Six weeks

later the uterus was slightly enlarged. Urinary

pregnancy test was positive. The patient com-

plained of severe left sided pain. Her hematocrit

was 38 volumes percent, white count was 9,500

and urinalysis was normal. Because of the pelvic

pain an ectopic pregnancy was suspected.

1

j

1

I

Fig, 1

0

Gestational sac
Uterus
Bladder

An ultrasound examination (Fig. 1) showed

5 an enlarged uterus with a clearly defined 3 cm.

gestation sac on the left side of the uterus (con-

sistent with an eight week gestation). This was

thought to be at the left cornu of the uterus just

as it opens into the left fallopian tube. It was im-

possible to be sure that this was not within the

left fallopian tube. In either case, its location

From the Department of Nuclear Medicine & Ultra-

sound, Park View Hospital, Nashville, Tenn. 37203.

suggested that it was not compatible with a viable

pregnancy. The patient and her husband re-

quested abortion. Because of the location we felt

that it might be possible to abort the patient from

below and consequenly the patient was curetted,

but the curettement showed only decidual tissue.

Three days later the ultrasound study was re-

peated and was found to be unchanged. The

patient then underwent an exploratory laparot-

omy, which revealed a normal left fallopian

tube and a left cornual pregnancy. The patient

was curetted, and on this occasion placental

tissue was obtained. Her post-operative course

was uneventful.

Ecotopic pregnancy is by no means un-

common, occurring about once in every 100

pregnancies. While one sided pelvic pain, drop

in hematocrit, rise in the white blood cell count,

and a positive pregnancy test are the usual find-

ings, the pregnancy test is often negative and

the pain may be vague. The problem then be-

comes one of identifying the presence of an intra-

uterine or ectopic pregnancy. The ultrasound

examination is probably the most useful test

under these conditions.

In a typical ectopic pregnancy, the ultrasound

examination shows an enlarged uterus with no

evidence of an intrauterine pregnancy (empty

uterus). A mass is usually found in the adnexal

region, and about two-thirds of the time a ges-

tational sac can be identified within the mass.

In the case presented here, the pregnancy was

interstitial (at the cornu). While this site of

implantation is particularly uncommon, it is also

particularly serious since the bleeding which

would occur at this site would be much more

severe than bleeding within a fallopian tube.

Only the ultrasound examination could have re-

vealed this particular type of ectopic pregnancy.

Robert L. Bell, M.D.
Marvin Gregory, M.D.
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The patient is a 68-year-old housewife who was re-

ferred for evaluation of shortness of breath, fluid reten-

tion and a heart murmur. She has had chest pain for

the past 15 years and for the past two years she has

been having orthopnea, paroxysmal nocturnal dyspnea

and ankle swelling. In addition, nocturnal arrhythmias

have been a major problem with episodes of ventricular

bigeminy and paroxysmal atrial fibrillation.

On physical examination her blood pressure was 128/

64 and heart rate 80/minute. The neck veins were flat,

but she had moist bilateral rales in the lung bases. The

cardiac examination demonstrated a parasternal lift, a

normal first heart sound and a second heart sound

which split physiologically. A grade 2/6 systolic ejection

murmur was heard along the left sternal border with no

At cardiac catheterization she was found to have an

atrial septal defect with normal pulmonary artery pres-

sure, a pulmonary blood flow of 5.0 L/minute, a sys-

temic blood flow of 3.4 L/minute, and a bidirectional

shunt at the atrial level with a 0.5 L/minute right-to-

left shunt.

Discussion

Patients with an atrial spetal defect usually

are in sinus rhythm until the third decade, when

the incidence of atrial arrhythmias increases.

Atrial fibrillation, atrial flutter, and paroxysmal

atrial tachycardia occur frequently. The P wave

may be peaked in lead II indicating right atrial

enlargement. In sinus venosus atrial septal de-

fects, the P wave axis is directed to the left with

an inverted P wave in lead III. The electro-

cardiographic hallmark of atrial septal defect is
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gallop and no diastolic murmur. The liver was palpable

below the right costal margin and there was a trace of

sacral edema. The chest x-rays showed mild cardiac

enlargement, dilatation of the pulmonary artery, a small

aorta and pulmonary vascular congestion. The electro-

cardiogram shows right axis deviation with rightward

and anterior terminal forces with a large R in Vi and

AVR. There is a large terminal S wave in Ve with T
wave inversion in Vi through V4, compatible with right

ventricular enlargement. The P wave in lead V] is bi-

phasic suggesting left atrial enlargement, pig. 1.

From the Department of Cardiology, Saint Thomas

Hospital, Nashville, Term. 37205.

the RSR complex in the right precordial leads.

As a general rule the taller the R wave, the

larger the shunt, or it may indicate the presence

of pulmonary hypertension. Left atrial enlarge-

ment is not usual in uncomplicated atrial septal

defect, but it was present in this patient, possibly

due to the small right-to-left shunt.

The clues to the correct diagnosis in this pa-

tient were the electrocardiogram which demon-

strated right axis deviation and right ventricular

hypertrophy, along with the chest x-ray which

Continued on page 792
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CARCINOEMBRYONIC ANTIGEN—CEA
It is often stated that the CEA test is not

a suitable screening test for bowel cancers. This

is something of an over-statement which is being

substituted for ancillary qualifying statements.

What needs to be stated is the following:

1. The CEA test is not suitable for mass

screening of clinically normal populations

for the purpose of detecting cancer but

may be of value in carefully selected pa-

tients.

2. The CEA test cannot substitute for other

diagnostic modalities such as the history,

physical examination, endoscopy, diagnostic

radiology and other laboratory examina-

tions, even though there are reported cases

where elevated CEA was the only non-

invasive clinical indicator of malignant

disease.

3. A negative test does not rule out bowel

cancer, though it does almost always rules

out advanced disease.

4. A positive test does not necessarily indicate

bowel cancer because several benign con-

ditions as well as other forms of malignancy

can produce CEA elevations.

The first reports in 1969 by Thomson and

Gold indicated that 97 percent of patients with

colon cancer had elevated levels of CEA. Since

that time, there have been numerous studies con-

firming positivity in colon cancer but the per-

centage of cases with elevated levels has varied

from 59 to 97 percent. These differences reflect

the direct relationship between the stage of the

disease and test positivity. Early localized bowel

lesions may have negative tests, whereas almost

all advanced lesions with metastases are positive.

The test does “screen” for advanced disease. It

also has prognostic significance, since generally

the higher the level of CEA, the poorer the

prognosis.

Even though 97 percent of healthy non-smok-

ers have normal levels of CEA (<2.5 ng/ml),

the threshold separating malignancy from non-

malignancy is not sharp. Values up to 10 ng/ml

From Clinical Laboratories of Nashville, 2525 Park

Plaza, Nashville, Tenn. 37203.
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have been found in normal people. CEA levels

between 10-20 ng/ml can be found in several

benign conditions such as ulcerative colitis, re-

gional enteritis, obstructive biliary disease, pan-

creatitis and cirrhosis. This is also the range in

which early cancers may produce positivity.

Values greater than 20 ng/ml are almost always

due to malignancy.

The test is not specific for carcinomas of

intestinal tract. Approximately 25 percent of

unselected cases of breast carcinoma will have

elevated CEA levels. Positivity can also be ex-

pected in 40 percent of prostatic cancers, 33

percent of bladder cancers, 72 percent of bron-

chial cancers and 92 percent of advance pan-

creatic cancers.

A second statement made about the CEA test

concerns its value as a monitor of therapy. This

is perhaps its least controversial application.

Following surgical resection of tumor, the return

of elevated levels to normal has been associated

with a favorable prognosis provided the levels

remain normal in serial determinations. Recurring

elevations have usually preceded clinical de-

terioration by several months. Unfortunately, the

CEA test is not always an accurate predictor

of the effectiveness of chemotherapy in bowel

cancers. However, it is reported to provide re-

liable predictions of effectiveness in breast cancer

whether treatment is chemotherapeutic or hor-

monal. Falling levels correlate with response and

rising levels correlate with nonresponse. One

report states that the CEA test is capable of

indicating the response of either radiotherapy

or chemotherapy in bronchial carcinomas.

Perhaps the most important aspect of the CEA
test is the model it has established. The carcino-

embryonic antigen is an extract of tumor which,

although harshly treated by strong acids, can

retain enough immunogenicity and antigenicity to

be identified by sensitive immunological means.

The very fact that the system works at all has

been a very powerful stimulus to investigators

to seek other methods for isolating tumor specific

macromolecules. These undoubtedly will be found

and the close collaboration exhibited among

chemists, clinicians and pathologists with the

CEA test will, once again, establish clinical util-

ity. Perhaps the next isolate will prove to be

sensitive and specific enough for the detection

of early disease.

Joseph J. Sannella, M.D.

Medical Director
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Clinical Responsibilities in a

Central Office Setting

During the 1960’s research was conducted to

identify job impairment as demonstrated by the

“troubled employee” and his job related symp-

toms such as repeated illness, absenteeism, de-

creased productivity, and personal distress.

This research calculated that approximately

eight percent of the working population is af-

fected by alcoholism or drug abuse. It was further

shown that alcoholism and drug abuse are highly

contributory to making an otherwise excellent

worker a “troubled employee.”

As research became increasingly documented

a new industry/government approach was im-

plemented by the Governor of the State of Ten-

nessee for all state employees. Initiated in Jan-

uary 1973, this approach became known in

Tennessee as the State Employee Assistance

Program. It was decided at that time that the

Alcohol and Drug Abuse Section of the Depart-

ment of Mental Health and Mental Retardation

would be the agency of the state government re-

sponsible for this program.

The primary objective of this counseling and

referral service is to put the troubled employee

in contact with appropriate treatment resources

early enough to both assist him personally and

to prevent the development of any job related

difficulties. By placing this clinical program in

the central office of the Department of Mental

Health and Mental Retardation, asside from the

positive growth experience by many clients, it

allows this normally administrative section to stay

in close contact with the realities of client re-

sponsibilities.

In February 1975, Governor Ray Blanton

issued a written endorsement of the program.

With this endorsement the Employee Assistance

Program expanded to a statewide endeavor whose

purpose is to combine sound management prin-

ciples with a humanitarian approach which will

assist troubled employees. In the past not much
was done for the state employee until his job

performance had reached a point that termi-

nation became virtually inevitable.

This lack of intervention cost the state severely

NOVEMBER, 1976

in lost time, tardiness, damaged materials, and

reduced effectiveness. Most important, however,

from a management standpoint, is the loss of a

valuable employee who perhaps has been on

the job for a number of years, gaining consid-

erable seniority and unreplaceable experience.

With this in mind, the first tenet of an Employee

Assistance Program is the early recognition by

job supervisors of significant behavioral changes

in the employee. With this early recognition and

referral to the Employee Assistance Program,

nearly three-fourth’s of all referred employees

can return to productive work at very small

expense to the state.

Returning to productive work requires certain

policies and assurances which the State Em-
ployee Assistance Program has established, in-

cluding recognition that mental illness, alcohol-

ism, and drug abuse are illnesses that can be

successfully treated. This assures employees that

they will receive the same consideration and

offers of treatment that are extended to employ-

ees having any other illness.

Further, there is the assurance that manage-

ment is concerned only as the problem relates

to the employee’s job performance. Finally, de-

partment heads and supervisors must recognize

that implementation of the program is also their

responsibility. They must follow outlined proce-

dures to assure each employee that he will not

have his job security or advancement jeopardized

by being referred to the State Employee’s Assis-

tance Program.

All Employee Assistance Programs are com-

posed of three fundamental parts—supervisor

identification and referral; problem assessment,

counseling and referral to treatment by an Em-
ployee Assistance Advisor; and the appropriate

treatment for the individual’s problem.

Supervisor Identification and Referral. Before

appropriate identification and referral to an Em-
ployee Assistance Advisor can be made, sufficient

training must be given to supervisory level per-

sonnel, This training addresses two separate

issues. First, the supervisor is assisted in learn-

ing when and how to identify the problems of

mental illness, alcoholism and drug abuse. Sec-

791



ond, the training program addresses the issue

that it is not the supervisor’s responsibility to

attempt to counsel with the employee about his

potential problem, but to indicate to the po-

tentially troubled employee that his concern

centers around the decreasing job performance.

TTie training program makes clear the distinction

between a supervisor’s role in identifying a work

difficulty and the Employee Advisor’s role in as-

sessing the personal problem and making an

appropriate treatment referral.

Problem Assessment and Treatment Referral.

After referral by the supervisor, or upon the

employee’s self initiative, the Employee Advisor

will have a minimum of one face-to-face session

with the client. This session—and the several

that may follow in a more difficult case—is di-

rected towards helping the client identify the

personal problems behind his work difficulties.

The counseling sessions are not seen as attempts

to treat the personal difficulties, but as an entry

into treatment: an entry, in a personal way, by

helping the client begin to accept the realities

of his situation; and an entry, in a formal way,

through the Employee Advisor into a recognized

treatment program or with a private practitioner.

Treatment. After referral assistance by the

Employee Advisor, the client is now able to begin

*

EKG ...

Continued from page 789

showed a dilated pulmonary artery, pulmonary

plethora, and a small aorta. The second heart

sound was not fixed, but moved normally. This

may occur in patients with atrial septal defect

*

Solzhenitsyn and Spiritual Healing

Aleksandr Solzhenitsyn states in his “Letter To The
Soviet Leaders,” “I myself see Christianity today as the

only living spiritual force capable of undertaking the

spiritual healing of Russia. But I request no special

privileges for it, simply that it be treated fairly and

not suppressed.” As I reflected upon this wonderful

statement I was intrigued by his suggestion that Russia

needs spiritual healing. Certainly nothing could be more
true! It is also true for China, for Viet Nam, for Cam-
bodia, for Cuba and for the United States. Here in

America our moral and spiritual crisis bears the same
diagnosis as Russia’s ... It does not matter . . .

whether spirituality is suppressed by government edict

and force, or by apathy and neglect engendered by

materialism and immorality. . . .

At this writing I doubt that revival will spring from

America. Revival can only spring from Bible emphasis

792

to move, from the management perspective, back

to increased productivity and job competency.

In addition to training supervisors and direct

counseling with clients, the State Employee Assis-

tance Program is in the process of identifying

professional persons across the state who can

work with the supervising State Employee Ad-
visor. This is being done to extend the State

Employee Assistance Program across the entire

state, to make the program available to all state

employees.

In summary, the Employee Assistance Pro-

gram was created to assist state supervisors to

work more comfortably within their role and to

assist employees in finding solutions to problems

that become so serious that they interfere with

routine performance of duty. Utilization of this

service is necessary to fulfill the purpose of the

Employee Assistance Program. Two facts that

contribute most to the success of this program

are the motivation within management to keep

a valuable employee, and the employee’s moti-

vation to live a fuller life and to move ahead

with his job responsibilities.

Elliott Ward. Ph.D., Director

Norma Steinkerchner, R.N.

Employee Assistance Director

Alcohol and Drug Abuse Section

* *

who have developed an increase in pulmonary

vascular resistance, since the fixed split second

heart sound is due in part to the very compliant

pulmonary vascular bed.

FINAL DIAGNOSIS: Ostium secundum atrial

septal defect with a bidirectional shunt.

Rand T. Frederiksen, M.D.

* *

and belief. . . . America does not reverence with holy

awe the Word of God. We could learn something of

this reverence if we were to see what holy worship of

the ancient scrolls Orthodox Jews display in their ser-

vices! . . .

Could it be that the revival will come from Poland,

or Russia? Would we accept spiritual healing of our

nation if it were to come from Russian Christianity?

We would doubtless accept it just as we “accepted”

Solzhenitsyn when he recently came to us! . . .

The answer to our dilemma will come when we re-

alize that we have a national illness in need of spiritual

healing and that healing can only come from our Lord

Jesus Christ operating in the hearts of individual men

and women who are willing to serve Him totally without

reservation or question. The hour is really quite late.

Is there time? William Standish Reed, M.D.

Tampa, Florida
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SaintAlbans
Psychiatric Hospital

A fully accredited private

psychiatric hospital for the

treatment of all major
psychiatric illnesses

including alcoholism and
drug abuse problems of
adolescents and adults.

Radford, Virginia 24141
Telephone 703 639 2481
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U.T. HOSPITAL AUDITS

Acute Pericarditis

I. Validation of:

A. DIAGNOSIS

1.

Pericardial friction rub

B. REASONS FOR ADMISSION
1. Need for precise etiologic diagnosis (lA)

2. Repeated accumulation of pericardial a pleu-

ral fluid (lA)

3. Cardiac tamponade (IB)

4. Constriction demonstrated or threatened

II. Critical Diagnostic and Therapeutic Services

A. Radiology studies to include fluoroscopy

B. Electrocardiogram

C. Pericardial Scan

D. Echocardiogram

E. Pericardiocentesis

F. Monitoring of blood pressure and central venous

pressure

G. Serologic and hypersensitivity studies and cul-

ture

H. Electrolyte, BUN during acute illness

III. Expected Response to Treatment
A. Short term (Discharge Status)

1. Patient clinically stable or improving 65%
2. Pericardial or pleural effusion resolving 65%

B. Long Term (Functional, Other)

1.

Recurrence 35%
IV. Disposition

(Dependent on etiology)

A. Discharge in 2 weeks

B. Post hospital follow up: 2 weeks every month

for 3 months

V. Mortality:

(Depends on etiology)

VI. Length of Stay*

A. Initial length of stay assignment for primary

diagnosis or problem two weeks

B. Extended length of stay assignment established

by patient’s condition

1.

Reason for extending initial length of stay

a. continued reaccumulation of fluid

b. continued low cardiac output

c. infection of wound, lung (pneumonia) or

pleural (empyema)

VII. Complication
A. Of Disease

1. Continued accumulation of fluid

requiring aspiration 30%
2. Continued low cardiac output 30%
3. Continued or recurrent fever 30%
4. Extended stay in acute cardiac care

facility 10%
5. Any extension of initial length of

stay assignment 30%
* Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

Congestive Heart Failure

I. Validation of:

A. DIAGNOSIS (To include the following):

1. Physical findings of enlarged heart, gallop

rhythm, rales, venous hypertension or edema
2. Pulmonary congestion on chest x-ray

3. Improvement following digitalis and possibly

diuretics

B. REASONS FOR ADMISSION
1. Pulmonary edema
2. New diagnosed CHE for diagnostic purposes

(including functional evaluation) and for

response to treatment

3. Unresponsiveness to outpatient management
II. Critical Diagnostic and Therapeutic Services

A. Electrocardiogram 100%
B. Chest X-ray 100%
C. Electrolytes & BUN 100%
D. Echocardiogram *

E. Cardiac Catheterization *

III. Expected Response to Treatment
A. Short Term (Discharge Status)

1. Improvement to class II symptoms 50%
B. Long Term

1. Return to work 25%
IV. Disposition:

Follow up 95%
V. Mortality:

3%
VI. Length of Stay**

A. Four to five days on class II patients

B. Ten days to two weeks on class III or IV pa-

tients

C. If cardiac surgery is performed, at least one

month total

VII. Complications
A. Of Disease

1. Pulmonary emboli 5%
2. Renal insufficiency and/or electro-

lyte imbalance 15%
3. Arrhythmia 75%
4. Myocardial infarction 10%

B. Of Treatment

1. Renal insufficiency and/or electro-

lyte imbalance 25%
2. Arrhythmia due to digitalis intoxi-

cation 10%

* Unknown
** Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

Congenital Heart Disease
I. Validation of:

A. DIAGNOSIS (To include the following);

1. Positive physical findings: abnormal cardiac

sounds, murmurs, cardiomegaly, abnormal

venous and arterial pulsations and/or blood

pressure, hepatomegaly, etc.

2. Abnormal EKG
3. Abnormal chest x-ray

4. Cardiac catheterization

5. Operative findings

6. Response to treatment
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B. REASONS FOR ADMISSION
1. Need for precise diagnosis or scheduled for

operation

2. Congestive heart failure or cardiac arrhyth-

mia

3. Cyanosis or hypoxia

4. Inability of responsible party to cope or

comply

5. Initiation of digital therapy

II. Critical Diagnostic and Therapeutic Services

A. Evaluation by cardiologist 100%
B. Electrocardiogram and chest x-ray 100%
C. Blood gases 50%
D. Hematocrit 100%
E. Cardiac catheterization 25%

III. Expected Response to Treatment
A. Short Term (Discharge Status)

1. Patient clinically stable or improving 75%
B. Long Term (Functional, Other)

1. Absence of arrhythmia or con-

gestive heart failure 25%
2. Fully ambulatory 50%

IV. Disposition

Return to clinic for follow up 100%
V. Mortality:

Varies with type

VI. Length of Stay*

A. Initial length of stay for primary diagnosis of

problem is two to eleven days

B. Extended length of stay assignments:

1.

Reasons for extending the initial length of

stay

a. operation

b. wound complication (hemotoma, infec-

tion)

c. failure of medical or surgical treatment,

uncontrolled congestive heart failure,

arrhythmia, cyanosis, hypoxia

d. development of post-op complications

such as pneumonia, respiratory insuffi-

ciency, acute renal failure, GI infections,

CHS damage

VII. Complication

A. Of Disease 75%
1. Respiratory insufficiency requiring

ventilatory support beyond three

days

2. Cardiac dysrhythmias requiring

monitoring beyond three days

3. Congestive heart failure, cyanosis,

hypoxia, polycythemia

4. Bacterial endocarditis

B. Of Treatment 25%
1. Wound infection, empyema, UTI
2. Cardiac dysrhythmias requiring

monitoring beyond three days

3. Post operation complications: heart

block, hemorrhage, CNS damage,

compromised local circulation

4. Digitalis toxicity

5. Bacterial endocarditis

* Based on average length of stay in PAS Hospitals,

Southern Region, 1973.

Accelerated Hypertension

I. Validation of:

A. DIAGNOSIS (To include the following):

1. Diastolic blood pressure over 120

2. Diastolic blood pressure over 90 with

a. eyeground changes—hemorrhages or pa-

pilledema

b. newly discovered renal failure

B. REASONS FOR ADMISSION
1. Diastolic blood pressure over 120

2. Neurologic or sensorium abnormalities

3. Uncontrolled vasal failure or congestive

heart failure

4. Failure to respond to antihypertensive medi-

cation

5. Suspicion of secondary causes of hyperten-

sion

II. Critical Diagnostic and Therapeutic Services

A. Daily blood pressure recording at least

once daily 100%

B. Chest x-ray 100%

C. EKG 100%
D. Funduscopy 100%

E. Hematocrit, BUN, electrolytes 100%

F. Urinalysis 100%

G. Historical evaluation for drug com-
pliance 100%

III. Expected Response to Treatment

A. Short Term (Discharge Status)

1. Patient clinically stable or improved 90%

B. Long Term (Functional, Other)

1. Controlled blood pressure 75%
2. Congestive heart failure 75%

IV. Disposition:

1. Documented plan for follow up to

include antihypertensive therapy

and dietary regimen 100%

V. Mortality:

< 10%

VI. Length of Stay*

A. Complicated—21 days

B. Uncomplicated—5 to 8 days

VII. Complication

A. Of Disease

1. Neurologic: abnormal 10%
2. Congestive heart failure or myo-

cardial infarction 30%
3. Rising renal failure or electrolyte:

abnormal 50%

B. Of Treatment

1. Rising renal failure or electrolyte:

abnormal 50%
2. Prolonged orthostatic hypotension 10%
3. Other drug allergies 10%

* Based on average length of stay in PAS Hospitals,

Southern Region, 1973.
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PHYSICIANS WANTED

LaFollette Community Hospital,

LaFollette, Tennessee is seeking

an emergency room physician for

immediate placement. Also, in

need of family practice physician,

OB-GYN, and pediatrician. Guar-

anteed minimum $30,000 per year.

Completely furnished office build-

ing adjacent to hospital. Located

in East Tennessee, 45 miles

north of Knoxville.

Contact J. B. Wright, Administrator,

LaFollette, Tennessee 37766.

Phone 615/562-2211.

WHITE SURGICAL SUPPLY CO.

1 92 1 55 Years 1 976

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

I27 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-370

1

LIBRIUM^
(chlordiazepoxide HCI)
5mg,10mg, 25 mg capsules

Before prescribing, please consult complete
product information, a summary of which
follows:

Indications: Relief of anxiety and tension
occurring alone or accompanying various
disease states.

Contraindications: Patients with known
hypersensitivity to the drug.

Warnings: Caution patients about possible
combined effects with alcohol and other
CNS depressants. As with all CNS-acting
drugs, caution patients against hazardous
occupations requiring complete mental
alertness (e.g., operating machinery, driv-

ing). Though physical and psychological
dependence have rarely been reported on
recommended doses, use caution in admin-
istering to addiction-prone individuals or
those who might increase dosage; with-
drawal symptoms (including convulsions),
following discontinuation of the drug and
similar to those seen with barbiturates,
have been reported.

Usage in Pregnancy: Use of minor
tranquilizers during first trimester
should almost always be avoided
because of increased risk of con-
genital malformations as suggested
in several studies. Consider possibility
of pregnancy when instituting therapy;
advise patients to discuss therapy if

they intend to or do become pregnant.

Precautions: In the elderly and debilitated,

and in children over six, limit to smallest
effective dosage (initially 10 mg or less per
day) to preclude ataxia or oversedation, in-

creasing gradually as needed and tolerated.

Not recommended in children under six.

Though generally not recommended, if

combination therapy with other psycho-
tropics seems indicated, carefully consider
individual pharmacologic effects, particu-

larly in use of potentiating drugs such as
MAO inhibitors and phenothiazines. Observe
usual precautions in presence of impaired
renal or hepatic function. Paradoxical reac-
tions (e.g., excitement, stimulation and
acute rage) have been reported in psychiatric
patients and hyperactive aggressive chil-

dren. Employ usual precautions in treatment
of anxiety states with evidence of impending
depression; suicidal tendencies may be
present and protective measures necessary.
Variable effects on blood coagulation have
been reported very rarely in patients receiv-

ing the drug and oral anticoagulants; causal
relationship has not been established
clinically.

Adverse Reactions: Drowsiness, ataxia and
confusion may occur, especially in the
elderly and debilitated. These are reversible
in most instances by proper dosage adjust-
ment, but are also occasionally observed at

the lower dosage ranges. In a few instances
syncope has been reported. Also encoun-
tered are isolated instances of skin erup-
tions, edema, minor menstrual irregularities,

nausea and constipation, extrapyramidal
symptoms, increased and decreased libido-
all infrequent and generally controlled with
dosage reduction; changes in EEG patterns
(low-voltage fast activity) may appear during
and after treatment; blood dyscrasias (in-

cluding agranulocytosis), jaundice and
hepatic dysfunction have been reported oc-
casionally, making periodic blood counts
and liver function tests advisable during
protracted therapy.

Supplied: Librium® Capsules containing 5
mg, 10 mg or 25 mg chlordiazepoxide HCI.
Libritabs® Tablets containing 5 mg, 10 mg
or 25 mg chlordiazepoxide.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110
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The TMA and You

Your Tennessee Medical Association has during the last twenty years

greatly expanded the services that it renders to the doctors of this state.

In order to provide services for doctors in areas that the tax exempt

association is unable to operate, several new organizations have been

developed. First, the Tennessee Medical Foundation which was originally

established to accept foundation money for health care services in deprived

areas, is now being utilized to develop the continuing medical education

program. The Tennessee Foundation for Medical Care was chartered so that

contracts with government or industry could be entered upon. It is now
utilized to accomplish most of the PSRO activities in this state. By this

action, TMA has reserved the controls for reviewing doctors for doctors

themselves. Apparently, there were other groups that would have liked to

have been in the position of controlling the medical profession by controlling

this review program.

During the past year, the State Volunteer Mutual Insurance Company
has been established by the efforts of the Tennessee Medical Association.

At the direction of the House of Delegates, this company was started to

provide liability insurance for doctors at the lowest possible cost both now

The political action arm of TMA, which is IMPACT, was started by the doctors of this state so

that we would have the funds to enter the political arena and help elect those politicians who
support the aims of the medical profession which are in the public interest. The TMA has developed

programs which provide services for members in the form of insurance, which includes life, disability,

health and overhead. The Medical Foundation and its Continuing Education Director are at the

service of all of the doctors throughout the state.

The TMA Travel Committee schedules travel programs associated with educational programs

which have been accepted enthusiastically by our colleagues. Your opinions are solicited by the

Travel Committee as it would like to consider everyone’s desires. The TMA also' provides a

multitude of informational services related to government activties and medicine, volunteer health

organizations and the activities of the TMA itself.

This is our organization to represent medicine at the state level. This is acomplished by the

nomination of candidates for appointment to State commissions and advisory committees. Recently

the Governor has asked us to make recommendations for the physician members of the Mal-

practice Review Boards throughout the State. During each Legislature, the headquarters staff and

the Legislative Committee, along with the officers of the Association, follow carefully all of the

health-related legislation and seek sponsors for bills that we think are important to the medical

care of Tennesseans.

We also relate to the Federal Government and the Congress of the United States through

visits to the Tennessee Congressional Delegation in Washington and cooperation with the AMA
lobby in Washington.

Through our Peer Review Committee, we represent doctors to insurance companies and other

interested third party providers in medical care.

The TMA is truly a democratic body. The House of Delegates, which sets the policy of

TMA, is elected at the local level by your local medical society. The House of Delegates then,

besides setting policies, elects the officers of TMA, the Judicial Council of TMA and the AMA
Delegation.

The Board of Trustees runs the business of the Tennessee Medical Association on a day-to-day

basis. The entire Board at least quarterly and there are interval meetings of the Executive Com-
mittee. At times the Board is called upon to establish temporary policy on new issues, which

in turn are presented to the House of Delegates in the form of a resolution at their next meeting.

Continued on page 823

C. Gordon Peerman, Jr.
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and in the future.
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cciitoriol/
“0 Beautiful For Spacious Skies. .

Thanksgiving Thoughts

Being now passed the vast ocean, and a sea of trou-

bles before them in expectation, they had now no

friends to welcome them, no inns to entertain or refresh

them, no houses, or much less towns, to repair unto to

seek for succour; and for the season it was winter . . .

Besides, what could they see but a hideous and deso-

late wilderness, full of wilde beasts and wilde men?
and what multitudes of them there were, they then

knew not: for which way soever they turned their eyes

(save upward to Heaven) they could have but little

solace or content in respect of any outward object . .

.

And the whole country, full of woods and thickets, rep-

resented a wild and savage hew. If they looked behind

them, there was a mighty ocean which they had passed,

and was now as a main bar or gulph to separate them

800

from all the civil parts of the world.

Nathaniel Morton, keeper of the

records of Plymouth Colony

1620

A recent report on science fiction “as she

is wrote” explained that it is of two kinds:

prophetic and sheer fantasy. The report went

on to say that the first is exemplified by Jules

Verne in his Journey to the Moon, or by ac-

counts of survivors on a burned out earth fol-

lowing atomic war or assorted other catastro-

phies. The other is about such things as life on

or from other planets, and so on. I get the

distinct impression one man’s fantasy is another

man’s prophecy, and vice versa.

When Neil Armstrong made his “one small

step for a man” he was acting out Buck Rogers,

the sheer fantasy of my boyhood which only

in restrospect was prophetic. In the thirties it

was widely held by those supposedly informed

on such matters that by the sixties people would

live a life of leisure, with robots to do the chores.

The weather would be controlled so it would

always be perfect. Every home would have its

robot, and we would live in a “push button

society.” And sure enough we do, but the push

button controls an all-out nuclear war.

What visions do you suppose were in William

Bradford’s mind as the little band of Pilgrims

who had embarked on the Mayflower from Ply-

mouth in 1620 arrived at their new home?

Nathaniel Morton has recorded some of them.

If Governor Bradford were writing science

fiction, would it have included amber waves

of grain and fruited plains?

Prophetic writings abound these days, both as

sci-fi and as sci-non-fi. On the one hand, we

have licked the population problem, solved pol-

lution, have adequate solar energy, there is peace

on earth, and we all live happily ever after.

Or we don’t solve our problems, but as the world

is sinking, we take off for another planet just in

time. On the other hand, because of air pollution

the greenhouse effect causes the polar ice cap

to melt and flood the seacoasts, or else the steam

caused by the melting ice cooling the ocean rises,

coming down as snow and freezing at the pole

so that the earth tips over from the weight of

the ice. Or we have that final nuclear holocaust

and fry the planet, rendering it a sterile cinder

(science fiction always has a few survivors).

Realistically, we have problems. Rhetorically,

the politicians can solve them. Pragmatically, they
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(and/or we) had better. The prophecies could go

either—or neither—way.

Thanksgiving should remind us of two things.

The first is that we in this country do indeed still

have a great deal to be thankful for. And as

I watch the news on TV, one of the things I am

most thankful for is that I live where I do

—

in the United States of America, and not in one

of our big, big cities. The second is that we are

rapidly losing ground.

Supplies are running low even as demand in-

creases. This is world-wide, and the U.S. of A.

has no shelter from world problems, however

much we might wish it. Nuclear weapons are

proliferating, and every year brings new nuclear

“powers.” (The smallest nation becomes a

“power” with nuclear weapons.) We fret as our

liberty is abridged, at the same time calling for

more abridgment to protect us from lawlessness.

(It is always the other fellow’s freedom we want

abridged.) We clamber for conservation of our

mountains, forests, rivers, coasts, and wetlands,

but demand the things that destroy them. Energy

consumption inches (or maybe “leaps” is the

better word) upward, so that the only easy solu-

tion seems to be nuclear energy, which may well

present more problems than it solves.

The founders of Plymouth Colony who were

living in Leyden with Pastor William Brewster

had to make some hard choices. They made

them. Their children were growing up in Holland,

out of contact with English customs and lan-

guage. They gave up a comfortable life in a

lovely setting where they had religious freedom

(which might not continue) for a hard life in

an unknown world. They were outnumbered on

the Mayflower by nearly two to one by English

adventurers led by Captain Miles Standish. Their

moral stamina based on their faith in God and

His goodness made the Mayflower pact work,

and saw them through the hard days of the pas-

sage and the first years of the colony. It gave

us our heritage: In God We Trust!

We have some hard choices facing us, and

time is running out. Because they have nowhere

else to turn, there are those who put their faith

in technology, who say that because we have

always come up with answers we are bound to

solve our problems this time too. All I can say

is, “It ain’t necessarily so.” Technology coupled

with moral stamina just might dcr it. Alone,

there’s no chance.

When society loses its belief in absolutes, it is

not a time for optimism. “.
. . for which way

soever they turned their eyes (save upward to

Heaven) they could have but little solace or

content in respect of any outward object . . .

The whole country, full of woods and thickets,

represented a wild and savage hew.”

J.B.T.

. . . Angels Unawares

Do not neglect to show hospitality to strangers,

for by so doing some have entertained angels

unawares.

Hebrews 13:2

Your wife is facing serious brain surgery. You
live a hundred miles from the medical center.

You leave your young son with relatives. The

motel is lonely. For days your wife is unre-

sponsive, you have no friends, no one to turn

to. Week after week the expenses eat away at

your savings. You hang on desperately, fighting

the confusion and depression that threatens to

overwhelm you. Or

The hospital’s social worker refers you to a

home where there are others who have similar

troubles, with whom you can relate. There is a

compassionate staff who understands and who

can counsel and help. You eat your meals there,

wash your clothes there—and no mention is

made of money—ever. You owe nothing. You
pay what you can, when you can, and only if

you can. It is up to you. It is Hospital Hospitality

House.

We carry a news item in Medical News in

Tennessee about HHH. Sincf" it opened on 1 7th

Avenue South in Nashville, in July 1974, nearly

9,000 people have been served. It operates hand

to mouth, but it is a Faith Ministry, and has

never been without whatever was necessary to

fulfill that ministry. The above case is an acutal

one, one trip with and one without HHH. The

only access to it is through the hospitals’ social

service.

The families of patients of many of you have

been recipients of that ministry, and because of

it your patients, relieved of that worry, have

recovered more quickly. Now HHH needs your

help.

There has been some day to day help from

Nashville physicians, though there should be

more. But this is a state-wide ministry. Though

the house is situated in Nashville and is supported

almost entirely by Nashvillans (except for the

little the recipients of the ministry can do, and
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after all, they have their medical expenses), not

a dollar is spent on Nashvillians. Patients come

from across the state as far as both its extremes

and from southern Kentucky.

Early this year the board of HHH was notified

that the owner of the property intended to sell,

and while there was an option to buy, because

there is always a waiting list it was felt a larger

facility in a more convenient location should be

sought. It has been found. It is the former head-

quarters of the Tennessee Hospital Association

just off Centennial Park, within walking distance

of five hospitals. It will eventually double the

capacity of HHH. The price is 150,000 dollars.

There needs to be 149 more doctors who will give

1,000 dollars each. There should be that many
of you who can see a thousand dollars worth of

good to your patients, and have the compassion

to match it.

You just might entertain an angel unawares.

J.B.T.

On Pins and Needles

A few months back one of the titles appearing

in the list of publications available from the

U. S. Government Printing Office was the

Chinese Barefoot Doctor’s Manual. My curiosity

got the better of me and I sent off for one.

It is a thick book, over a thousand pages, filled

with information which I presume would be use-

ful to a Chinese barefoot doctor, but good for

not much else except for satisfying the curiosity

of the likes of me.

Ever since acupuncture came on the scene sev-

eral years ago (or more precisely since it was re-

introduced), it has titillated my fancy, but pru-

dence has dictated that, editorially at least, I lay

low, not having any real solid information on

the subject, and not having received any papers

about it. Then one day last spring the subject

came up in a conversation with Paul Crane, a

person well versed in things of the Orient by

virtue of his having been born in China of

missionary parents, by his having practiced

surgery in Korea for 22 years, and by being

the possessor of a remarkably inquiring mind.

At the time, I was assembling the program for

the meeting of the Upper Cumberland Medical

Society and had asked if he would talk on

acupuncture. He said no but he would talk on

its complications.

In a recent issue of Southern Medicine, editor

Rudie Kampmeier opined that there had been, he

302

thought, about enough written about acupuncture,

and that the article in that issue, their first on

the subject, would also be their last. I agree

wholeheartedly but I think this one last word
by Paul Crane needs to be said. It will be our

first, and also our last but one. A month or so

back Gerald L. Cates, Ph.D., a medical historian

in Athens, Georgia, wrote that in searching for

something else he had come across an account

of the use of acupuncture in Jackson, Tennessee

in 1829. Acupuncture was in vogue at that time,

and in addition to that short item I have re-

printed for you under “Historical Notes” a por-

tion of the chapter on acupunture in Robley

Dunglison’s text entitled New Remedies and the

Method of Preparing and Administering Them,
published in 1829.

You are now all set. I’m sorry Dr. Crane

couldn’t include in his paper his fine discussion

of the Yin-Yang philosophy. But if you insist on

practicing acupuncture, you must by all means
also get a copy of the Barefoot Doctor’s Manual.

Since by decree of the late Chairman Mao,
Chinese doctors—barefoot and shod—use both

Western and traditional Chinese medicine, this

manual does its best to reconcile the two. You’ll

find new functions you never knew existed for

your various organs. The anatomical plates are

out of this world, and you wouldn’t believe its

pharmacopeia.

If you do decide on acupuncture, please re-

member to boil your needles; and don’t forget

—

when blood vessels are torn, they bleed. If they

are large, they bleed briskly.

J.B.T.

What, With Which, and To Whom
One of my favorite comic strips of all time is

a pre-Christmas conversation of Peanuts charac-

ters which goes something like this:

Linus and Lucy (Smiling, walking arm in

arm): We’re brothers and sisters and we love

each other.

Charlie Brown: You hypocrites! You don’t

think you can fool Santa Claus that way, do you?

Linus and Lucy: Of course. We’re a couple

of sharp little kids and he’s just an old man.

Charlie Brown (Butting his head against a

tree): I weep for our generation.

If you want to find out for sure who’s doing

what, with which, and to whom, it’s difficult

to know where to turn. Certainly not to the

news media. The battle over the prescribing of
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drugs is a case in point. It started out as a

contest between a Senate subcommittee chaired

by our own esteemed Senator Estes Kefauver

and the pharmaceutical industry, and has con-

tinued to blossom over the past couple of decades

as Senators Kennedy and Nelson have proved to

be worthy catchers of the torch thrown from

faltering hands.

One of my problems is that depending on my
source of information the FDA is variously de-

picted as the pharmaceutical industry’s greatest

oppressor on the one hand, and on the other

as its pliant tool. Both views have some basis

in fact, and the issue is resolved one way or

the other depending on which set of facts gets

blown out of proportion. It is very difficult to

get at the truth, and I’m not sure any one has.

What’s worse, I get the admittedly pessimistic

feeling no one really wants to.

No one, that is, except us poor docs, who are

caught in the middle. For example, because some

drug manufacturers are supposedly making an

excessive profit on some of their “name drugs,”

H.R. 882, the “Prescription Drug Labeling Act,”

would require druggists to fill prescriptions with

the least expensive “equivalent” generic drug

unless the physician clearly specifies on the pre-

scription that it is to be filled as written. In testi-

mony before the House subcommittee on Con-

sumer Protection and Finance, AMA President-

Elect John H. Budd, M.D., points out that this

is direct interference with the patient-physician

relationship, and that “physicians and their pa-

tients should not be burdened with a legislative

presumption which assumes that the physician

intended to do anything other than exactly what

he did as relates to a prescription he has written.”

The bill would require him, in effect, to say on

the prescription, “and I really do mean it!”

Here as in other instances of government inter-

ference the ultimate loser will be the patient.

The bill could save him a few dollars but it could

cost him his life, not to mention the possible

increase in morbidity—a perfect example of

“penny wise and pound foolish.” And in the

meantime, we will be frustrated by just one more

brick in the federal wall which is closing us in

without even the benefit of the Amontillado.

I really do not care here to get into the Con-

gress-HEW-FDA-pharmaceutical industry fight. I

just want us out from behind that wall before

it’s finished. It’s beginning to look as if we won’t

make it.

So often these days it’s hard to tell who are

the sharp little kids and who is the old man.

I think I’ll weep awhile for our generation.

J.B.T.

Child Abuse
Melisha Morgana Gibson, R. I. P.

Nobody knows how many children in Tennessee have

died at the hands of their parents. . . . Suddenly the

public mood is that something must be done to stop

child abuse before any more babies die.

Nashville Tennessean, October 24, 1976

Child abuse to varying degrees has always been

with us. Destruction of children is common in

many cultures, though civilization is supposed to

have made us gentler. Like so many of the ethical

problems facing us, the matter of child abuse is

complex and defies easy solution. But the cold-

blooded, pre-meditated torture-murder of Melisha

Gibson in Cleveland, which has been fully ex-

ploited by the news media nation-wide, has gotten

people of a mind to “stop child abuse before more

babies die.” And rightly so.

There is a far deeper question, though, which

in this context demands an answer, and it is not

asked to lessen the guilt of child abuse and mur-

der. How does one hold one life precious and

another not? Melisha Gibson died at the hands

of her parents. How is that different from abor-

tion on demand?

J.B.T.

B-D Answers

Dear Dr. Hornsby:

We appreciated receiving a copy of your letter of June

28, 1976, (JTMA 69:660, Sept., 1976) concerning prob-

lems which you have experienced in obtaining products

for your laboratory. We are concerned about the small

volume user, as well as the large account, and I hope

that we have demonstrated this concern in the interim

since your letter was received.

Initially, you were contacted by our Customer Service

Manager, Mrs. Carolyn Macneal. As you now know, we

have several levels of distributors; General Medical is a

plate distribution center which is properly stocked to

handle your fluctuating prepared plated media needs.

In addition, our sales representative. Skip Hebden,

visited your office and spoke with Margaret Lyon. Skip
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visits the Knoxville area every three or four weeks.

General Medical’s representative in your area is Mr.

Donnie Bounds.

With regard to susceptibility test discs, these are offered

as single cartridges as well as in packages of ten car-

tridges. Although the dating on most discs permits cost

savings by buying the larger quantity, where continuous

storage below 8 C is impossible to maintain or space is

a problem, the single cartridges are preferable.

Should you have any questions or further difficulties,

please do not hesitate to contact Donnie Bounds at

General Medical. For technical information you may
call us at one of our toll-free numbers; for BBL brand

products ( 800)-638-8663, for Falcon brand products

(800)-235-5953.

Sincerely,

J. R. Kelsey
Vice President, Sales and Marketing

Request
To The Editor:

I am currently engaged in research on the Munch-

ausen (Hospital Addiction) Syndrome and its variants.

I would like to correspond with any other physicians

who have had personal contact with such patients. To
this end I would appreciate it if you would print this

letter in your Correspondence (or Letters) section. All

responses to be addressed to:

S. E. Hyler
5620 Netherland Avenue

Riverdale, New York, 10471

U.S.A.

FARRAR, ALFRED H., age 77. Died September 19,

1976. Graduate of Vanderbilt University. Member of

Bedford County Medical Society.

GRAY, HORACE DODSON, age 75. Died September

28, 1976. Graduate of the University of Tennessee

Medical School. Member of Memphis-Shelby County

Medical Society.

MARSH, EREDERICK E., age 78. Died September

6, 1976. Graduate of Vanderbilt University. Member
of Chattanooga-Hamilton County Medical Society.

ncul membei/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association:

BUFFALO RIVER VALLEY MEDICAL SOCIETY
James H. McGinley, M.D., Centerville

Michael G. Molitor, M.D., Parsons

Charles D. Wilburn, M.D., Centerville
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CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY

B. Winfred Ruffner, Jr., M.D., Chattanooga

Gustavo Vilches, M.D., Chattanooga

KNOXVILLE ACADEMY OF MEDICINE
Robert R. Cole, M.D., Knoxville

Robert C. Landgren, M.D., Knoxville

Hiroshi Toyohara, M.D., Knoxville

William A. Tyler, Jr., M.D., Knoxville

MAURY COUNTY MEDICAL SOCIETY

Claudia S. Andrews, M.D., Columbia
Jan Hornbuckle, M.D., Columbia
Charles C. Hudson, M.D., Columbia
Robert G. Thompson, Jr., M.D., Columbia

MEMHIS SHELBY COUNTY
MEDICAL SOCIETY

Lawrence T. Chien, M.D., Memphis
George S. Elinn, Jr., M.D., Memphis
Thomas C. Gettelfinger, M.D., Memphis
Harry L. Hawkins, Jr., M.D., Memphis
Samuel E. Hyde, III, M.D., Memphis
Gerard W. Jauchler, M.D., Memphis
Zachery Rosenberg, M.D., Memphis
Julian L. Rutschman, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE

George R. Avant, M.D., Nashville

Lonnie S. Burnett, M.D., Nashville

Vincent R. Couden, M.D., Nashville

Edmond C. Henson, M.D., Nashville

Frank L. Jayakody, M.D., Nashville

James J. Madden, Jr., M.D., Nashville

James E. McGriff, M.D., Nashville

Michael A. Milek, M.D., Nashville

Robert A. Sewell, M.D., Nashville

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY

Frederick J. Barry, M.D., Oak Ridge

Clark Cobble, M.D., Oak Ridge

Michael W. Gromis, M.D., Wartburg

Herschell King, M.D., Oak Ridge

James I. Rouse, M.D., Oak Ridge

Lislelotte Sigmar, M.D., Oak Ridge

ROBERTSON COUNTY MEDICAL SOCIETY

Yee Se Ong, M.D., Springfield

pf09fQm/ cincl Acui/ of
meclkal /ocielk/

Knoxville Academy of Medicine

The Knoxville Academy of Medicine met on October

12 at KAM Headquarters.

Continuing Medical Education Programs included:

Medicine and Family Practice—Dr. G. H. Stollerman,

Chairman, Department of Medicine, University of

Tennessee Center for Health Sciences, Memphis, spoke

on “The Immunological Consequences of Infection.”
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Psychiatry—Panel discussion on “Organic Brain Syn-

drome. Panelists were Dr. Chris Norwood, Dr. William

Paulsen, and Dr. Ray Mayberry.

Ophthalmology—Mr. Jim Richards spoke. A business

meeting followed the program.

Pathology—Met separately and discussed interesting

cases.

William Rule, M.D., Chairman, has indicated that

the KAM Medicine and Religion Committee is con-

sidering a series of Seminars for the medical and

ministerial communities, and other interested parties,

of subjects of interest and concern of both groups.

Nashville Academy of Medicine

Incumbent Senator Bill Brock addressed the Aca-

demy-MEDPAC membership on September 21 at Bap-

tist Hospital. He presented views on national health

insurance, health manpower, medical liability, hospital

accreditation, wage and price controls, and other health

care issues. His presentation was followed by a brief

question-answer session. Scheduled for appearance also

was Jim Sasser, Democratic candidate for Brock’s seat.

Sasser was unable to appear because of a conflict in

scheduling.

iMilionQl new/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

Health Manpower Act

After three long years of sometimes bitter

infighting, the Congress has passed legislation to

provide more than $2 billion over a three-year

period for medical education assistance.

The long squabble on how many federal strings

should be attached and in large part due to the

activity of the American Medical Association and

other groups those strings have been kept to a

minimum.

Commenting on the final provisions of the

conference committee action, James H. Sammons,

M.D., AMA’s Executive Vice President said,

“Many features which we felt were not in the

best interests of medical education were dropped

—and for this we are very pleased.”

Dr. Sammons pointed out that the bill still

contains language that will be troublesome, but

emphasized that, “The end results of years of

work will be a bill that will—overall—help us

increase the supply of physicians and the number

of physicians in primary care as well as con-

tinued support of the National Health Service

Corps.”

The major battle fought by the AMA, the

Administration, and others defeated the pro-

longed efforts of some to use the so-called

Health Manpower bill as a vehicle for federal

dictation of curriculum, regional allocations, fed-

eral service and licensure of physicians.

As a result of the legislation’s passage, medical

schools are assured of a continuation of capita-

tion and construction funds, medical students

will have increased opportunities for federal

scholarships and loan assistance, and the gov-

ernment’s National Health Service Corps stands

firmly entrenched as an expanding program to

channel physicians into shortage areas. In addi-

tion, medical schools will be required to pro-

duce more “primary care” physicians.

The most controversial feature in the separate

bills that had been approved earlier in the House
and Senate had been a House provision com-
pelling medical graduates to pay back in money
or in shortage area service for the capitation

aid their medical schools had received (rather

than individual scholarships or loans the students

might have taken). This was not contained in

the Senate bill nor in the final compromise

measure worked out by the House and Senate

conferees.

Only one burdensome requirement of im-

portance remained in the bill. As a condition

for capitation aid, medical schools must have

in 1978 at least 35 percent of their filled first

year positions in direct or affiliated residency

training programs in primary care, defined as

Family Medicine, General Internal Medicine and

General Pediatrics. This percentage rises to 50

percent by 1980.

Rather than requiring certain percentages of

medical school graduates to enter shortage area

service or join the National Health Service Corps

(NHSC), the new medical education bill simply

puts up enough PHSC scholarship funds to assure

sufficient numbers of young physicians entering

the program. Authorized for such scholarships

are $75 million for the fiscal year starting this

October, $140 million next fiscal year and $200

million for fiscal 1980. Also $51 million over

three years was authorized for special scholar-

ships for “students who are of exceptional fi-

nancial need.”

The NHSC also was authorized $174 million

for three years for its operations.

For construction of ambulatory, primary care

teaching facilities for physicians and dentists, the
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legislation authorized $120 million for three

years.

The capitation grant levels were set at $2,000

per student for the coming fiscal year, $2,050

for fiscal 1979, and $2,100 the next year.

New restrictions were imposed on alien for-

eign medical graduates including a requirement

they return to their country of origin after train-

ing. U.S. citizen graduates of foreign medical

schools would be given special consideration for

acceptance by American medical schools. Medi-

cal board and English proficiency tests are speci-

fied for immigrating health professionals.

The Health, Education and Welfare Depart-

ment, under the bill, will prepare sweeping data

on health professionals’ location, training, etc.,

“for the purpose of establishing a uniform health

professions data reporting system.”

The measure provides that new “unaffiliated”

residency programs will not be eligible for fed-

eral grants and loans, but existing programs are

given a “grandfather clause” exemption.

There is no language pertaining to federal

relicensure for physicians.

Medical Aids for Indians

The President has signed into law legislation

to expand medical aid for Indians. It is PL
94-437.

The measure, backed by the AMA, authorizes

a three-year program for health professions re-

cruitment and preparatory scholarships for Indi-

ans, and for scholarship and extern programs to

provide physicians, dentists and other health pro-

fessionals who would provide health services to

Indians.

The bill authorizes construction and renovation

of Indian Health Service hospitals, health centers,

health stations, and other facilities. It eases Medi-

cal standards for Indian Health Service facilities

and makes the facilities eligible for Medicare and

Medicaid reimbursements.

For the first time health service activities for

Indians in urban areas would be furnished, in-

cluding outreach programs, identification of

Indians and their health needs, assisting Indians

to use community health facilities and the direct

delivery of services.

Blood Banks: Red Cross vs. The AABB
Hospital-based blood banks have charged that

the American National Red Cross is threatening
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“a crisis in blood supply which will have an

impact on health care delivery.”

At issue is the Red Cross decision after 16

years to cancel its agreement with the American

Association of Blood Banks to exchange blood

through the AABB’s clearinghouse program.

The AABB, which represents most major hos-

pital banks in the country, termed the Red Cross

decision—to become effective Oct. 19—a “dras-

tic step” that “will have an adverse effect on

the nation’s blood supply and will serve to frag-

ment the blood banking system in this country.”

Bernice Hemphill, AABB President, told a

Washington, D.C. news conference that if the

Red Cross carries out its threat, “competition

for blood donors between AABB banks and

Red Cross centers will increase, and the blood

programs of both organizations will be affected

by the public confusion that will follow.”

The blow-up pits the completely voluntary,

no-credit approach to blood collection as em-
bodied by the Red Cross against the individual

responsibility of advance credit for giving phi-

losophy of the hospital banks. And the wrangle

threatens to jeopardize the careful and deliberate

efforts being made by the parent American
Blood Commission to bring the competing ele-

ments in blood banking together in a voluntary

cooperative program before the federal govern-

ment steps in.

The Red Cross was urged by the AABB to

reconsider its decision or to agree to national

mediation on the issue.

The AABB said it went public with its appeal

and protest “not without a great deal of an-

guish . . . but we no longer have a choice.”

Use of SSN in Medical Programs

The AMA has asked Congress to drop a pro-

posed tax provision that would authorize state

and local governments to require Social Security

numbers to be submitted in administration of

any “general public assistance program.”

“We are concerned that the term ‘general

public assistance program’ could be defined to

include such health programs as local neighbor-

hood health clinics, drug, alcohol, or venereal

disease programs, as well as the Medicaid pro-

gram,” said James Sammons, M.D., AMA
Executive Vice President.

In a letter to Congress, Dr. Sammons said:

“It is generally recognized that any required

submission of Social Security numbers as a con-
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dition for participation in the above or other

health programs could inhibit public assistance

recipients from seeking necessary medical care

and also inhibit medical personnel from partici-

pating in such programs. Effective delivery of

health care to the poor could thus be jeopar-

dized.”

He continued: “A confidential relationship be-

tween a physician and his patient regarding medi-

cal care is necessary, especially with respect to

such sensitive medical conditions as venereal

disease, drug use, mental illness, and abortion.

The individual citizen must be assured that his

medical care will be kept in strictest confidence

in order to assure that degree of open and candid

discussion which is necessary for proper treat-

ment. The current language . . . would infringe

upon this right of confidentiality of persons who
require public assistance in obtaining medical

care.”

NCI Director Resigns: Pay QNS
The Director of the National Cancer Institute,

Frank J. Rauscher, Ph.D., is resigning because

of low pay. Rauscher says he is unable to support

five children, three of college age, on his present

salary of $37,800. He is going to the American

Cancer Society to become Senior Vice-President

for Research at $75,000.

Dr. Rauscher became head of the Institute in

1972 after Congress gave a major boost to cancer

research under the National Cancer Act.

The legislation which expanded NCI made the

director a Presidential appointee and gave him

more immediate access to the President and the

Congress through the President’s Cancer Panel.

But the salary of the NCI director, like that of

other directors at the National Institutes of

Health, is frozen under civil service classification

at $37,800.

An attempt this year to increase directors’

salaries to $52,000 failed by one vote in the

House Commerce Committee.

During Dr. Rauscher’s tenure, funding for

cancer research increased from $377 million to

$815 million this year.

Jim Foristel Retires

Veteran AMA representative on Capitol Hill,

James W. Foristel, retired after 25 years’ service

with AMA’s Washington Office. A familiar face

to thousands of lawmakers over the years and a

close friend to many, Foristel plans to keep his

hand in with consultant work in the health field

for several organizations including the American

Assocation of Ophthalmology.

Foristel, a lawyer and World War II veteran,

first joined the AMA Washington Office in 1949

and served as its legal and legislative advisor until

1954. He then joined the HEW Department as

associate general counsel.

He rejoined the AMA in 1956 and served as

Director, Department of Congressional Relations,

to 1970 and as Assistant Director until recently.

The AMA House of Delegates at its recent

Annual Meeting in Dallas, Texas adopted and

presented to Foristel a commendation resolution

acknowledging his many years of loyal and com-

petent service to the AMA.
The resolution said in part, “his perpetual en-

thusiasm and individual style have made him one

of the Association’s most effective lobbyists;” and

“his unquestioned integrity has brought credit to

both the Association and the entire profession of

Congressional relations—his expertise has earned

him the name ‘Mr. Lobbyist’ from government

and Congressional circles . .
.”

Ave atque vale!

mcdicQl new/
inlenne//ee

Bowman Named Executive Director

For Tennessee Nurses’ Association

Ms. Rosemary A. Bowman, R.N., was recently

named Executive Director of the Tennessee

Nurses’ Association. The appointment was an-

nounced by Ms. Patsy B. McClure, R.N., Presi-

dent of the Statewide Organization for Profes-

sional Nurses. Ms. Bowman succeeded Ms. Re-

becca Clark Culpepper, R.N., who resigned to

accept a position with the University of Tennes-

see in Nashville.

A native of Georgia, Ms. Bowman joined the

TNA staff as Associate Executive Director in

1974. She is a graduate of the Georgia Baptist

Hospital School of Nursing in Atlanta, and re-

ceived the B.A. degree in political science from

the University of South Alabama.

The new Executive Director was formerly with

the Division of Child Health and Development,

Tennessee Department of Public Health. Her

work background also includes clinical nursing.

Ms. Bowman is currently serving on the Health
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Advisory Board of the Metropolitan Action Com-
mission Headstart Program, Nashville, and is a

member of the Nursing and Health Programs

Committee with the Nashville-Davidson County

American Red Cross.

Hospital Hospitality House Serving the

Needs of Thousands

Hospitality has taken on new meaning for

thousands of people now that they have been

through a unique experience at a unique house

in Nashville’s hospital district.

Nashville’s Hospital Hospitality House is serv-

ing the needs of thousands of out-of-towners by

providing a home away from home for such per-

sons who need to stay for extended periods of

time while their friend or relative undergoes

treatment. Operating as a non-profit organization,

HHH provides its guests with meals, provisions

for preparing their own meals, a room, and other

necessary conveniences for their stay.

According to J. Michael Gallagher, WSM Ra-

dio executive and Chairman of the Board of

HHH, the house has accommodated over 8,700

persons since opening in July, 1974 and is aver-

aging over 5,000 guests a year. Of that 5,000,

2.3 percent spend 30 nights or more, 33.7 per-

cent stay a week or more, and 62.9 percent stay

less than a week.

Serving the physical, emotional, and even

spiritual needs of people away from home during

trying times—that is why there is a Hospital

Hospitality House. HHH has been located at

1415 17th Avenue South. However, as a result

of the overwhelming need for its services, HHH
has recently purchased the former Tennessee

Hospital Association building at 214 Reidhurst,

within easy walking distance of Vanderbilt, VA,
Baptist, Park View and West Side Hospitals.

The new location will increase the capacity

from 18 persons per night to 36 persons, a 50

percent increase in capacity, and the new facility

has the potential to accommodate approximately

50 persons after expansion.

HHH is currently engaged in a fund-raising

drive in order to obtain the $150,000 necessary

to purchase the building. “We can lease this

building for the first 12 months, but our goal is

to buy it outright by raising the required

$150,000 by the end of the year in order to hold

our monthly expenditures down,” Gallagher said.
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Hospital Hospitality House board members and HHH
director Beckie King (center) direct the move of HHH
into its new location at 214 Reidhurst, former head-

quarters of the Tennessee Hospital Association.

DR. WILLIAM B. AGREE, Ridgely, has completed

continuing medical education requirements to retain

active membership in the American Academy of Eamily

Physicians. Other Tennessee physicians who have com-

pleted these requirements are: DR. HOWARD T.

AKERS, Memphis; DR. JAMES T. ALLEN, Murfrees-

boro; DR. J. KELLEY AVERY, Union City; DR.
HARVEY H. BARHAM, Bolivar; DR. WALTER C.

BEAHM, JR., Knoxville; DR. WALLACE B. BIGBEE,
SR., McMinnville; DR. WILLIAM D. BRACKETT,
Chattanooga; DR. DONALD H. BRADLEY, Sparta;

DR. LLOYD T. BROWN, Gallatin; DR. JOHN S.

BURRELL, Lake City; DR. JACK C. CLARK, Cross-

ville; DR. WARNER L. CLARK, Church Hill; DR.
THOMAS G. CRANWELL, Pikeville; DR. PHILIP
V. DAUGHERTY, Nashville; DR. LLOYD C. DAVIS,
Knoxville; DR. ROBERT G. DENNIS, Johnson City;

DR. PAUL A. ERVIN, Crossville; DR. CORNELL C.

FAQUIN, JR., Memphis; DR. JAMES O. FIELDS,

Milan; DR. JAMES D. FOGLEMAN, Memphis; DR.
WILLIAM C. FRANCIS, Cookeville; DR. BRUCE E.

GALBRAITH, Tullahoma; DR. ROBERT B. GASTON,
Donelson; DR. JACK R. HALFORD, Memphis; DR.
CHARLES B. HARVEY, Tullahoma; DR. WARREN
G. HAYES, Springfield; DR. JACK R. HOLIFIELD,
Tiptonville; DR. JAMES E. HOLMES, Memphis; DR.

JAMES C. HUDGINS, JR., Lawrenceburg; DR.
JAMES M. HUDGINS, Nashville; DR. JAMES T.

JACKSON, Dickson; DR. WILLIAM M. JACKSON,
Dickson; DR. GEORGE W. JENKINS, II, Memphis;

DR. JACK S. JOHNSON, Gainesboro; DR. SUE W.
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JOHNSON, Shelbyville; DR. WILLIAM D. JONES,
Fayetteville; DR. PAUL L. JOURDAN, Knoxville; DR.
ROBERT F. LASH, Knoxville; DR. JOHN D. LAY,
Savannah; DR. RUSSELL W. MAYFIELD, Bells; DR.
PRESTON C. McDOW, Chattanooga; DR. CARROLL
W. McGinnis, Knoxville; DR. HERBERT J.

MICHALS, Kingsport; DR. PATRICK J. MURPHY,
Memphis; DR. HARRY K. OGDEN, Knoxville; DR.
HOMER C. OGLE, Knoxville; DR. FRANCIS H.

PAYNE, Fountain City; DR. IRA S. PIERCE, Knox-

ville; DR. HOWARD C. POMEROY, Old Hickory;

DR. NATHAN F. PORTER, Greenfield; Dr. JAMES
R. QUARLES, Springfield; DR. JAMES H. RAGS-
DALE, Union City; DR. CLAY A. RENFRO, Kings-

port; DR. EARL F. RICH, Shelbyville; DR. AUBREY
T. RICHARDS, Shelbyville; DR. CHARLES L.

ROACH, Sevierville; DR. TRAVIS H. ROBERSON,
JR., Church Hill; DR. JAMES R. ROYAL, Chatta-

nooga; DR. JOHN H. SAFFOLD, Knoxville; DR.
OSCAR L. SIMPSON, JR., Maryville; DR. ARCHI-
BALD Y. SMITH, III, Signal Mountain; DR. DAVID
E. STEWART, Brownsville; DR. CARSON E.

TAYLOR, Lawrenceburg; DR. WILLIAM S. TAYLOR.
Cookeville; DR. JOHN C. THORNTON, JR., Browns-

ville; DR. JOE R. TROOP, JR., McMinnville; DR.
JOHN B. TURNER, Springfield; DR. SIDNEY D.

VICK, Memphis; DR. JOSEPH H. VON ALMEN,
JR., Lewisburg; DR. DAVID T. WATSON, Knox-

ville; DR. CHARLES H. WEBB, Tullahoma; DR.
R. H. WEBSTER, Springfield; DR. EDWARD H.

WELLES, JR., Dresden; DR. CHARLES W. WHITE,
Lexington; DR. JOHN O. WILLIAMS, JR., Mount
Pleasant; DR. VERNON E. WILSON, Nashville and

DR. THOMAS C. WOOD, Paris.

DR. WILLIAM C. PHELPS, Memphis, has been elected

to the board of Tri-State Bank of Memphis.

DR. JOHN L. SAWYERS, Nashville, was recently

installed as President of the American Cancer Society,

Tennessee Division. DR. JOHN B. THOMISON, Nash-

ville, is President-Elect and DR. VICTOR H. KLEIN,
Knoxville, Immediate Past-President, is Chairman of

the Executive Committee.

DR. CURTIS E. SEXTON, Lake City, has been elected

chairman of the Anderson County Board of Education

by a unanimous vote.

cinnouncemeni/

Nov. 28-

Dec. 2

Dec. 4-8

Dec. 5-9

Dec. 5-7

Dec. 6-8

NATIONAL

1976

American Association for Clinical Im-

munology and Allergy. BranifF House.

Tucson, Ariz.

American Medical Association, Phila-

delphia

Arrierican Academy of Dermatology.

Palmer House, Chicago

American Academy of Psychoanalysis,

Atlanta

Southern Surgical Association, The Break-

ers, Palm Beach

DR. VIRENDER ANAND of Hohenwald was recently

appointed to the Sub-Area Advisory Council of the

Middle Tennessee Health Systems Agency by its Board

of Directors.

DR. EUGENE FOWINKLE from Nashville has been

appointed to the National Advisory Committee on

Occupational Safety and Health by U. S. Secretary of

Labor, W. J. Ussery, Jr.

Dec, 12-16 International College of Surgeons, Cae-

sar’s Palace, Las Vegas

1977

Jan. 17-21 Nevada Academy of Family Physicians,

Sahara-Tahoe Hotel, Lake Tahoe

Jan. 17-21 Southeastern Breast Oncology Conference,

Marriott Hotel, Miami

DR. WALTON HARRISON of Jackson has been

elected President of the Tennessee Chapter of the

American Academy of Pediatrics. DR. ROBERT
HIGGS, also from Jackson, was elected Secretary-

Treasurer of the organization.

DR. D.A.V1D P. McCALLlE of Chattanooga has been

named to the newly created Chattanooga-Hamilton

County Hospital Authority Board.

DR. C. P. McCAMMON of Kno.xville has been named
Executive Director of University Hospital as part of a

new top-level management system.

The Pikeville Clinic, Professional Corporation recently

announced the retirement of DR. RUFUS S. MORGAN
of Pikeville from his employment by the Corporation.

DR. TOM NESBITT, Nashville, has announced his

candidacy for the office of President-Elect of the

American Medical Association.

Jan. 27-29 Southern Society for Pediatric Research,

Braniff Place Hotel, New Orleans

Jan. 28-30 Midwinter Radiological Conference. Cen-

tury Plaza Hotel, Los Angeles

Jan. 28-30 Southern Radiological Conference, Grand

Hotel, Point Clear, Alabama

Jan. 30-

Feb. 4

American Society of Contemporary Medi-

cine and Surgery. Diplomat Hotel, Holly-

wood, Florida

Feb. 2-6

Feb. 3-8

Feb. 28-

Mar. 3

American College of Psychiatrists. Hyatt

Regency Hotel, Atlanta

American Academy of Orthopaedic Surg-

eons, Las Vegas Hilton and Convention

Center, Las Vegas

American College of Cardiology, Phila-

delphia Civic Center, Philadelphia
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The continuing medical education accreditation

program of TMA has full approval by AMA’s
Council on Medical Education. If the continuing

medical education program of your hospital or

medical society is accredited by TMA's commit-

tee, you may receive for your attendance at its

functions Category I credit for the AMA Physi-

cian’s Recognition Award. If you wish informa-

tion as to how your hospital or society may re-

ceive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Associa-

tion, 112 Louise Avenue, Nashville, Tennessee

37203.

IMPORTANT NOTICE
Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various subspecial-

ties have been developed by the School of Medicine and

the Division of Continuing Education of Vanderbilt

University. The practicing physician, with the guidance

of the participating department chairman can plan an

individualized program of one-to-four weeks to meet

recognized needs and interests. The experience will in-

clude contact with patients, discussion with clinical and

academic faculty, conferences, ward rounds, learning in-

dividual procedures, observing new surgical techniques,

and access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.

Allergy & Immunology Samuel Marney, M.D.

Cardiology Gottlieb C. Eriesinger, III M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.

Oncology Robert Oldham, M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Eenichel, M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Evert James, Jr., Sc.M., M.D.
Surgery

General H. William Scott, Jr., M.D.
Neurological William E. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neil, M.D.
Plastic John B. Lynch, M.D.
Thoracic &. Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Cancer Chemotherapy Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE EEE: $200.00 per week.

CREDIT : American Medical Association Physician’s

Recognition Award and American Academy of Eamily

Physician’s Continuing Education accreditation.

APPLICATION: Eor further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, TN 37212 Tel. 615/322-2716

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

Dec. 3-4

Eeb., 1977

Feb. 9-10

Late Feb.-

early Mar.

March, 1977

Spring, 1977

April, 1977

April, 1977

May 25-26

What’s New in Obstetrics for Physicians;

Department of Obstetrics and Gynecol-

ogy and Division of Continuing Educa-

tion, Vanderbilt School of Medicine

Annual Surgery Symposium

On Urological Care in General Medicine

Update in Anesthesiology 1977

Hypertension 1977

Annual Cancer Symposium

New Aspects in Obstetrics & Gynecology

Prostatic Diseases in General Medicine

16th Annual Seminar in Psychiatry (non-

psychiatrists)

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212
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THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Courses

1976-1977

Dec. 3-4 Otolaryngology for the Family Phy-

sician, Memphis

Dec. 6-7 Cancer of the Ovary and Endometrium,

Memphis

Feb. 10-11 Advanced Hypnosis, Memphis

Feb. 12-13 Obstetrical Anesthesia, Memphis

Feb. 25-26 Current Concepts of Cancer Manage-

ment, Memphis

Feb. 27-

Mar. 2

Otolaryngologic Allergy, Memphis

Mar. 6-9 Basic Principles of Rhinoplasty, Mem-
phis

Mar. 16-18 Gynecologic Endocrinology, Memphis

Mar. 21-26 General Review Course for Family Phy-

sicians, Memphis

April 4-6 Colposcopy, Memphis

April 21-22 Controversies in General Surgery. Mem-
phis

April 28-29 Leigh Buring Conference, Memphis

May 23-27 Intensive Review of Anesthesiology,

Memphis

May 25-28 Basic Clinical Electrocardiography, Paris

Landing Inn (Pickwick Lake)

For further information, please contact:

Division of Continuing Education

UTCHS
800 Madison Avenue

Memphis, Tennessee 38163

Gastrointestinal Workshop for

The Practicing Physician

December 17-18, 1976

The registration fee will be $80.00. For further

information about the above, contact Frank R. Lemon,

M.D., Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, Kentucky 40506.

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

Continuing Medical Education
Schedule 1976

Dec. 2-3 Gastroenterology

Courses approved for Category I credit for AMA
Physician’s Recognition Award.

For information, contact LeRoy J. Pickles, Director

of Continuing Medical Education, Suite 300, 921 East

Third Street, Chattanooga, Tennessee 37403.

ACP 1976-77 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three-to-five days, they are directed toward

practicing physicians and are presented in association

with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medi-

cal Education. They fulfill Category I requirements for

the AMA Physician’s Recognition Award.

See August 1976 issue for complete listing.

HYPERTENSION THERAPY COURSE
New approaches to therapy in three areas—hyper-

tension, kidney disease and fluid and electrolyte balance

—will be featured in a five-day postgraduate course

presented by the American College of Physicians and

the Northwestern University Medical School, December

6-10, 1976, in Chicago, 111.

Emphasis will be commonly encountered clinical

problems in these three areas of concern. The post-

graduate course will include lectures, workshops and

panel discussions to facilitate questions and answers

between participants and faculty.

Co-Directors of the course which is entitled, “Fluid

and Electrolyte Balance, Hypertension and Renal

Disease,” are David P. Earle, M.D., F.A.C.P., and

Frank A. Krumlovsky, M.D., F.A.C.P., both of

Northwestern University.

For Information and Registration: Registrar, Post-

graduate Courses, ACP, 4200 Pine Street, Philadelphia,

Pa. 19104

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners

in

Office Management of Emotional Problems

One, Two and Three Week Courses. Minimum of

40 hours per week.

Tuition Fee: $350.00 per week for the 1st & 2nd

week of training; $500.00 for 3rd week of supervised

practice with patients in the Intensive RBT Treatment

Program.

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy office

practices. The technique uses a concept of emotions that

is consistent with human anatomy and psycho-physiol-

ogy. Yet, the technique requires no more physician

time or patient cost than routine evaluations of new
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patients. Finally, the technique is readily understandable

and easy for practitioners to apply.

For further information:

Maxie C. Maultsby, Jr., M.D.

Office of Continuing Education

Department of RBT
University of Kentucky

Lexington, Kentucky 40506

AMERICAN COLLEGE OF
CHEST PHYSICIANS

1976-77 POSTGRADUATE CALENDAR
Continuing Education Programs

See September, 1976 issue for listing.

For further information:

Dale E. Braddy

Director of Continuing Education

American College of Chest Physicians

911 Busse Highway

Park Ridge, Illinois 60068

AMERICAN HEART ASSOCIATION
TWENTIETH ANNUAL CARDIAC

SYMPOSIUM
January 21-22, 1977

The American Heart Association, Arizona Affiliate,

will sponsor its 20th annual cardiac symposium at

Mountain Shadows Resort Hotel, Scottsdale, on Jan-

uary 21-22, 1977.

Registration fee for two days, including lunches,

will be $60 (one day-$35). Deadline for hotel ac-

commodations is December 21, 1976. Deadline for

symposium registration is January 14, 1977.

Twelve hours of postgraduate credit has been

applied for through the American Academy of Family

Physicians and the Arizona Medical Association.

For further information:

The American Heart Association

Arizona Affiliate

1445 East Thomas Road
Phoenix, Arizona 85014

Tel: (602) 277-4846

Schedule of Upcoming Programs for

The Network for Continuing

Medical Education

Nov. 15- “FIBEROPTIC BRONCHOSCOPY: ITS
Nov. 28 USES AND ADVANTAGES,” with Ber-

nard Marsh, M.D., Associate Professor

of Otolaryngology, The Johns Hopkins
University School of Medicine and Di-

rector, Broyles Broncoscopic Clinic, Johns

Hopkins Hospital, both in Baltimore,

Maryland.

“ALCOHOL INGESTION : ACUTE
METABOLIC SYNDROMES,” with

Philip Felig, M.D., Professor and Vice-

Chairman, Department of Internal Medi-
cine and Chief, Endocrinology Section,

Yale University School of Medicine and

Yale-New Haven Hospital.

“CAT SCANNING: A NEW DIMEN-
SION,” with John R. Haaga, M.D.,

radiologist. The Cleveland Clinic, Cleve-

land, Ohio.

Nov. 29- “THE SELECTIVE USE OF RADIO-
Dec. 12 GRAPHS AND LABORATORY TESTS

IN RHEUMATIC DISEASE,” with Rod-

ney Bluestone, M.B., M.R.C.P., Chief,

Rheumatology Section, Wadsworth VA
Hospital, Los Angeles; and Professor of

Medicine, UCLA School of Medicine,

Los Angeles.

“THE FUNCTION OF PHAGOCYTES,”
with Thomas P. Stassel, M.D., Chief of

the Medical Oncology Unit at Massa-

chussetts General Hospital and Associate

Professor of Medicine at Harvard Medical

School in Boston, Mass.

“BACTERIAL INFECTION AND DIS-

ORDERS OF THE WHITE CELL,”
with Thomas P. Stassel, M.D., Chief of

the Medical Oncology Unit at Massa-

chussetts General Hospital and Associate

Professor of Medicine at Harvard Medical

School in Boston, Mass.

Dec. 13- “CARDIAC REHABILITATION: A
Dec. 26 STATUS REPORT,” with Elliott M.

Stein, M.D., Assistant Professor of Medi-

cine, New Jersey College of Medicine

and Dentistry, and Chief of the Exer-

cise Laboratory and the Cardiac Rehabili-

tation Program, Saint Michael’s Medical

Center, Newark, New Jersey.

“HOW TO ASSESS THE WHIPLASH
INJURY,” with John E. Stewart, M.D.,

Clinical Professor of Orthopedic Surgery,

University of Washington School of Medi-

cine, Seattle, Washington.

THE CLEVELAND CLINIC FOUNDATION
CENTER FOR CONTINUING
MEDICAL EDUCATION
Postgraduate Courses 1976-77

1976

See October, 1976 issue for listing

For further information, contact:

Director of Continuing Medical Education

The Cleveland Clinic Foundation

9500 Euclid Avenue

Cleveland, Ohio 44106

UIVERSITY OF KENTUCKY
Lexington, Kentucky

S.A.F.E. Sex Therapy for Office Practice

Free Training Workshops for Physicians and Nurses

in S.A.F.E. Office Sex Counseling and Therapy, offered

through the Office of Continuing Medical Education,

812 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



University of Kentucky Medical Center. Twenty-four

hours of Category I credit for M.D.’s.

Similar Free Training Workshops available for

Nurses, Psychologists, Social Workers, and Physical

Therapists.

For further information, write Linda Carpenter, M.S.,

Coordinator, (606/233-6009); Center for Rational Be-

havior Therapy Training; Office of Continuing Medical

Education (N204A); University of Kentucky Medical

Center; Lexington, Kentucky 40506.

U.S. VIRGIN ISLANDS MEDICAL SOCIETY
Christiansted, St. Croix, U.S. Virgin Islands

Second Mid-Winter Virgin Islands

Clinical Conference
January 13, 14, 15, 1977

The second Mid-Winter Virgin Islands Clinical Con-

ference will be held in St. Croix, January 13, 14, 15,

1977 by the U. S. Virgin Islands Medical Society in

association with the Faculty of the University of Penn-

sylvania School of Medicine.

This program is acceptable for fourteen credit hours

in Category I for the Physician’s Recognition Award
of the AMA, and will include lectures and seminars

of interest to the physician in General Practice, In-

ternal Medicine, General Surgery, OB/GYN and

Pediatrics.

For further information, write AIRMAIL to James

S. Glenn, M.D., F.A.C.P.; Chairman; U. S. Virgin

Islands Medical Society; P. O. Box 520; Christiansted,

St. Croix; U. S. Virgin Islands 00820.

THE AMERICAN SOCIETY OF
CONTEMPORARY OPHTHALMOLOGY
Twelfth Annual Scientific Assembly

January 30-February 5, 1977

A joint meeting of the American Society of Con-

temporary Ophthalmology Twelfth Annual Scientific

Assembly and the First International Glaucoma Con-

gress will be held January 30-February 5, 1977 at the

Diplomat Hotel in Hollywood, Florida.

Concurrently, the 1977 Twelfth Annual Scientific

Assembly of the American Society of Contemporary

Medicine and Surgery will be held January 30-February

5 at the Diplomat Hotel in Hollywood, Florida.

This Continuing Medical Education activity meets the

criteria for forty-two hours of credit in Category I

for the Physician’s Recognition Award of the AMA
and for the Certificate of Advanced Studies in Ophthal-

mology of the A.S.C.O.

For information, write Dr. John Bellows, 30 North

Michigan Avenue, Chicago, Illinois 60602.

AMERICAN PROFESSIONAL PRACTICE
ASSOCIATION

1977 Practice Management and Economic
Seminar Schedule

Jan. 21-29 St. Moritz, Switzerland

Feb. 17-20 San Diego, California

Apr. 30- Queen Elizabeth II Cruise

May 7

June 18-25 Madrid, Spain

Aug. 20-27 Rome, Italy

Oct. 2-9 Key Biscayne, Florida

Radiology of Bones and Joints

The Department of Radiology, Duke University

Medical Center, will present a tutorial postgraduate

course on “The Radiology of Bones and Joints” in

Durham, North Carolina, March 28-April 1, 1977.

The emphasis will be on personalized, tutorial type

teaching of basic subjects on bones and joints by

recognized authorities using their original roentgen-

ograms supplemented with slide material with ample

opportunity for discussion. The subject matter will

cover all facets of bone and joint disease including

comprehensive coverage of diagnostic techniques. A
detailed abstract book with references will be pro-

vided.

There will be thirty hours of AMA Category I ac-

creditation for this course and further inquiries should

be directed to the Program Director;

Robert McLelland, M.D.

Radiology—Box 3808

Duke University Medical Center

Durham, North Carolina 27710

Phone: (919) 684-4397 or 271

1

Psychopharmacology Symposium
The Third International Symposium on Psycho-

pharmacology will be held in the Department of

Psychiatry, University of Louisville School of Medi-

cine on February 11-12, 1977.

Interested persons should contact:

Herman C. B. Denber, M.D., Ph.D

Professor of Psychiatry
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NOT TOO LITTLE
« as potent as the pain you need to relieve in patients

with fractures, sprains, strain^ wouSs, contusi

and the pain of surgical convalescence
unlike acetaminophen/codeine combinations, it

does not sacrifice anti-inflammatory action

NOT TOO MUCH
potent—yet not excessive addiction liability low

NOT TOO EXPENSIVE i f ^ M
brand-name quality, yet reasonable in cost

« readily available in both hospital and local pharmacies

(n CONVENIENCE
telephone Rx in most states, up to 5 refills in

6 months at your discretion (where state law permits)

e.g.the pain or

sprains and strains

EMPIRIICCOMPOUND
WITH CODEINE NO. 3
codeine phosphate* (32 4 mg) gr
Each tablet also contains: aspirin gr 3 /2 ,

phenacetin gr2!4, caffeine gr >?.*Warning-may be habit-forming Wellcome

Burroughs Wellcome Co.

Research Triangle Park

North Carolina 27709
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Request for Clinical Center Referrals

The National Cancer Institute-VA Medical Oncology

Branch, located at the Veterans Administration Hos-

pital, Washington, D.C., requests your cooperation in

referral of veteran or non-veteran patients with the

following malignancies:

1. Small Cell Carcinoma (Oat Cell or other small

cell varieties) of the Lung for treatment with intensive

chemotherapy. Patients should not have received prior

chemotherapy or radiotherapy.

2. Epidermoid (Squamous) Carcinoma and Adeno-

carcinoma of the Lung for treatment with chemo-

therapy. The patient should have unresectable disease,

be fully ambulatory, have no prior treatment with

radio- or chemotherapy, and have evaluable lesions.

3. Hepatocellular Carcinoma (Hepatoma) for treat-

ment with chemotherapy or consideration of combined

chemotherapy and surgery for local disease.

4. Advanced Prostatic Carcinoma (Stage D) for

treatment with chemotherapy and hormonal therapy.

Patients who have failed estrogen therapy are eligible.

5. Multiple Myeloma—Waldenstrom’s macroglobuli—

nemia, Heavy Chain Disease and related monoclonal

gammopathies for combination chemotherapy treatment.

Patients who have received no prior chemotherapy are

eligible.

6. Cutaneous T-Cell Lymphomas—including Mycosis

Fungoides and Sezary Syndrome for treatment with

electron beam radiotherapy and/or chemotherapy. Pa-

tients with all stages of disease are eligible.

7. Non-resectable or recurrent Gastric Carcinoma—
for treatment with combination chemotherapy. The pa-

tient should have unresectable disease, be fully ambula-

tory, have no prior chemotherapy and have evaluable

lesions. Patients who have received radiation therapy

are eligible.

The referring physicians will be kept fully informed

as to the results of treatment and are encouraged to

participate in the follow-up care of their patients.

In addition, the Branch is serving as a lung cancer

pathology reference center.

To refer a patient or to obtain further information,

please call or write Dr. Martin H. Cohen, Dr. Daniel

C. Ihde, Dr. Paul Bunn, or Dr. John Minna:

NCTVA Medical Oncology, 2CN
Veterans Administration Hospital

50 Irving Street, N.W.

Washington, D.C. 20422

Tel. No. (202) 389-7275 or 7558

Public Warned Against

Unproved Medical “Cures”

All too frequently the American public is gullible

bait for the blandishments of articulate medicine men,

declares an editorial in the August issue of Archives

of Internal Medicine. “The twentieth century has seen

a sad saga of international fads involving short-lived

miracle drugs, diets and operations,” declares Alfred

Soffer, M.D., editor of the Archives.

Some of the ill effects of these fads could have

been prevented if the consumer were a discretionary

reader, declares Dr. Soffer. He lists several factors

for consideration in any new “cure” or “treatment.”

1. The value of the product has never been es-

tablished by studies published in scientific journals

with adequate peer review procedures. Its proponents

claim that articles substantiating such claims have

been rejected by editorial boards because of “prejudice

of authoritarian editors and reactionary editorial

boards.” The enthusiasts often demonstrate a striking

naivete about fundamental elements of the discipline

of research.

2. The zealot usually accuses the “medical establish-

ment” of being against all those who try to introduce

new forms of treatment. Sometimes, as in the case of

Laetrile (a supposed cancer cure) the villain is the

Food and Drug Administration. In other instances the

American Medical Association “serves as the source

of fury of columnists and lay groups who insist that

the AMA has organized a scientific conspiracy against

their beloved drug. Beware of those who wrap about

them the flag of ‘freedom of choice.’
”

3. Therapeutic cults can often be identified by their

simplistic theories of causation of disease. They often

claim that diet can counteract virulant disease processes.

A defender of Laetrile proclaims that the substance

“attacks cancer cells and halts their spread.”

Use of an approach called “chelation therapy” in

which the drug EDTA, or Endrate, is used to treat

hardening of the arteries was named by Dr. Soffer as

one of the unproved procedures now popular in some

areas.

Sometimes the dubious drugs are harmless, and

their proponents say “Why not let us use them?”

But these drugs can be deadly, says Dr. Soffer, be-

cause their use may cause delay in beginning correct

treatment.

Any delay is critical in the management of cancer,

he points out. Sale or distribution of Laetrile is pro-

hibited by the Federal Food, Drug and Cosmetic Act.

Some has been smuggled in from Mexico, but efforts

to control the smuggling have been reasonably suc-

cessful, he says.

Caution Urged in Use of Estrogens

to Relieve Menopausal Symptoms
Does administration of estrogens to relieve meno-

pausal symptoms in women increase the risk of ac-

quiring cancer of the uterus?

Possibly, says a report in the Aug. 23 issue of the

Journal of the American Medical Association. But not

positively, and estrogens are so helpful in relieving

menopausal hot flashes and sweats that their cautious

use in some individuals should be continued, with an

understanding of the risk, says Carol M. Proudfit, Ph.D.,

a senior scientist in the AMA’s Department of Drugs.

The estimated risk of endometrial cancer associated

NOVEMBER, 1976 815



with estrogen treatment is similar to a pack-a-day

smoker's chance of acquiring lung cancer.

[t may he that the problem is just beginning to

surface. Use of estrogens for treatment of menopause

became widely popular in the early 1960s. There can

be a time lag of around ten years before cancer stimu-

lated by a human carcinogen develops.

At this time it is impossible to say with assurance

what role, if any, estrogens play in causing cancer

of the uterus. But evidence to date suggests a relation-

ship, and there is cause for concern and vigilance. In

the meantime, use of estrogens for specific menopausal

symptoms is justified if patients are adequately moni-

tored and are informed of the possible adverse side

effects, she says.

Automatic administration of estrogen to all meno-

pausal women “represents overuse of these drugs.”

Estrogens are clearly useful for the alleviation of hot

flashes and sweating episodes. Emotional problems of

menopause are better handled by counseling, or short-

term use of sedatives or minor tranquilizers.

Measles Still Serious

Disease in Adults

Despite 13 years of an effective vaccine, measles

is still with us. And sometimes it now affects older

children and adults, with serious consequences, even

death.

Kenneth H. Rand, M.D., and colleagues of Stan-

ford University School of Medicine, California, report

on an outbreak of measles last year in the San

Erancisco Bay area in which four adult patients had

severe cases and two died. These two were individuals

taking powerful medications for other health problems.

The medications suppressed their natural resistance to

measles.

Since the measles vaccines were licensed in 1963, the

number of reported cases nationally has fallen from

458,083 in 1964 to approximately 22,000 to 32,000

per year in 1973 and 1974, Dr. Rand reports.

As a result, many young physicians have never

seen a case of measles, he points out. They may not

make a diagnosis quickly, especially when the illness

occurs in older patients.

Some children immunized in the early period of

the vaccine may not have complete protection, because

of problems of improper vaccine storage that were

not known at that time. Dr. Rand says. These may
be susceptible to the disease in later years.

Also, there still are some children and young

people who have not been immunized, despite wide-

spread availability of the vaccine. With the overall

reduction in the prevalence of natural measles in the

general population, some individuals will be reaching

adulthood without solid immunity.

“It will be important in the future for internists

as well as pediatricians to be familiar with the compli-

cations of measles and to consider the diagnosis even

in adults, and especially in the immunosupressed pa-

tient, in whom the manfestations may be atypical.”

The report is in the Aug. 30 issue of the Journal

of the American Medical Association.
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Jockey’s Death Blamed
On Horse Medicine

Death of a 20-year-old jockey who had taken a

potent horse medicine points up a serious health

problem around racetracks, says a report in the Aug.

30 issue of the Journal of the American Medical

Association.

The jockey died of a fatal type of anemia caused

by taking phenylbutazone—known around the tracks

as “bute,” say Drs. Robert Ramsey and David W.
Golde of the UCLA School of Medicine, Los Angeles.

“Bute” is widely and effectively used to relieve

aches and pains from strains and injuries in animals

as well as man, but the dose given to horses is much
larger than that used in humans. Dr. Ramsey points

out.

The jockey admitted taking “bute” in the form of

crumbled horse tablets about 20 times in the previous

three years. One month before he came to the hos-

pital he took two of the big tablets daily for more
than three days for mild but painful injuries sustained

in a fall. He died of severe aplastic anemia.

It is well known among racetrack personnel that

jockeys, grooms and trainers often take horse phenyl-

butazone for muscle aches and bruises. Dr. Ramsey
declares. They are not aware of any adverse effects

of the drug, he says.

The abuse of “bute” by people working about stables

and racetracks is not surprising considering its easy

availability and effectiveness, he says.

“Physicians and veterinarians should be made aware

of this practice and discourage it. Veterinary phenyl-

butazone can be fatal to man.”

Thyroid Supplements Linked

to Increased Breast Cancer Risk

Prolonged use of thyroid supplements seems to be

related to increase of breast cancer, says a report

in the Sept. 6 Journal of the American Medical Associ-

ation.

In the study reported by Chandrakant C. Kapdi,

M.D., and John N. Wolfe, M.D., of Hutzel Hospital,

Detroit, it was found that incidence of breast cancer

among patients receiving the thyroid supplement was

12.13 percent, while in a control group that were

not taking the suppliment the incidence was 6.2 percent.

Likelihood of breast cancer increased with the

number of years on the thyroid supplement, up to

19.48 percent for those taking the substance more

than 15 years. The incidence was higher among

women who had never given birth.

In commenting on the report, William R. Barclay,

M.D., JAMA editor, pointed out that most of the

women taking thyroid supplements did not develop

breast cancer.

Thyroid supplements are so essential for individuals

with inactive or sluggish thyroid glands that physicians

should continue to prescribe thyroid supplements when

indicated but with proper patient counseling regarding

the risk, as low thyroid output can lead to debilitating,

serious health problems unless corrected by supple-

ments.
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Parkinson Disease Information Service

The American Parkinson Disease Association opened

an information service in Atlanta, Georgia on October

1. It is to be an information and referral service only.

No patient care will be given. The purpose is to pro-

vide the public with information about the disease, its

treatment, and where to obtain medical help, equip-

ment for the home, and outpatient physical therapy

services. The American Parkinson Disease Association

feels that there is a very real need for this information

among the general public. Through providing such a

service the APDA expects to stimulate public interest

in Parkinson's Disease and thereby broaden its financial

support for research.

Physicians interested in treating Parkinson’s Disease

and who will permit their names to be included in the

referral list should write to: Parkinson’s Disease In-

formation Service, 25 Prescott Street, Atlanta, Georgia

30308, including their name, office address, and office

phone number, or they may call 1-404-892-6995 be-

tween the hours of 9 a.m. and 3 p.m. Names of re-

ferral physicians will be furnished upon request to

persons wishing to see a doctor in their own community.

New Theory Offered on

Death of Washington

George Washington most likely died of acute epi-

glottitis rather than the diagnosis of his physicians

of cynanche trachealis. This is the conclusion of

Heinz H. E. Scheidemandel, M.D., a throat specialist

in Falls Church, Va., after a detailed study of Wash-

ington’s final illness. The study appears in the Sep-

tember issue of Archives of Otolaryngology, a publi-

cation of the American Medical Association.

Cynanche trachealis is a severe sore throat leading

to suffocation. His doctors made this diagnosis after

his death. Their first diagnosis was quinsy, an abscess

in the hack of the throat, but this was changed on

their report.

The nation’s first president awoke between 2 and

3 a.m. Dec. 14, 1799, with difficulty in breathing

and pain on swallowing. He was dead 21 hours later.

Washington had been soaked by cold rain while

inspecting his farm on horseback the day before his

illness, and had developed a slight sore throat.

Two older physicians were summoned, both re-

spected and well-trained for their day. They called

in a third, younger physician who also was highly

respected.

Washington’s symptoms worsened. He almost choked

to death when given some medicine. He had difficulty

breathing and was highly restless. Then the restless-

ness eased and it seemed that he was improving.

But at 11:30 p.m., after an illness of only 21 hours,

he was dead, at the age of 67.

The younger doctor, Elisha Cullen Dick, 32, rec-

ommended a tracheostomy. The operation had never

been performed in America, and the older doctors

decided that he might die from the operation. Actually,

it might have saved his life, says Dr. Scheidemandel.

But, he adds, “What would the world have said at that

time if they had taken this chance and failed?”

The course of the illness strongly indicates that the

problem was an inflamed and swollen epiglottis, rather

than merely an advanced sore throat. Dr. Scheide-

mandel concludes. And, “It is of interest to note that

in spite of all the advances of modern medicine in

the last 200 years, this emergency would have been

treated the same way now as then. Only the rapid

establishment of an airway guarantees survival in acute

epiglottitis.”
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Acupuncture has a long history, allegedly having be-

gun in China in 2700 B.C. with the use of stone needles,

but the first records date from the third century B.C.,

when Huang Fu Mi systematized it in a book entitled

An Introduction to Acupuncture and Moxibustion. It

was introduced into Europe in the 17th century by

French Jesuit missionaries, and enjoyed a great popu-

larity. Gottfried Leibnitz is said to have declared Chi-

nese medicine at that time to be at least as good as that

in Europe, which relied on purging and blood-letting.

{His evaluation probably correct.)

Since that time acupuncture has surfaced periodically

in Europe, never quite dying out. There appear always

to have been acupuncturists in every country in Europe
as well as in the Chinese colonies in this country. In

China, following the introduction of Western medicine,

it suffered an eclipse until the 1950s, when Mao Tse-

tiing decreed that traditional Chinese medicine would
be taught in Chinese Medical schools along with western

medicine. He also established a Research Institute of

Acupuncture and Moxibustion. The art of acupuncture

is again becoming popular over the world, hut as yet

no one, in the West or in China, has advanced any

satisfactory explanation as to why or how it works,

though several possible theories have been advanced.

The introduction of electrical current for the purpose

of local or regional anesthesia, as practiced in China,

is an entirely new concept in anesthesia, and has be-

come a highly charged issue among anesthesiologists.

I hope you will find these notes on history interesting

and enlightening. They are intended to complement the

two papers on acupuncture which appear elsewhere in

this issue. They are from New Remedies and the Method
of Preparing and Administering Them, by Robley

Dunglison, M.D., Professor of the Institutes of Medi-
cine, Jefferson Medical College in Philadelphia, pub-

lished in 1839.

The Editor

Acupunctura.

Although acupuncturation is really an ancient thera-

peutical agent, attention to it has been so much revived

of late years, and its use has been so largely extended,

that it may be looked upon as constituting one of the

novelties of therapeutics.

It consists in the introduction of needles into different

parts of the body with the view of removing or mitigat-

ing disease; and appears to have been entirely un-

known to the Grecian, Roman, and Arabian physicians.

From the most ancient times, however, it has been in

use with the Chinese and Japanese, by whom it was

regarded as one of the most important of remedial

agencies. By these people it was systematically taught

on appropriate phantoms or mannekins, called Tsoe-

Bosi, and the practice of the operation was permitted to

those only who were able to pass a rigid examination

thereon. In Europe, it was first known about from

the writings of a Dutch surgeon, Ten-Rhyne, who wrote

in 1683; it was almost forgotten, until Berlioz, in 1816,

drew attention to its employment. His example was
soon followed by Bedard Bretonneau, Velpeau, and

others in France; by Churchill, Scott, Elliotson, and

others, in England; by Friedrich, Bernstein, L. W. Sachs,

Heyfelder, Michaelis, Griife, and others, in Germany;
by Carraro, Bergamaschi, Bellini, and others, in Italy;

and by Ewing, E. I. Coxe, Bache, and others, in this

country.

M. Jules Cloquet had much to do in reviving its

employment in his own country and elsewhere, by his

treatise on the subject published at Paris, in 1826,

where it was for a long period a fashionable article

in the hospitals; so much so, it is affirmed, that at-

tempts were even made to heal a fractured bone by it

without the application of any appropriate apparatus! and

at one time, it is said, the patients in one of the hos-

pitals actually revolted against the piqueiirs medecins!

In the operation of acupuncture, needles are em-

ployed, which are very fine, well polished and sharp

pointed. They are usually from two to four inches

long, the length being adapted to the depth it may
be desired to make them penetrate. If steel needles are

selected, they are heated to redness, and allowed to

cool slowly, in order that they may be less brittle.

At the blunt extremity of the needle, a head of lead

or sealing wax is attached to prevent it from being

forced entirely into the body. This is the simplest

method of acupuncturation, and it is as effectual as

any other. By various acupuncturists, needle-holders

or handles of ivory have been devised, to some of

which the needle is permanently attached. After all,

however, needles prepared in the simple manner men-

tioned above, are adequate to every useful purpose.

Besides the common steel needles, those of gold,

silver, and platina have been used, but it does not

appear that one metal is preferable to another.

To introduce the needle, the skin is stretched, and

the needle inserted by a movement of rotation per-

formed in opposite directions, aided by gentle pressure.

As a rule, the seat of pain will indicate the place

where the needle should be introduced; but where the

feelings of the patient do not indicate the spot, it

must be suggested by our knowledge of anatomy and

physiology. From the experiments of Bedard, Breton-

neau, Segalas, Dantu, Velpeau, and others, it would

appear, that perforation of arteries, nerves, and even of

important viscera with very fine needles has not been

followed by any injurious results; yet, at times, acci-

dents have been produced thereby; and, therefore, it

may be laid down as a rule, that the greater nerves,

and arteries of a certain size, should be avoided. Pru-

dence would likewise suggest, that important viscera,

as the heart, stomach, intestines, &c. should not be

penetrated.

The number of needles to be used varies according

to the extent of the affected parts. In the opinion of

many experienced physicians, we ought not to be afraid

of the number, but rather insert too many than too

few, and not as too great a distance from each other.

The length of time, during which the needle should

be suffered to remain in the part, differs; no fixed rule
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can be laid down. Some suffer them to remain tor an

hour and a half or two hours; at times, a period of

five minutes is sufficient. In other cases, they have been

kept in for two or three days. It appears to be by no

means settled what medicinal influence is exerted by

their longer or shorter continuance in the parts.

We have already alluded to the impunity with which,

in the generality of cases, acupuncturation may be

practised even on important organs.

As respects the nerves, Cloquet has seldom or never

seen the puncture of them give rise to so much pain

as to render it necessary to withdraw the needles;

the pain was generally trifling and speedily passed away.

He inserted needles into the brain and spinal marrow,

and into the crural nerve of a cat. without any evi-

dence of severe suffering, or of change of function.

Similar experiments were made by E. Griife with the

same results.

Nor was inconvenience found by Delaunay. Bedard
and Cloquet to be sustained on puncturing the arteries

and veins. A few drops of blood perhaps issued, and
the flow was readily stopped by pressure with the

finger. The slight ecchymosis, which, at times, super-

vened. disappeared rapidly of itself. In Griife’s experi-

ments. he never found much bleeding to ensue, al-

though he properly esteemed it advisable to keep clear

of the nerves and blood vessels, in order to avoid

any unnecessary pain or mischief.

As regards the fasciae and periosteum, Griife found,

that the insertion of needles into them was always

very painful, and he recommends, therefore, that the

operation should be performed with care on those parts.

Should, however, the needles be introduced, and much
pain be experienced, it rapidly ceases when they are

withdrawn.

Lastly—Haime, Bretonneau, Velpeau, and Meyranx,

instituted several experiments on dogs by passing needles

into the brain, heart, lungs, stomach, &c. and little or

no inconvenience, as we have remarked above, was

experienced, provided the needles were extremely fine.

Cloquet passed his needles so deeply into the chest of

an animal as to leave no doubt that they had pene-

trated the lungs, and he subsequently pierced the liver,

stomach, and testicles without the supervention of any

unpleasant results.

The pain occasioned by acupuncturation is generally

easily tolerated, but at times it is so violent, that the

patients cry out; the violence, however, usually passes

away either when the needle is drawn out or forced in

deeper. It would seem that the operation is, as a

general rule, most successful when it occasions the

least pain. . . .

When the operation is productive of benefit, relief

is speedily experienced. . . .

In the hospitals of St. Louis, La Pitie, and Hotel

Dieu, of Paris, acupuncturation was practised some
thousands of times, and in every case, according to

Guersent, without the occurrence of any thing un-

pleasant. Pelletan, however, affirms, that he saw it on

four occasions followed by slight faintness at the hos-

pital St. Louis, but none of the cases assumed the

characters of full syncope. Gautier de Claubry has

frequently seen faintness, febrile movements, spasm,
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and insupportable pain produced by it, and Heyfelder

saw it followed by convulsions and fainting. Bedard
has related a case where the needle penetrated to the

bone, and occasioned intense pain. The patient remained

a long time faint, and afterwards violent delirium en-

sued, which gradually ceased in the course of the day,

and was followed by great debility. Subsequently, an

abscess formed in the part in which the operation was
practised.

As to the modus operandi of acupuncturation, we
cannot conceive its effects to be any thing more than

the new nervous impression, produced by the needle

in the parts which it penertates. . . .We have no doubt,

that the effects are owing to a concentration of the

nervous power towards the part transfixed by the needle,

so that a derivation of the nervous influx is induced

towards the seat of pain or towards the nerves par-

ticularly concerned in the production of the pain; but

further than this we know not.

Acupuncturation has been used by Berlioz in gouty

and rehumatic cases; by Haime in rheumatic, spas-

modic, and convulsive affections, and by Demours

in amaurosis and ophthalmia, the needles being in-

serted in the temples; Finch advised it in anasarca

practised on the feet; he also discharged, in this way,

the fluid of ascites. Pipelet employed it advantageously

in a violent convulsive affection. The needles did not

remove or markedly diminish the symptoms, but they

postponed their recurrence. Michaelis cured a case of

rheumatism by it, but he did not find it so serviceable

in oedema of the feet, as the fluid would not flow

readily through the minute apertures. Friederich pro-

posed, that in cases of asphyxia, when every other

remedy had been employed unsuccessfully, the cavities

of the heart should be penetrated by a needle to excite

its contraction, and this plan was subsequently ad-

vised by Carraro, who found, from his experiments

on cats, that they could in this way be resuscitated

after drowning, when every manifestation of vitality

had ceased. His experiments, however, when repeated

by Dr. E. I. Coxe, of Philadelphia, were not found

to succeed. J. Cloquet obtained the happiest results

from acupuncturation in neuralgia, rehumatism, mus-

cular contractions, spasms, pleurodyne, cephalalgia,

ophthalmia, toothach, epilepsy, gout, gastrodynia, con-

tusions, lumbago, periodical amaurosis, diplopia, pa-

ralysis, &c.

It is in rheumatic affections that its success has been

most marked. Dr. Elliotson cured 30 out of 42 cases

by it in St. Thomas’s hospital. In sciatica its efficacy

has been evident.

Mr. Lewis considers the principle of puncturing with

a fine pointed needle not only applicable to promote

the absorption of the fluid in hydrocele, but in every

case of encysted dropsy.

We have already referred to the use of acupunctura-

tion in anasarca. We have used it advantageously in

these cases to drain off the fluid from the cellular

membrane; in such cases larger needles are needed; some

prefer them to be of the size of an ordinary glover’s

needle, and of a triangular shape; a puncture of this

kind being less likely to close.

In the mass of cases, it need scarcely be said, this
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course can act merely in a palliative manner, the cause

of the dropsical accumulation still persisting. Still, as

Dr. Graves has remarked, under favourable circum-

stances and in a good constitution, the simple operation

of evacuating the fluid by puncture made through the

skin, has been, of itself, sufficient to effect a cure.

In a lady, under his care, a general anasarca came

on after fever, and resisted every form of treatment

he could devise. When he had made many fruitless

attempts to produce absorption by means of internal

remedies, another practitioner was called in, who prac-

tised acupuncturation of the lower extremities, and

succeeded completely.

Lastly, Mr. Vowell has published a case in which

acupuncturation was successfully employed for the

removal of a ganglion. A young lady under his care

had been affected with a ganglion of a considerable

size on the extension tendons of the foot, which pro-

duced not only disfiguration, but some uneasiness.

Mr. Vowell applied blisters, and afterwards the iodine

ointment and pressure, for above a month, without

benefit. He then inserted the tambour porte-aignille

of his patient. Pressure was applied, and within a

week the tumour had completely disappeared.

When acupuncturation is conjoined with electricity

or galvanism, it constitutes electro-puncture, and gal-

vano-puncture.

Editor’s note: The above is extensively documented with

many references to the medical literature cited.

President’s Page . .

.

Continued from page 779

The Judicial Council of TMA, which is elected by the House of Delegates, is that body which

protects the medical ethics of the profession in Tennessee. The headquarters staff of the

Tennessee Medical Association in Nashville is under the direction of the Board of Trustees. The

headquarters staff carries out the daily activities of the TMA and is a source of much helpful

information to the entire Association. It is composed of the Executive Director, Mr. Hadley

Williams, the Executive Director Emeritus, Mr. Jack Ballentine, as well as the associate and

assistant directors and the members of the business office staff. Our headquarters does an out-

standing job in representing the opinions of organized medicine to other interested parties throughout

the state and deserve our enthusiastic help and commendation.

There are many new projects in which the TMA has interest. One project that is currently being

studied is the possibility of countersuits for malicious or frivolous malpractice suits that are brought

against physicians in this state.

In spite of many comments to the contrary, stated directly or implied in many news media

articles, our primary goal is to promote the public interest in areas of the quality and avail-

ability of medical care throughout the state. We are also interested in cost control of health care

delivery and especially control of technology because of its potential for escalating the cost of

medical care even more in the future.

Fortunately, the financial interest of doctors has always been a secondary interest of organized

medicine, and I feel a secondary interest of the individual doctor. As a group, we are highly

skilled professionals. We receive a reasonable income for the services we provide, and through the

years the individual doctor’s bill has not escalated as rapidly as other medical costs and the

public who are knowledgeable actually appreciate this.

This is your Association. We seek your interest and support and solicit your comments either

directly or through your local medical society.

Sincerely,

PRESIDENT
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Now Open To Serve

Your Patients

A detoxification center for acute

alcoholism or drug addiction em-

phasizing short term intensive in-

patient medical therapy. Get the

patient back to work with mini-

mum loss of time. Out-patient

counseling for Nashville area pa-

tients.

Alcohol and Drug Center

115 Harris Street

Madison, Tennessee 37115

Phone: 868-7477

FULL-TIME PSYCHIATRIST
WANTED

Community Mental Health Center desires full

time Staff Psychiatrist to work 40 hour week
in new building with congenial staff in pic-

turesque East Tennessee region midst mountains

and lakes. Competitive salary and excellent

fringe benefits. Center pays malpractice insur-

ance. Homes available in any price range with

or without acreage. Please write or call; Carole

Chesney, Ex. Director, Cherokee Guidance
Center, Morristown, Tennessee (615-586-5031)

CALENDAR OF MEETINGS
TAX DEDUCTIBLE VACATIONS
FOR MEDICAL PROFESSIONALS
Over 500 listings of national/inter-

national meetings in the medical

sciences for 1977. Send a $10 check

or money order payable to Professional

Calendars, P.O. Box 40083, Washington,

D.C. 20016.

Valley Psychiatric Hospital
P. O. Box 21373 Shallowford Road

Chattanooga, Tennessee 37421
Phone 615-894-4220

A 50 bed private acute intensive treatment facility with programs designed to treat psy-

chological, alcoholic, and drug abuse problems.

A full range of treatment modalities are utilized including individual and group psycho-

therapy, chemotherapy, electro-convulsive therapy, and adjunctive and family therapies. Ad-

junctive Therapy includes continuing education through home-bound teaching for school-aged

adolescents, recreational, occupational, and other supportive therapies. Group therapy is five

days each week with individual therapy at least two days a week. Patients have six hours

a day in scheduled therapeutic activities. Comprehensive outpatient services are available

with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Tennessee. A member of the Tennessee Hospital Association, the

American Hospital Association, and the National Association of Private Ps\ chiatric Hospitals.

Accredited by the Joint Commission on Accreditation of Hospitals.

STAFF:

Psychiatry

Davis G. Garrett, M.D.
Henry Evans, M.D.

Internal Medicine Consultant Adjunctive Therapy

Charles D. Kennedy, M.D. Dan B. Page, M.Ed.

R. Lindsay Shuff, M.H.A.
Administrator

Clinical Psychology

Thomas L. Cory, Ph.D.
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Batteries Included

A detail-man (referred to as a “pharmaceutical

representative” in polite conversation) called on

me today. He was courteous, well-dressed and

pleasant. He didn’t have an appointment, but he

waited until I had finished with the last patient

of the morning and, when I was sure no one

was watching, I sneaked him into my office.

After all, I do have to protect my reputation

for the sake of my patients and my alma mater.

1 recognized the name of the company he

represented from the business card he had pre-

sented to my receptionist. He was young and

seemed to be intelligent—actually rather decent.

As he settled down in the chair I offered him,

we exchanged the customary greetings and he

started his pitch.

Was I familiar with his company’s products?

Are they effective? Do they fulfill a need? Are

they safe? Did my patients accept them? Are

their prices reasonable? Are they competitive?

Did I understand the indications and contraindi-

cations? Did I have any problem with any of

their products?

I could see right away that this young man
was clever, not to mention audacious. I mean

—starting right out trying to make me think he

was sincerely concerned about my opinion of

his products. And he sat there, pretending to be

the decent guy he seemed to be—practicing

competitive merchandising—while all the time

he was just trying to soften me up for the further

outrages he was going to commit.

After I had sort of nodded replies to his trick

questions, he really warmed up. He told me that

his company not only manufactured all its own
products but actually discovered many of them.

He said that his company stood behind every

one of its products and was responsible for

the safety and effectiveness of each and every

pill and capsule. He told me that if I ever had

any questions or complaints about his company

or of any of its products that I should contact

him or the Medical Director and gave me a list of

names and telephone numbers. Then he gave me
a bunch of papers with all this stuff printed on

it which described all the drugs his company

makes. He called them “inserts” or something

like that and suggested that I refer to them when
prescribing those drugs.

Oh, I tell you, it was a most blatant effort to

influence me. It was deliberate and unmitigated

advertising. And it got worse.

Then this young, presumptions detail-man

started the bribery for which his ilk is notorious.

He asked me if I would like to have some

samples of his wares to give to my patients.

Can you imagine? To give to my patients! I was

so startled by his question that, before I could

reply, I had signed this piece of paper and he

had put the bribe on my desk. Of course I

wouldn’t touch it—a half-dozen tablets—think-

ing he would surely leave without noticing my
growing uneasiness. But no! The ultimate

coercion preceded his departure.

He reached in his brief case and as he smiled

benignly and thanked me for seeing him, he

pulled out this penlight and laid it on my desk

beside the box of pills. It had the name of his

company actually printed on it—in big, plain

letters.

Well, what could I do or say? For a fleeting

moment I thought I would refuse this final in-

sult but before I could bring myself to pick it up

he had closed his brief case and was walking

out the door.

After he left, I picked up the penlight and

pressed the button on its top. Would you be-

lieve the light came on? It’s an absolute fact:

Batteries were included!

Obviously, there is no limit to the corruption

of free enterprise and advertising. I’m going to

take a bath.

Mark R. Johnson, M.D.

Reprinted from the Oklahoma State Medical Associ-

ation Journal, August, 1976.

PHYSICIANS NEEDED
Small nine-man multispecialty group with active

hospital and clinic practice; full retirement pro-

gram with benefits; finest facilities; 112 bed hos-

pital; growing 7,000 population town 40 miles

west of Nashville; excellent environment and rec-

reational opportunities; if interested, contact

S. M. Anderson, M.D., 111 Highway 70 E., Dick-

son, Tenn. 37055 or call collect 615-446-3771.
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Sexual Problems Seen In Family Praetiee
CHARLES M. CARR, M.D.

The family practice physician will see 30 to

80 patients a day, more than half of whom will

have a sex related question they would like to

ask. It is the obligation of the physician to open

the door and make it easy for his patient to ask

these questions. To do this the doctor must be

suspicious, aggressive, and unembarrassed in his

history-taking techniques, and he must determine

whether or not he is dealing with a “normal”

person or a “disturbed” one.

When one attends 50 patients in 8 hours this

allows for an average of only about 8 minutes per

person, which does not allow for in depth psycho-

analysis or extensive historical review. The physi-

cian must therefore risk the consequences of

directness and get right to the point.

The patient will seldom take offense if the

interrogation is done from a position of interest

and concern for his well-being. Once this has

been communicated he can usually be asked with

impunity if he is a homosexual, if he has venereal

disease experience, or if he is unfaithful in mar-

riage. The woman can as easily be asked about

her prostitution and VD experiences.

A great deal of information can be obtained

just by looking at the person. In time one can

learn to read the mannerisms, dress, grooming,

and tattoos of his clientele. For example, the

woman who plucks out all her eyebrows and

mascaras on new ones is badly disturbed and is

suffering from very low self esteem, while the

man with an “X” tattooed between the thumb

and forefinger will often have a violent back-

ground.

After the family physician has obtained a his-

tory of sexual disturbance he must then make the

first and most critical of a sequence of decisions:

can he handle the problem alone or will special-

ized consultations be required. Ninety-five percent

of the disorders will be resolved without help.

Where does one go for help when it is needed?

Every family physician should have a working

knowledge of the public and private resources in

his community, and he should use them more
frequently than he does. Alcoholics Anonymous,
Planned Parenthood, Dede Wallace Center, Hick-

ory Valley School, and Metropolitan School Test-

ing Specialists are just a few of the valuable

resource groups.

Most physicians are oriented to refer disturbed

patients to psychiatrists but often this is unwise.

Other channels for referral include psychologists,

social workers, marriage counselors, ministers,

cancer clubs, and sexual therapy laboratories.

It is the responsibility of the referring physician

to select the most appropriate agency or specialist

for his patient and then to follow up on the

progress. This is best done by scheduling a return

visit to your office after two or three consultation

visits have been made. About 25 to 40 per cent

of patients will not be satisfied with the first

referral and will need to be re-routed before they

obtain good results. This dissatisfaction element is

most likely a reflection of the patient’s lack of in-

sight into his problems.

Every physician has a slightly different train-

ing background and will therefore differ in his

talents. We must recognize our limitations. Some
of mine are the sexually disturbed female adoles-

cent who hates her father, the female homosexual

with anxiety, the sexually disturbed self-destruc-

tive psychotic, and the multidynamic incestuous

family relationship. Some problems that I deal

with much better include the pregnant teenager,

venereal disease, marital conflicts, male homo-

sexuals, and impotence.

Most of the pregnant teenagers who come to

my office are pretty solid thinkers. They usually
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come for information on what to do and for con-

firmation of their status. The parents are the ones

who often need the most help.

Venereal disease includes gonorrhea and syphi-

lis but is more commonly trichomonas. This little

parasite can wreak havoc with the female repro-

ductive organs and is frequently misdiagnosed or

ignored as an important etiologic agent. If you

want to strike fear into the heart of your patient

tell her she has trichomonas. This is terrifying

because she doesn’t know what it is, has never

heard of it, and none of her friends have had it

—

so how did she get it? Careful instruction and

education resolves most anxieties.

Oropharyngeal and rectal gonorrhea are more

common than we usually think. When you de-

velop a comfortable technique for asking your

patient about sex practices, you will find a large

number have oral sex; furthermore, they will be

eager to have pharyngeal cultures done if you

think they are indicated.

Some of the most difficult marital conflicts are

those arising in the marriage that has endured for

25 years. Communication channels are usually

disordered or non-existent. Infidelity and guilt

are often present. Depression is nearly always the

millstone that needs removal.

Homosexual males fall into three categories:

those who think they are but aren’t; those who

are, know they are, and are happy about it; those

who are, and are anxious and guilty about it.

The third category needs psychiatric help, the

second needs no help, and the first needs to know
that a single experimentation does not make one

a homosexual.

Impotence is always written off as a psycho-

logical problem but more and more I see it as a

result of drug use. Many of the drugs are physi-

cian prescribed. Some of the big offenders are

Aldomet, Reserpine, and Inderal. Chlorthalidone

gives some men a limp erection. These are all

drugs that are useful and needed but are not

indispensable. The physician must ask the patient

about his sex life and be prepared to change drug

programs.

Impotence can be caused by alcohol and street

drugs as well as by diabetes and psychological

problems. Specialized agencies and laboratories

are sometimes useful in dealing with these prob-

lems.

Some less common but not rare problems that

confront the family physician are the prostitute

with chronic urethritis, the older woman with the

young lover, and the sexually abused child.

Office treatment is largely a combination of a

whole lot of sympathy and understanding with a

little bit of medical science. Curing gonorrhea is

easy, but helping the patients with their anxieties

and their education is slow, tedious, frustrating,

and not economically rewarding. Yet alleviating

anxiety is often the most important thing we do.

2760 Lebanon Road
Nashville, Tenn. 37214

Hs ^ ^

DECLARATION OF GENEVA*
Adopted by the General Assembly of The World Medical Association at Geneva, Switzer-

land, September, 1948

AT THE TIME OF BEING ADMITTED AS MEMBER OF THE MEDICAL PRO-
FESSION:
I SOLEMNLY PLEDGE myself to consecrate my life to the service of humanity.

I WILL GIVT to my teachers the respect and gratitude which is their due;

I WILL PRACTICE my profession with conscience and dignity;

THE HEALTH OF MY PATIENT will be my first consideration;

I WILL RESPECT the secrets which are confided in me;

I WILL MAINTAIN by all the means in my power, the honor and the noble traditions

of the medical profession;

MY COLLEAGUES will be my brothers;

I WILL NOT PERMIT considerations of religion, nationality, race, party politics, or social

standing to intervene between my duty and my patient;

I WILL MAINTAIN the utmost respect for human life, from the time of conception; even

under threat, I will not use my medical knowledge contrary to the laws of humanity.

I MAKE THESE PROMISES solemnly, freely and upon my honor.

^Suggested by the Board of Directors of Alpha Omega Alpha Society for use at initiations

in the future, if desired, in place of the old Hippocratic Oath.
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A Treatment Program for Aleoholies
MARVIN E. WENINGER, M.D.* and EDNA LEEPER, R.N.

Since man first drank honey and the liquid

from around fruit left too long in a warm place,

alcohol has influenced his moods, behavior, and

health.

The problem of alcohol abuse is monumental.

Auto fatalities, suicides, homicides, and the un-

told sufferings of the families of alcoholics all

combine to make excessive alcohol use our num-

ber one drug abuse problem. Patients are appro-

priately diagnosed “alcoholic” when their alcohol

intake is great enough to damage their physical

health or their personal or social functioning, or

when it has become a prerequisite to normal

functioning.^

Treatment of alcoholism in most centers meets

with limited success and the pathogenesis of al-

cohol abuse is largely uncertain. While a variety

of psychiatric explanations for alcoholism have

been suggested, recent findings suggest non-

environmental factors may be contributory. It

has long been known that alcoholism tends to be

a familial disorder and Goodwin, et al,- recently

found sons of alcoholics, whether reared by their

biological parents or by adoptive parents to have

a much higher incidence of adult alcoholism.

They suggest that environmental factors contrib-

uted little if anything to the development of alco-

holism in the sons of the severe alcoholics they

studied. These findings appear to lend some sup-

port to the philosophy of Alcoholics Anonymous
(AA) that those who abuse alcohol can tolerate

none. While a definitive physiological or bio-

chemical explanation for this philosophy is lack-

ing, AA is the most successful organization deal-

ing with the problem drinker and there certainly

seems to be merit to their approach.

The alcoholism treatment facility at Eastern

State Psychiatric Hospital is a 28 bed unit known
as Greenbriar. Patients are admitted for a 60 day

program that utilizes a combination of treatment

modalities, which include physical and laboratory

examinations with appropriate medical treatment

when needed. Individual, group, and family

therapy are utilized in addition to AA group

meetings. In agreement with AA’s philosophy, we
feel that the majority of alcoholics admitted to

*Staff psychiatrist, Overbrook Mental Health Center;

consultant to the Drug and Alcohol Program, Eastern

State Psychiatric Hospital, Knoxville, Tennessee.

Greenbriar will never be able to socially drink

and a goal of complete abstinence is established.

Disulfiram (better known by its trade name,

Antabuse®) has been used as a pharmacological

adjunct in the treatment of alcoholism since the

Danish discovery of its reactive properties with

alcohol in the late 1940’s.^ If alcohol is consumed

up to 14 days after taking disulfiram accumula-

tion of toxic acetaldehyde occurs in the body

from alteration of the metabolism of ethyl alcohol

by disulfiram. The “reaction” is characterized by

flushing, breathing difficulty, nausea, vomiting,

sweating, headache, tachycardia, weakness, ver-

tigo, and a marked sense of uneasiness. Extreme

reactions may include convulsions, arrythmias,

and death.

The use of disulfiram has been somewhat con-

troversial and several treatment programs do not

use it because of its relative ineffectiveness in out-

patient populations. Marked emotional distur-

bances and drinking relapses are the usual, even

typical, events in the life of the chronic alcoholic.

Considering the high potential for drinking re-

lapses and the seriousness of the alcohol-disul-

firam reaction we have developed a somewhat

comprehensive program involving the use of disul-

firam that we feel has met with good success in

the treatment of alcoholism. A central point in

increasing its effectiveness in out-patients revolves

around increasing their disulfiram compliance.

Soon after admission all patients not having

medical contraindications for taking disulfiram

are exposed to two detailed information sessions.

First they hear a tape describing the use of di-

sulfiram and the alcohol-disulfiram reactions. The

following day they meet as a group with a staff

psychiatrist and unit nurse who spend approxi-

mately an hour explaining again in detail the

drug’s mechanism of action, the alcohol-disul-

firam reaction, and details of food, lotion, and

medication precautions. Following a question and

answer period patients have the option of adding

“Antabuse” to their total treatment program. If

they elect to take the drug they are asked to

read and sign a detailed consent form acknowl-

edging the risks of an alcohol-disulfiram reaction.

Every attempt is made to maximize patient knowl-

edge of the treatment and to impress upon them

the seriousness of the agreement they are making
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to take disulfiram. They then receive 250 mg.

disiilfiram daily as a water suspension (to increase

compliance) while hospitalized.

Prior to discharge every attempt is made to

arrange a weekly supervised dose as an out-

patient. We feel this supervision has been a key

point in the ultimate success of the program.

Patients take their 250 mg. dose, making a daily

commitment to stay dry (paralleling AA philos-

ophy), and have the incentive of knowing that

one time each week another person (e.g. nurse,

foreman, neighbor, pastor, etc.) will be involved

in confirming their commitment to not drink.

During 1975, 220 different patients were ad-

mitted to the Greenbriar treatment program. Of

those, 146 elected to take disulfiram and 74 either

elected not to take it or were physically unable

to take it. At the end of 1975, 178 of the 220

patients were contacted (40 were lost from con-

tact and 2 were deceased). A total of 94 patients

of the 178 contacted reported continued complete

abstinence (average 6 months past discharge). Of

those abstaining 75 were on disulfiram and 19

were from the group not taking disulfiram. Hence

51 per cent of those electing to take disulfiram

were sober at followup as compared with 26 per

cent of those going through the same program

but not taking the drug. We know of no deaths

due to disulfiram—alcohol reactions and in fact

are aware of only four reactions out of at least

450 “patient months” on disulfiram.

We feel this demonstrates that the addition of

disulfiram to an alcohol treatment program can

significantly add to its overall effectiveness with

a minimum of increased cost and risk when done

with careful informed consent, supervision, and

followup.
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* * *

State Societies Dues for the Year 1976

1. Wisconsin $300.00 27. Pennsylvania $150.00

2. District of Columbia 275.00 28. Washington 147.00

3. Wyoming 275.00 29. North Carolina 145.00

4. Nevada 260.00 30. New Mexico 135.00

5. Idaho 250.00 31. Illinois 130.00

6. Alaska 250.00 32. Texas 130.00

7. Georgia 250.00 33. North Dakota 125.00

8. Kentucky 225.00 34. Alabama 125.00

9. Minnesota 225.00 35. Ohio 125.00

10. Maine 225.00 36. Arkansas 125.00

11. Hawaii 215.00 37. Kansas 125.00

12. Montana 200.00 38. Mississippi 125.00

13. Iowa 200.00 39. Vermont 125.00

14. South Carolina 180.00 40. Elorida 125.00

15. South Dakota 175.00 41. New Hampshire 120.00

16. Colorado 170.00 42. New Jersey 110.00

17. Arizona 170.00 43. Massachusetts 110.00

18. Utah 165.00 44. New York 100.00

19. Delaware 165.00 45. Nebraska 100.00

20. California 165.00 46. Rhode Island 100.00

21. Maryland 160.00 47. Louisiana 100.00

22. Oregon 155.00 48. Missouri 100.00

23. Michigan 155.00 49. Connecticut 100.00

24. West Virginia 150.00 50. Virginia 85.00

25. Oklahoma 150.00 51. Tennessee 80.00

26. Indiana 150.00
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Psychiatric Syndromes and Other

Problems in Critical Care Units

The intensive care unit, as we know it, has

been around for a little over ten years. Some con-

sider it a blessing; others a curse. The fourth

Horseman of the Apocalypse rides rough-shod

every day through the critical care unit of every

hospital, in every city, of every country in the

world. He leaves in his wake misery, unhappiness,

and heartache. For those he takes with him it

is the end of life; for those he leaves behind the

struggle to regain physiologic and psychologic

balance continues. Struggling with those who are

left behind is the humanity of the critical care

unit personnel, and the technology of modern

medical practice.

Patient’s Eye View of the I.C.U.

When a patient enters the I.C.U.
,
he knows his

life and his future are at stake, and the outcome

largely depends on what is done for him by the

people there. He may develop a child-like rela-

tionship with those who are responsible for his

care. Although he may be quiet he is usually very

sensitive to what is going on around him and

may be very alert to behavioral changes in mem-
bers of the staff. He may be so fearful that he

will read meanings into the words and actions of

those caring for him.

Isolation, boredom, and a feeling of forced

dependency along with intense concern about

monitoring and life support equipment may lead

to feelings of helplessness, depersonalization, and

dehumanization. Regressive behavior and nega-

tivism may be the result. If this occurs objective

empathy on the part of the staff is called for.

These feelings in the patient can be counter-

balanced and made less distressful by staff action

which involves developing proficiency in perform-

ing tasks; using common courtesy in dealing with

patients, especally when physical contact is made;

explaining procedures in simple clear language;

using eye contact in conversation with patients;

and making conscious efforts to avoid the stereo-

typed ways of interacting with patients which

often develop in the I.C.U.

Staff Stress in the Critical Care Unit

It is my personal feeling that those who work

JOSEPH E. CRUPIE, M.D.

with the critically ill and injured have the most

demanding and challenging job in the hospital.

They are called upon daily to make observations

and to appraise the physical and emotional state

of their patients. Thus the critical care personnel

must constantly sharpen their focus of attention

on altered states of consciousness, emotional

reactions, and behavioral patterns of the critically

ill patient.

In addition the staff must maintain their

emotional balance. Conflicts and stress may gen-

erate envy, friction, intolerance, and even para-

noid feelings among the I.C.U. personnel, leading

to insecurity and lowering of moral. If these con-

flicts result from feelings between specialized

groups they can smolder and lead to scapegoat-

ing, frustrations, and frayed tempers, resulting in

open or covert hostility and defensiveness.

These smoldering conflicts can be dealt with

in group meetings with a peer leader who can

help to identify them, and enable the group to

share and discuss their feelings. The primary

stresses are exposure to suffering and death, feel-

ings of personal failure, and object loss. Second-

ary stresses include lack of gratification, difficulty

in communication, and work over-load. These

can be ventilated and shared, often leading to

improvement in personal relationships, morale

and efficiency.

There are conflicts at all levels of authority in

the I.C.U. One of the most senseless is the polari-

zation occurring because of outdated dominance-

submissive attitudes. Most of the nurses are

women and most of the physicians are men. This

has contributed to the stereotyped roles as far as

patient care is concerned, and frequently excludes

meaningful communications between the groups

on important issues.

Because the nurses are traditionally implemen-

tors of treatment, physicians frequently take an

unstated position that inhibits the nurses’ poten-

tial contribution in the complex issues of patient

care. The well trained, experienced nurse is justifi-

ably resentful of this attitude. It has been found

when the nurses and other I.C.U. personnel are

encouraged to voice their opinions physicians are
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pleasantly surprised at how much they have to

offer in good suggestions for patient care. Lines

of communication are vital for efficiency and good

morale. The blind poet, John Milton, said in

1643, “Give me the liberty to utter, and argue

freely according to conscience above all liber-

ties . .
.” This quotation should be engraved on a

plaque and placed in the group meeting room for

T.C.U. personnel.

Dynamics of Psychopathology

The human animal in health is a complex

being in biologic, physiologic, and psychologic

balance. When disruption of this balance occurs

disease syndromes result. There are many theories

concerning the development of psychiatric syn-

dromes, but for my purposes I will use the model

of Hess, proposed in 1925 to explain the dy-

namics I wish to get across. Hess pointed out that

an animal’s reaction to environmental challenge

is a reffection of influences on subcortical centers

that coordinate autonomic, somatic, and psychic

functions. These brain centers are organized in

balanced systems, which Hess named the Ergo-

tropic, or go system; and the Trophotropic, or

no-go systems. Other terms are approach-avoid-

ance and fight or fiight.

The Erogotropic system prepares the animal

for positive action by alerting, arousal, exciting,

increasing skeletal muscle tone, and increasing

sympathetic nervous system activity. This system

infiuences the release of catabolic hormones. On
the other hand, the Trophotropic system inte-

grates systems that promote withdrawal and con-

servation of energy by raising the stimulus thresh-

old of the central nervous system to perceptual

input, decreasing skeletal muscle tone, and in-

creasing para-sympathetic nervous system ac-

tivity. This system infiuences the release of ana-

bolic hormones. Recent research into the bio-

chemistry of affective disorders indicates a devel-

oping body of data that suggest the biogenic

amines norepinephrine and dopamine are neuro-

transmitters for the Ergotroic system, while

serotonin and acetylocholine play a similar role

in the Trophotropic system.

Many factors infiuence the development and

type of psychologic decompensation which occurs

in an individual. Along with imbalance of the

previously mentioned subcortical systems are the

so-called premorbid factors: patient’s previous

852

life experiences, coping style, personality assets

and liabilities, and genetic predisposition. Age,

type of injury or surgery, and degree of phys-

iologic decompensation, such as circulatory

shock, also play a part in the degree and type

of psychologic decompensation.

Psychiatric Syndromes

The common varieties of psychiatric syndromes

seen in the I.C.U. may range from transient fear

reactions to persistent delirium. One can view

the spectrum of psychiatric syndromes as result-

ing from apposing states of CNS tuning or adap-

tation.

Psychiatric Syndromes and

Bedside Clinical Features:

Acute Fear Reaction

Fearful facies

Limp skeletal muscles

Appears powerless

Slow pulse

Average or low blood pressure

Pale, nauseated

Some sleep disturbances

Prolonged Tension

Hyper alert facies

Tense skeletal muscles

Sweating, rapid heart beat,

Jerky movements

Anxiety Reaction:

Apprehensive facies

Tremulous, jittery, easily distracted

May have tight skeletal muscles

Hyperactive autonomic nervous system

(sweating, fast heart, urinary frequency etc.)

Interruptive sleep patterns

Depression

Sad facies

Poor appetite

Feelings of guilt, sin, self-condemnation

Feelings of helplessness, hopelessness, negativism

Cognitive functions intact

Pronounced sleep disturbances

Acute Schizophrenic-like Reactions

Hyperalert facies, bewildered

Loose associations of ideas

Flat affect

Disturbed thinking (paralogic, concrete, autistic)

Ideas of reference or paranoid ideas

Negativistic attitudes

Delusions, and hallucinations (usually auditory)

Cognitive function intact

Pronounced sleep disturbances

Delirium

Perplexed facies

Rambling talk

Variable mood (affect) apathy to excitement
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Thinking egocentric, and existential

Variable cognitive functions e.g. orientation,

memory, logic

Delusions and hallucinations (usually visual)

Fitful sleep patterns

Drug Treatment of Psychiatric Syndromes

Effective drug treatment for psychiatric dis-

orders is a relatively recent development. Tran-

quilizers and mood altering drugs have been

around only since the early nineteen-fifties. The

goal of drug treatment is two-fold, 1 ) rapid relief

of symptoms, and 2) restoration of psychologic

balance. If these goals are met the patient bene-

fits by re-establishment of cognitive functions,

smoothness of visceral activity, and return of be-

havioral control. With the re-establishment of

psychological balance, the staff can focus their

attention on the main reason for the patient being

in the I.C.U.

Every physician should develop expertise in

the use of anti-anxiety, anti-depressant, and anti-

psychotic drugs. This is especially true of the

physician treating critically ill patients in the

I.C.U. Of the anti-anxiety agents the benzo-

diazepines are preferred for the critically ill pa-

tient because they do not dull the cerebral cortex

when given in the therapeutic dose range; they

are effective, and they have a wide margin of

safety.

The four benzodiazepines are chlordiaze-

poxide hydrochloride (LIBRIUM®), diazepam,

(VALIUM®), oxazepam, (SERAX®), and chlo-

razepate dipotassium (TRANXENE®). Except

for duration these drugs all have essentially the

same action: they calm the patient. The duration

of action is comparable with the intermediate-

acting barbiturates. Librium being the longest

acting and Serax the shortest. These drugs act

through the limbic system of the brain, whereas

the barbiturates act through the reticular acti-

vating system.

Effective dose ranges are: Librium 15-300

mgs daily; Valium 6-60mgs daily; Serax 30-120

mgs daily; Tranxene 11.25 to 60 mgs daily.

These drugs produce some sedation, but not

nearly to the degree one gets from the barbi-

turates or some of the phenothiazines.

Although depression is frequently seen in the

I.C.U., antidepressant drugs have a very limited

place in the treatment regimen. The tricyclic

antidepressants usually take one to three weeks

to reach a therapeutic level, and they may have

troublesome side-effect, such as smooth muscle

spasm and cardiac irregularities. The MOA in-

hibitors are excellent antidepressant drugs, but

their unique side effects all but preclude their

use in the I.C.U.

The phenothiazines are the mist widely used

antipsychotic drugs in the world today. Of this

class, THORAZINE is the oldest and most thor-

oughly studied. Like the antidepressants, the

phenothiazines have a very limited use with

critically ill patients because of their potentially

harmful side-effects, which include blockage of

alpha-adrenergic activity, thus intensifying the

beta-adrenergic effects of epinephrine and pos-

sibly leading to increased vasodilation, which

may potentiate hypotension.

For the seriously ill patient the newer anti-

psychotic butyrophenones and molindon hydro-

chloride are effective and safe. Haloperiodol,

(HALDOL®) does not block adrenergic recep-

tors and is compatible with digitalis, diuretics,

and vasopressor drugs. For these reasons it may
be the drug of choice in treating psychotic states

in the I.C.U. Moban, which is not structurally

related to any other class of antipsychotic, is

compatible with most life support drugs and is

especially useful in the schizophrenic-like syn-

dromes which are sometimes seen in the I.C.U.

The dose range of Haldol is 0.5 to 100 mgs.

daily, for Moban 15-225 mgs. daily.

Psychosocial Aspects of Treatment

In addition to the imbalance of biologic and

psychologic systems, the patient who enters the

I.C.U. is faced with a strange new world where

sensory input is dulled by fixed lighting, mo-

notonous acoustics, and limited mobility. Add to

this the effects of dehumanization, drugs, anox-

emia, and azotemia, and the interpretive cortex

loses variety and novelty. Such conditions de-

prives the individual of the meaningful informa-

tion he usually depends on for sensible interpre-

tation of what is happening. This may result in

detachment and increasing disengagement from

reality. As this increases, the patient cannot

organize the input into meaningful terms in rela-

tion to past experiences and psychological de-

compensation is increased. This necessitates sed-

ative drugs and restraints which can further

complicate the treatment process in the I.C.U.

The following measures may help to avoid

some of the psychologic problems that occur in

the I.C.U.

1. The development of a trusting, confident and
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CRITICAL CARE PROBLEMS/Crupie

caring doctor-patient relationship is of prime im-

portance.

2. A humanistic caring relationship by the I.C.U.

personnel minimizes the feeling of isolation and

hopelessness of the patient, and can go a long

way toward improving the patient’s attitude to-

ward the strange world of the I.C.U. and the

devastating feeling that the patient has about

his illness.

3. Time spent reassuring, explaining procedures, and

where possible informing the patient of what to

expect in the I.C.U. is time well spent.

4. A liaison person, video tape, or a visit to the

unit can be used to get information effectively

to the patient prior to elective surgery.

5. I.C.U. personnel should learn how to recognize

and be constantly alert to the signs and symptoms

of developing psychiatric syndromes so that early

treatment can be instituted.

6. Monitoring and life support systems are in-

valuable and should be skillfully used, but not

to the exclusion of human warmth and judgment.

7. Procedures which involve the patient directly

should be explained to him in simple, clear

terms. Self-care should be encouraged as soon

as possible, and movement should be as un-

restrained as is consistent with good medical care.

8. At the earliest possible moment objects which

are personal and have familiar meaning to the

patient should be placed by the bedside. A cal-

endar and clock should be in easy view of the

patient at all times.

9. The relief of pain has been a primary function

of the physician since the time of Hippocrates

and there is no excuse for letting a patient suffer

needlessly. But the overuse of narcotic and hyp-

notic drugs with any patient, and especially with

the critically ill patient, should be avoided.

10.

Last, but not least, attention should be paid

to the spiritual needs of the patient. The hos-

pital Chaplain, or the patient’s own minister,

priest, or rabbi can play an important role in

his overall care as well as being of great com-
fort to the family of the critically ill patient.

Summary
The personnel and the patients of the I.C.U.

struggle daily with dying and death. For the

patient, the battle is fought in strange surround-

ings; for the personnel of the I.C.U. frustration

and anxiety are too often their reward. Not only

does the patient have to deal with the stresses of

a strange environment, but he has to cope with

psychologic imbalance which may throw him into

one of the psychiatric syndromes resulting from

disrupted cognitive and emotional functioning.

The drug and psychosocial aspect of treatment

of these psychiatric syndromes is alluded to, as

well as some suggestions for dealing with the

problems of the staff.

1203 Poplar

Memphis, Term. 38104
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Four Major Categories of Natural Disasters

in the U.S. in the Past 70 Years:

Hurricanes Earthquakes Floods Tornadoes

1901-1910 0 3 2 *N.A.

1911-1920 0 1 4 *N.A.

1921-1930 4 2 3 1325

1931-1940 1 5 2 1685

1941-1950 2 4 1 1554

1951-1960 14 7 6 4836

1961-1970 23 7 19 6793

*N.A.—No records available
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Pheochromocytoma With

Catecholamine Cardiomyopathy*

FRANK TAYLOR, M.D.: The patient was a 38-year-

old black male with a chief complaint of shortness of

breath. He came to the Emergency Room with a history

of anorexia, malaise, and a loss of 15 pounds over a

month, and of cough, sputum, shortness of breath and

orthopnea for 2 weeks. He denied any previous history

of cardiac or pulmonary disease. He was admitted to the

West Tennessee Chest Disease Hospital where he was

found to be in pulmonary edema with a blood pressure

of 190/140 mm Hg. The pulmonary edema responded

to a regimen consisting of furosemide, methyldopa, and

hydralazine but the blood pressure remained refractory

to this management. Accordingly an extensive work-up

was undertaken.

A decholin circulation time was 28 sec (normal 16

sec). An intravenous pyelogram was normal. The 24-

hour-urine contained vanilmandelic acid (VMA) 53.3

mg (normal less than 9), total catecholamines 571 fig

(normal less than 100), and total metanephrines 12.2

mg (normal less than 1.4).

The patient was started on phenoxybenzamine and

gradually taken off the other anti-hypertensive agents.

In response to this alpha-receptor blocking agent, the

blood pressure fell to approximately 150/110 mm Hg.

He was transferred to the University of Tennessee

Circulatory Care Center for further work-up.

The initial physical examination after transfer re-

vealed a temperature of 98°, pulse 100, blood pressure

150/110, and respirations 20. He was a thin black male

in mild respiratory distress. The fundi showed no

evidence of hypertensive retinopathy. The PMI was 1

cm lateral to the midclavicular line. The precodium

was hyperdynamic, S2A was increased and there was

a loud S3 at the apex. The lungs disclosed basilar rales.

There was no pendent edema.

The laboratory studies revealed a hematocrit of 38

per cent and WBC’s 9,000 per mm^. There was 1+
protein in the urine. Serum creatinine was 1.6 mg per

dl and the BUN 26 mg per dl. A thyroid scan was nor-

mal. Roentgenologic study of the upper GI tract and an

oral cholecystogram were normal. The initial thoracic

roentgenogram showed an enlarged heart, interstitial

pulmonary edema, and some pleural effusion. Ten days

later the lungs and pleurae were clear and the size of

the heart normal. Electrocardiogram displayed a sinus

tachycardia (115 beats/min initially) with premature

systoles of ventricular origin. The mean electrical axis of

QRS in the frontal plane was—30°. There was high

voltage of the precordial QRS deflections and abnormali-

ties of T wave as seen with left ventricular hypertrophy.

An echocardiogram displayed left ventricular and left

atrial dimensions at the upper limits- of normal with

*City of Memphis Hospital Case No. 464034,

Presented January 21, 1976.

some prolapse of the mitral valve. Pulmonary function

tests showed moderate restriction ascribed to congestion.

A 24-hour urine revealed a vanilmandelic acid (VMA)
content of 37.2 mg, catecholamines of approximately

571 fig, and metanephrines 12.2 mg. Abdominal angiog-

raphy revealed a large right adrenal tumor (Fig. 1).

Fig. 1. Selective right renal arteriogram showing a

sparsely vascularized tumor over the upper pole of

the kidney fed by an hypertrophied inferior adrenal

artery.

The assessment was pheochromocytoma of the right

adrenal, and catecholamine cardiomyopathy (S3 gallop

persisting after the blood pressure was controlled).

Dibenzyline was given in increasing doses up to 80

mg b.i.d. to control the blood pressure before surgery.

At laparotomy a 5 x 6 x 5 cm suprarenal tumor was

found on the right which on removal and section

proved to be a pheochromocytoma. A complete ab-

dominal exploration was done but no other tumor was

found. The patient had a smooth post-operative course

without specific medication with a blood pressure of

130/80 mm Hg.

JAMES GIBB JOHNSON, M.D.: Today we wUl

endeavor to emphasize some unusual manifesta-

tions of pheochromocytoma, including the myo-

cardial lesion, but will not omit the pertinent

points that everyone must keep in mind in the

diagnosis and management of patients with this

tumor.

Diagnosis

On the order of approximately 60 per cent of
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patients with pheochromocytoma have episodic

hypertension; perhaps one third have fixed hyper-

tension. In 90 per cent or more the diagnosis can

be suspected with a careful retrospective history.

One of the most important diagnostic tests is the

screening of the selected hypertensive patient for

urinary excretion of vanilmandelic acid (VMA)
and catecholamines. It would be ideal to do

this in the work-up of all new hypertensive pa-

tients, but a true positive result in an unselected

hypertensive population will only be encountered

in less than 1 to 1000 cases, although a higher

frequency has been claimed by some. The cost

versus benefit has, therefore, been questioned in

many Centers with the belief emerging that the

tests should be performed only when there are

specific indications.^ These include a history of

attacks suggestive of excessive sympathetic ac-

tivity.

The most common clinical presentations are

paroxysmal hypertension associated with di-

aphoresis, short-lived headache, palpitation and

sometimes anginal pain. All the symptoms seem

to be related to overactivity of the sympathetic

nervous system in response to stimuli which have

a variable effectiveness in different patients. The

symptoms are caused not only by the effects of

epinephrine and norepinephrine on the heart and

blood vessels but also by the peripheral effects

of epinephrine. An abnormal glucose tolerance

is seen in about 50 percent or more of the

patients; when encountered in the hypertensive

work-up it can be a red flag of warning for the

physician. Other effects include hypermetabolism

and weight loss, moderate or extreme lability of

blood pressure, excessive sweating, and severe

weight loss may simulate hyperthyroidism.

Distribution, Biochemistry

Tumors can arise from the abnormal develop-

ment of neuroectodermal tissues, specifically the

pheochromoblasts, which normally make up the

adrenal medulla, and from the organ of Zucker-

kandl (paraganglia along the aorta). However,

tumors which secrete epinephrine and norepi-

nephrine can arise in the ganglia of the sympa-

thetic chain anywhere below the jugular foramen,

in the carotid body (chemodectoma), the aortic

arch, the urinary bladder, and even in the testes

and the ovaries. Though they can be widely

distributed, 90 to 95 percent occur in the ab-

domen. Most of these, estimated variably as 60

percent to 90 per cent, occur in the adrenal
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gland and more often in the right than in the

left.2

In the metabolism of catecholamines the amino

acid tryosine is hydroxylated to form 3,4 dihy-

droxyphenylalanine. This is then decarboxylated

to form dopamine and enters the storage vesicles

to be beta oxidized at a later time to both nor-

epinephrine and its methylated form, epinephrine.

The last two compounds are what are usually

found in the pheochromocytoma. However, in the

less than 10 percent of cases with malignant

pheochromocytoma, more common in the Sipple

syndrome (see below) or with extra-adrenal sites

of pheochromocytoma, 3,4 dihydroxyphenylala-

nine is excreted predominantly.^ This biochemical

fact is useful in the determination of a malignant

pheochromocytoma, a difficult diagnosis to make
even histologically unless metastases have oc-

curred.

Associated Conditions

There are many diseases that have been as-

sociated with pheochromocytoma, probably for

the most part coincidental, though some are not.

An example is the Sipple syndrome in which there

is associated medullary carcinoma of the thyroid

and parathyroid abnormalities, either hyperplasia

or multiple adenomas, often associated with bi-

lateral or multiple pheochromocytomas.® The

multiplicity of sites in this syndrome dictates

extensive abdominal exploration at surgery and

often bilateral adrenalectomy. Pheochromocytoma

may be associated with neurofibromatosis (Von

Recklinghausen’s disease). We have seen a case

of pheochromocytoma compressing the renal

artery. It has also been reported in association

with fibromuscular dysplasia of the renal arteries.

The case presented here displayed what has

been designated as catecholamine cardiomyopa-

thy. In necropsied series of pheochromocytoma

a majority of patients have lesions in the myo-

cardium,^ which include subendocardial hemor-

rhages, often with areas of fibroelastosis, the re-

sult of healed endomyocarditis. There are also

focal areas of fibrosis and necrosis. Congestive

heart failure with a clinical picture suggestive of

cardiomyopathy without impressive blood pres-

sure elevation has been reported. Cardiomyopa-

thy presenting without hypertension but with

diaphoresis has been reported a number of times

in patients with tumors which secrete predomi-

nantly epinephrine.^ Most of the extra-medullary,

nonmalignant tumors secrete norepinephrine, the
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dominant catecholamine secreted by all pheo-

chromocytomas, but an occasional patient will

have an almost pure excess of epinephrine. Being

a beta-adrenergic stimulant, sometimes its pe-

ripheral vasodilatory effects overcome the alpha-

adrenergic vasoconstrictor effects. This, in associ-

ation with the reduced cardiac output of the en-

larged cardiomyopathic heart, may result in bouts

of low blood pressure and diaphoresis. In addi-

tion these patients have abnormally high blood

sugars and paroxysmal glycosuria. This combi-

nation of manifestations is an indication for

screening for pheochromocytoma.

Some patients have been reported with a

similar syndrome who secrete dopamine as the

predominant catecholamine precursor.

Management

Instead of losing 50 percent of the patients,

as in the past, we have begun to save about

90 percent, but unfortunately there are many
misadventures between the diagnosis and the

cure. Patients die during diagnostic tests such as

arteriography and during manipulations of various

types. They die on the wards as a result of

bizarre and minor occurrences such as coughing,

sneezing, bending, twisting, or simple physical

examination, usually from an arrhythmia or

cerebral hemorrhage. If the patients reach the

stage of tumor excision, the induction of anes-

thesia and the manipulation during surgery may
precipitate a hypertensive crisis, a serious ar-

rhythmia, or myocardial infarction. To avoid

these pitfalls it is necessary to treat these patients

intensively, to monitor them closely and to have

a rational approach to their management. Most

authorities believe that once the diagnosis has

been made treatment with alpha-adrenergic block-

ade should begin before any additional testing

of any kind is started.

The ideal treatment would be inhibition of

catecholamine synthesis now possible with alpha-

methyl-para-tyrosine. This agent has not yet been

released by the FDA. It has some side effects,

but if these are not severe this inhibitory ap-

proach would seem to be the most rational when
it becomes available. But even without this pre-

sumed ideal agent, we do have methods of

managing the patient with pheochromocytoma

(Table I). Alpha-adrenergic blockade is indi-

cated in most. Long-acting blockade seems pref-

erable. The period of treatment preceding ma-

nipulation or surgery I believe should be 8 to

TABLE I

Preoperative Treatment of Pheochromocytoma

I. Alpha-Adrenergic Receptor Blockade

(A) Long acting alpha blocker to be given beginning

8 to 10 days before attempting “tests” or surgery

Phenoxybenzamine (Dibenzylene)

20 to 100 mg/day orally

(B) Short acting alpha blocker to be available for

emergencies

Phentolamine (Regitine)

1 to 5 mg I.V. slowly titrate by B.P.

II. Beta-Adrenergic Receptor Blockade

(A) Long acting beta blockade to be avoided when
C.H.F. present—to be given in faoe of persistent

tachycardia or arrhythmia

Propranolol 10 to 60 mg/day orally

(B) Short acting beta blockade to be given for threat-

ening arrhythmias during “attacks”

Propranolol 0. 5-2.0 mg I.V. slowly

III. Inhibition of Catecholamine Synthesis

Alpha-methyl-para-tyrosine preferred to I and II

above but still experimental

10 days because most of these patients have

contracted blood volumes and may have severe

complications during surgery or testing ascribable

to vascular collapse. Therefore, a complete block

is desirable starting out with small doses of

phenoxybenzamine (Dibenzyline) in the range of

20 mg per day. Rarely is it necessary to go over

100 mg and usually no more than 80 mg per day

in completing the blockade.

Obviously, patients who have cardiomyopathy

or who have a large amount of epinephrine se-

cretion are at risk with this therapy so that care

must be taken also to hydrate them adequately

to prevent prolonged hypotension. A short acting

agent must be available during any potentially

hazardous diagnostic or therapeutic procedure.

All patients undergoing radiographic study, for

example, should have an intravenous line in-

serted and an internist familiar with the case

present. Phentolamine, 1 to 5 mg, should be

given if a hypertensive crisis develops.

Beta-adrenergic receptor blockade is not usu-

ally needed for preoperative preparation and it

is in part contraindicated because of its negative

inotropic effects, but there are some indications

for it. They include tachyarrhythmia or tachy-

cardia greater than 110 to 120 beats per minute

after alpha-adrenergic blockade, and ventricular

premature beats of such frequency as to be pre-

fibrillatory and life theatening. These patients are

extremely sensitive to propranolol so that the

starting dose should be low, perhaps 10 mg
orally. Only rarely is more than 60 mg orally

per day required to achieve the desired effect.

Beta-adrenergic receptor blockade should be
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avoided, if possible, especially in patients with

cardiac failure.

Localization of Tumor

There is controversy about how to localize the

lesions. Those who advocate a conservative ap-

proach reason that since 90 to 95 percent of

pheochromocytomas are within the abdomen, the

chances are great that the tumor can be found

during exploration, thus eliminating the need to

precisely localize the tumor preoperatively with

arteriography or retroperitoneal air insufflation.

Since thoracic sites almost always can be seen

on tomography as paraspinous or posterior me-

diastinal lesions,® such a non-invasive radio-

graphic procedure should be done preoperatively.

Also, of the tumors in the abdomen, approx-

imately 20 percent can be palpated. The neck

and carotid arteries should be palpated carefully

for a chemodectoma. Patients with dysphagia or

dysphonia should have x-rays of the skull in-

cluding views of the basal foramina to rule out a

functioning glomus jugulare tumor. With the

above considerations many feel that arteriography

can be avoided.

The other side of the argument, however, is

that the surgeon, for obvious reasons, would like

to know the location of the lesion preoperatively

as well as the extent of its invasiveness. Arteri-

ography for precise localization has drawbacks.

In improperly or incompletely “blocked” patients,

this procedure may be attended by an “attack.”

Some argue that the risk is not worth the benefit.

In favor of arteriography is that pheochromo-

cytoma is a vascular tumor which is often locally

invasive. If it is, removal in an encapsulated form

to prevent spillage of the tumor cells may not

be possible and a different excisive procedure may
be planned preoperatively. Additionally, excessive

palpation at surgery occasionally results in fatal

episodes of either cerebral hemorrhage or ar-

rhythmia. For these reasons most surgeons and

many centers use arteriography as an important

preoperative tool after 8 to 10 days of alpha-

adrenergic blockade. During arteriography pa-

tients should be attended by their internist ready

to treat the attack and they should be monitored

for pressure and cardiac rhythm during the pro-

cedure, The risk is thus minimized and the scales

tipped in favor of the benefits of arteriography.

Surgery

Even patients who appear clinically to have an
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adequate alpha-adrenergic block may go into

shock during induction of anesthesia and there-

fore great caution should be exercised during

induction. Cylclopropane is contraindicated. An
experienced anesthesiologist should be present.

Halothane was felt at one time to be contraindi-

cated because of its enhancement properties but

this does not occur in properly blocked patients

where it is, in truth, the preferred anesthetic.

The internist should be present at surgery and

be prepared to assist the anesthesiologist in case

phentolamine or propranolol may be needed for

emergencies. Finally, when the tumor is removed

even well blocked patients often experience hypo-

tension; the treatment is plasma volume expan-

sion with either blood or albumin and saline.

An occasional patient will require an infusion of

angiotensin. On recovery from anesthesia most

patients will show a slight hypertension unre-

sponsive to phentolamine ascribable to post-

operative pain which needs only analgesic ther-

apy.

Charles E. Kossmann, M.D., Editor
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THE GIANT KILLERS

BY TOM D. THROCKMORTON, M.D.

When memory keeps me company, I some-

times see, through childhood’s eyes. Old Beecher’s

ironshod hooves striking sparks from the cold,

hard paving bricks of Main Street. Henry Ward
Beecher was grandfather’s faithful carriage horse.

As the short winter day deepened into night,

grandfather locked his roll-top desk, banked the

fire in the reception room stove and shrugged

himself into a voluminous horsehide overcoat.

He then topped himself off with a sealskin cap

and turned the big key in the front door of the

office. The sign said “Dr. Tom Morford Throck-

morton.” Scooping me up under one arm, he

mounted into the lurching buggy and tucked me
close beside him under a large buffalo robe. This

robe smelled not only of its original occupant,

but also of horse and dust, and that marvelously

complex smell of medicine. Old Beecher knew the

way home and took the last corner at a brisk

trot. His hoof beat rang out into the frosty air,

and the sight of those rhythmically swaying

haunches together with the scattering showers of

sparks held me spellbound.

Grandfather was a regulation, iron-clad,

copper-riveted, old-fashioned country doctor. He
practiced in a county seat town and knew every

soul and most of the animals within a radius of

fifteen miles. And that radius just about en-

compassed his lifetime. His lifetime spanned the

expansion of surgery from amputations to the

invasion of the abdominal cavity and the skull.

He saw the germ-theory developed and proved.

He owned one of the first microscopes in the

state: a wondrously glittering brass-barrelled

instrument prominently displayed beneath a glass

bell-jar—and seldom moved for actual use.

Dr. Throckmorton has received degrees from Drake

University, Northwestern University Medical School,

and the University of Minnesota. He has served as a

Fellow in Surgery at the Mayo Clinic, and as a member

of surgical, teaching and consulting staffs in a number

of hospitals. He presently practices general surgery in

Des Moines, Iowa.

This presentation was given in the Center for Con-

structive Alternatives seminar on nationalized health

care titled, “The Sound Body: An Apple-a-Day Di-

lemma.”

He compounded his own medicines, and proved

both the safety and palatability of each bottle by

shaking it briskly and then licking the cork.

He was stern but beloved by the community.

I have watched him hitch up a rig by lantern

light and drive from the shelter and wavering

shadows of the barn into the face of a dark, cold

March rain—without a grumble. He brought an

almost palpable sense of equanimity with him
into an anxious household, but little else. His

tools were pitifully inadequate to the task. I have

the old gentleman’s saddle bags, for he rode

horseback when the bottomless gumbo clay would

not tolerate a buggy during the spring thaw.

They contain a variety of powders, pills and

potions, but only three curative drugs: quinine,

digitalis and mercury. Nonetheless, he brought

almost a thousand babies into the world; he cut

and sutured when needed; he allayed symptoms

and fears alike. He treated patients, and God
healed them. Grandfather was a towering giant

in his community. At least half-a-hundred little

boys wanted to grow up and be like “old Doc”

—

a term of love and respect, never used to his face.

In 1875 grandfather swung off the Rock Island

and onto the station platform. Just graduated

from medical school in Philadelphia, he came

equipped with a sheepskin diploma, a set of

amputating knives in a teakwood case, and a full,

deep chestnut beard which he hoped would dis-

guise his youth and testify to his wisdom. When
he died in 1941, the Methodist church was filled

and his pallbearers were all old patients. Later,

when his will was probated and apportioned by

law, my share came to less than twenty dollars.

His accounts, kept in a flowing Spencerian

hand, reflected thousands of dollars in unpaid

receivables; yet, mankind was his business and

his charities were numerous. Grandfather must

have valued his charities, because he always kept

them well hidden.

I come from a family that has always believed

in giants. Many is the time I have heard father

and grandfather discussing their old professors:

the elder Gross and the younger Gross, W. W.
Keen and DeCosta. Their admiration for their

own giants was obvious. But I had my giants to

think about, for there were giants in those days

—
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men like grandfather and father. Father was a

towering figure. He used words like honor, forti-

tude, charity, integrity, responsibility, dedication

and love; these and many other such terms, now

rusty with disuse, seemed to carry very specific

meanings for him.

Father was a tremendously capable physician:

general practitioner, scientist, neurologist, pro-

fessor, and finally one of the original diplomates

of the American Board of Neurology and Psy-

chiatry.

Father didn’t have the horse and buggy prob-

lem, but on many a fine brisk sub-zero morning

I have watched him pour a tea kettle of hot

water over the manifold and carburetor of his

Model T Ford car before old Tin Lizzie would

shake herself into life. And father had some real

tools with which to work: clinical laboratory tests

were burgeoning, electrocardiography was a new

fad, x-rays were increasingly reliable, and truly

potent drugs such as arsphenamine and salvarsan

became available. He was chief-of-staff at his

hospital, was the secretary of the Iowa State

Medical Society for many years, and declined an

opportunity to be vice-president of the A.M.A.

He was an establishment man—and he was his

own man. I worked in the same office with him

for eighteen years. We never had a harsh word;

we truly admired each other. When father died,

his funeral cortege was enormous. The news-

paper ran a lengthy editorial captioned “The

Beloved Physician.” His passing was swift. He
had been a frugal man, had educated four sons,

and his top income for any year had been less

than $20,000.

Giants hke those two great men, father and

grandfather, are now seldom seen. Somehow
when the old giants left the stage and disappeared

into the wings of obscurity, their places were

taken by men of lesser caliber; men frustrated

by their roles, men so enmeshed in details that

the thread of the plot seemed lost, and men who
seemed to take a lesser pleasure in their work.

Here and there a delightful anachronism does

still exist, but by and large the old medical giants

have vanished from the scene. Let us see if the

causes of their disappearance can be found.

Specialization

As a beautiful woman is all things to all men,

so the old doctor represented all of medicine to

the patient. Then, the surgeon came along. His

mechanical wizardry made him an adept in one
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area. The medical doctor and the surgeon tended

toward a high regard for each other, and co-

operation was the rule between them. They
needed each other.

Then came the pediatrician who suffered the

little children to come unto him, up to and in-

cluding age sixteen. When mother had taken

Junior to a “baby specialist” she could not very

well go back to the old family doctor for the

delivery of her next child, so the obstetrician

was created. From the obstetrician came the

gynecologist, who had especial knowledge of

female problems. And then the office gynecologist

and the gynecological surgeon. And finally the

gynecologic oncologist, and deals only with the

treatment of certain tumors occurring in women.
These are obvious examples of the splintering

of medical practice into bits and pieces. Obvi-

ously, the old giant who treated people has been

replaced by a horde of well-trained experts who
treat certain sexes, or ages, or organs, or regions

of the body, or diseases, or whose treatment is

limited to a single modality. The fragmentation

of the patient into piecemeal components made
most of the great old medical giants superfluous.

They were accustomed to treating whole patients,

who were sick.

New techniques, new modalities of treatment,

and new knowledge were expensive. Elegant

medical measures required the exotic setting of a

hospital. Medical costs increased. More and more

patients got well in shorter and shorter periods

of time, but at greater expense. To be sure, the

patient was returned to his job or his family in

fewer days than before, but at greater initial cost.

The principles of insurance offered a welcome

solution to the problem. It is possible to calculate

the risk of recurrent but unforeseen events and

spread the cost over a wide base. Medical and

hospital insurance were born. These were in-

demnity plans; they paid scheduled amounts for

certain things, and the patient so protected did

not usually expect the payments to cover the

entire cost of his illness. Some of these policies

paid only if struck by lightning on a clear day;

others paid fairly satisfactory amounts, depend-

ing upon what the patient bought.

“Full Medical Coverage”

The hospitals, whose accounts receivable were

sometimes staggering, fashioned Blue Cross.

Hospital Service, Inc. told patients that they

deserved to have their hospital bills paid in full
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at the time of discharge. To do so merely re-

quired a larger premium and a little actuarial

legerdemain. Blue Cross soon found a short cut

in adding up and paying citizen John Doe’s bill.

The hospital costs per bed per day were easily

calculated. Instead of paying Mr. Doe’s actual

costs, Blue Cross found it simpler to reimburse

the hospital on a cost per bed per day formula

—

with an added 5 percent for good behavior.

Thus, America’s hospitals were soon operating

as cost-plus corporations. This is the least ef-

ficient method of administration with which I am
famihar. It pays a premium for inefficiency and

makes for the willy-nilly expansion of facilities

and services beyond need or demand. Everyone

went to the hospital—first class.

The doctors did not lag far behind. We in-

vented Blue Shield. This concept was quite dif-

ferent. It guaranteed the full payment of those

medical services, rendered in an accredited hos-

pital, according to a fee schedule if the patient’s

income was below a certain level. If the income

was above this amount, the payments served as

an indemnity toward the physician’s customary

fees. This scheme guaranteed the physician’s

charity to the shorn lamb, but otherwise paid

but a portion of his usual charges. The kindly

old medical giant, still reeling from the inroads

of the specialists, found himself enmeshed in fee

schedules and knee deep in paper work.

Big Business and Big Labor

About this time society developed a new, ex-

cruciating pain in the pocket nerve—it was being

repeatedly stimulated by something called “in-

come tax.” The laboring man resented leaving

a portion of his pay check with his employer

each week to apply on his federal income tax.

Both labor and management began a keen search

for “fringe benefits”; i.e., a payment to the em-

ployee in tax exempt goods or services. It didn’t

take long to zero in on health care as such a

foolproof “tax deduct.” And so, physicians

quickly found themselves the object of barter

between labor and management. Health care,

through insurance, became a fringe benefit. The

bartering was brisk over the services of phy-

sicians, who seemingly could do little about it.

And if the insurance provisions were not ade-

quate, the onus somehow or other always fell

upon the doctor—never upon the provision of

inadequate coverage. The poor old giant, wading

in a deepening morass of paper, found himself

venial and avaricious if he did not respond to

union demands or corporate fee schedules.

The Progressive Education of Medicine

During these times a thing called “progressive

education” happened. This was the system in

which no one failed. It was wrong to confront

a student with his inadequacies (although none

knew them better than he); and it was a definite

“no no” to imply that all of God’s children

might not be of equal potential. Therefore, the

application of a “means test” to medical in-

surance suddenly became a degrading criterion.

No one should be forced to regard himself as a

recipient of charity—not even a little bit of char-

ity. Everyone should be allowed to stand straight

and tall in his own eyes, and have his medical

bills paid in full by some sort of socio-economic

magic. The old doctor was told his charities were

neither desirable nor needed; a strict adherence

to a multitude of fee schedules and the employ-

ment of another person to expedite his ofiice

paper work would assure the old giant of a proper

star in his crown.

The Middlemen

Haven’t you noticed the burgeoning of a horde

of people who feel their lot in life is to package,

wrap and sell? “They toil not; neither do they

spin.” This I call the Saran Wrap and Scotch

Tape crowd. They are utterly unproductive. They

never produce a marketable service or make a

real thing. Yet, somehow or other, they feel a

divine right to help you package and distribute

your services or the product of your labor. Their

pitch goes something like this: “Doctor, the

techniques you have mastered and the invaluable

services you perform are the products of an

intensive scientific education and experience.

Such an education, though to be admired, is a

narrow thing at best and really does not fit you

to distribute its benefits to a suffering and im-

ploring humanity. Please continue your work and

your self-discipline and turn the druggery of your

work and the problems of its distribution over

to us. We understand those other laws of supply

and demand. Let us light the darkest corner of

the deepest ghetto with the hope—nay the reah-

zation—of proper medical care.”

The government is literally teeming with these

httle people who are utterly unproductive, but

who feel compelled to process, wrap and dis-

•tribute your thing—in this case medical care.
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For thirty years these little people have been

swarming annually, like termites; since all lesser

measures have failed, they say, the provision and

distribution of medical care by the government

is the only remaining answer.

These little people change their cutting edge

from time to time: from Murray-Wagner and

Dingel to Edward Kennedy and Rogers. But the

thrust always remains the same. They claim that

private enterprise has failed miserably to answer

the health needs of our country; big government

must step in and order our lives—healthy, happy

lives—from womb to tomb.

These “wrappers and distributors” have been

at it for a long, long time. Let’s look at their

record. The United States mail! Need I say more?

Years ago a penny postcard written and posted

by 9 a.m. in Des Moines was delivered across

town by 1 p.m. Now, a ten-cent first-class letter

may take three days—or it may not arrive at all.

[Ed. note. Since this presentation was given, the

rate has risen to thirteen cents.] How would you

like to turn your health needs over to Amtrak

—

or to the National Park Reservation Service? Ask

yourself if you are ready to apply the know-how

of Social Security to your health care. A bank-

rupt Social Security! A Social Security dependent

upon tomorrow’s taxes for yesterday’s promises.

Perhaps we should have the Pentagon conducting

the bidding and purchasing of medical supplies

and facilities.

It must be clear by now that a consortium

of little faceless people is determined to help you

run your business more effectively, with you as

the fall guy when your own house tumbles about

your ears—tumbling after they have shifted its

foundations and removed the rafters as unneces-

sary and expensive items.

The old medical giant today would be as help-

less as a beached whale. The faceless Saran Wrap
and Scotch Tape crowd has belittled and de-

graded his chief stock in trade—a magnificent

individuality.

Alas, the Virtuoso

In the scheme of fee schedules, somehow or

other the virtuoso has been ignored. There are

obviously virtuosi of the theater and stage and

gallery; and there are virtuoso performances given

daily in operating theaters, sick rooms and lab-

oratories. You and I would never confuse the

exploding colors of a Van Gogh or the delicate

brush strokes of a Monet with one of those
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rectilinear daubs sometimes labeled “modern

art.” A cadenza ripped from the piano by a

Horowitz cannot be equated with “Peter, Peter,

Pumpkin-eater”—even though they both use the

black and white keys. The same differentiation

is true in medicine, A tremendous, lifesaving im-

provisation by a master surgeon must somehow
be reduced to a code number which fits into a fee

schedule so that the computer will not be con-

fused. A masterpiece of surgery or diagnosis must

necessarily be equated with the tentative, hopeful

efforts of the youngest tyro. I believe this im-

personal measure of ability has been the spade

which has beaten down the last clods on the

graves of the old medical giants. True, they were

all human; but some of their efforts were truly

superhuman.

Thus, the great old medical giants are gone

—

gradually killed by forgetfulness and by all those

things that have made today what it is; new

science, new social pressures, the mixing and

friction of social strata, the cry of the middle-

man that “I am my brother’s keeper” (and I

know what he needs, even if he doesn’t), and

finally, a submission to mediocrity because it

colors all of us gray.

The story of American medicine is the story

of America. We are allowing our socialistic

elements, who have repeatedly failed to cope,

to blame us for their failures! To be sure,

medical care in the ghetto is unsatisfactory. The

answer is not to prostitute medicine into a cheap,

over-the-counter remedy. The answer is to do

away with the ghetto. This is not a medical

problem; this is a social problem. Medicine can-

not solve the predicament of the small town,

the agricultural community, the growing diffi-

culties of transportation, the agonies of racial

strife, unemployment waste or war. You need

but right the social and economic wrongs and

you will find American medicine able to cope

with the problems of American health. America’s

health problems are not going to be remedied

by a grandiose plan which sprinkles physicians,

like indentured servants, about the country. Nor

will these problems be solved by creating a medi-

cal juggernaut into which the sick are funneled

for a computerized evaluation and treatment by

the numbers.

The real problems of American medicine are a

sickening government, an ailing economy, a satis-

faction with mediocrity and a frightened group of

little people who have gotten all of us into these
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difficulties, and are nervously waiting for a hand

on their lapels to lead them back to stability and

to sanity.

My greatest fear is that the people of our

country will not recognize this situation for what

it is. The times are out of joint—the cart is truly

before the horse. Our medical care system is

distorted and torn by the very economic system

which malfunctions when confronted by social

injustice and excesses, from whatever source. I

fear the next step may be fatal to American

medicine: a well-meaning but inept attempt to

correct social ills by a re-ordering of the structure

of medical care into a national health care plan.

Such a distortion is unthinkable and yet it is pro-

posed. An attempt, utterly mad, is being made

to place American medicine as the entering wedge

of a new socialism. The currently proposed na-

tional health schemes are like grandfather’s

saddle bags; there is scarcely a thing in them to

influence the grave, underlying maladies which

disrupt America.

Despite grandfather’s attributes, no one wants

to return to bedside medicine. No one with

lobar pneumonia would trade a massive dose

of penicillin for grandfather’s calm, bearded face

leaning over the bed. And yet, realizing the

course that American medicine has been forced

to take, I think few of us would want to turn it

over to the Postal Service or Amtrak for re-

evaluation and distribution. Our government for

many years has spent well beyond its means.

It has maintained a standard of living that has

been the envy of all nations, until they discovered

our inability to cope with our own debt. And
now, universal health care is proposed, a medical

care that “costs us practically nothing,” since it is

to be paid for by the government. In closing, let

me recall an oft-repeated adage of my father:

“There is no such thing as a free lunch.”

Reprinted from Imprimis, the Journal from the Center

for Constructive Alternatives, Hillsdale College, Hills-

dale, Michigan 49242 Vol. 5, No. 2, February 1976.

Hillsdale College is marked by its strong independence

and its emphasis on academic excellence. It holds that

the traditional values of Western civilization, especially

including the free society of responsible individuals, are

worthy of defense. In maintaining these values, the col-

lege has remained independent throughout its 131 years,

neither soliciting nor accepting government funding for

its operations.

^ ^ ^

I THINK GO\ue To MARRVIN6- A VOCroR.'''
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Detection of Thymoma by 75Selenomethionine Scan

This 51 -year-old male was admitted for in-

vestigation of a gradually enlarging mass in the

anterior mediastinum. During the prior 6 months,

he developed a severe anemia with a hematocrit of

22 percent, a hemoglobin of 7.7 gram percent

and a RBC mass of 555 cc (expected 1670 cc).

The plasma ^^Fe clearance was 740 minutes

(normal 80 minutes), the ^^Fe incorporation rate

was 1.1 percent at 7 days (normal 85%). The

^^Cr RBC survival was normal. The slow iron

clearance and poor incorporation of iron in pe-

ripheral red cells were diagnostic of red cell

aplasia. A bone marrow aspirate showed a normal

number of megakaryocytes and white cell pre-

cursors, but very few erythroblasts. Transfusions

Figure 1 : 75 Selenomethionine scan.

V= Sternal notch;

X= Mediastinal mass.

From the Department of Nuclear Medicine and

Ultrasound, Park View Hospital, Nashville, Tennessee

37203.
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of packed red cells were required every 4-6 weeks

to maintain a hematocrit of 20 to 30 percent.

Physical examination on admission revealed

a pale chronically ill man who was dyspneic on

mild exertion. No thyroid tissue or cervical nodes

were palpable. There were numerous crepitant

rales over both lung fields. No signs of myasthenia

gravis were elicited.

The patient was given 250 microcuries of '^®Se-

selenomethionine intravenously and scans were

made of the mediastinum at 4 and 24 hours. All

images showed unequivocal uptake of selenome-

thionine in the mediastinal mass (Figure 1).

Three weeks later a 3 mCi dose of ®^Ga-gallium

Figure 2: 67 Gallium citrate scan.

V= Sternal notch;

X= Mediastinal mass.

citrate was administered intravenously. Early and

delayed scans showed no uptake of ^'^Gallium in

the mass (Figure 2).

continued on page 867
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IONIZED CALCIUM

Physiology

Normally serum calcium concentration varies

from 9.0 to 10.4 mg/dl (4.5 to 5.2 mEq/L).

Serum calcium is present in three forms:

(1) Bound to serum proteins, particularly

albumin (45 percent or 2.2 mEq/L).

(2) Complexed with citrate, phosphate, bi-

carbonate and sulfate (5 percent or 0.2

to 0.3 mEq/L).

(3) Ionized or free form (50 percent or 2.3

to 2.4 mEq/L).

It is generally accepted that ionized calcium is

the major physiologically active form in the body.

Ionized calcium is important in osteogenesis and

osteolysis, nerve conduction, muscle contraction,

cardiac conduction and contraction, cerebral

and renal tubular functions, intestinal secretion

and absorption, blood coagulation, membrane and

capillary permeability, enzyme activation and

hormonal release (parathyroid hormone and cal-

citonin) .

Since approximately 45 per cent of the total

serum calcium concentration is bound to proteins,

adequate interpretation of this measurement must

consider serum protein concentration. In healthy

individuals there is an excellent correlation be-

tween the determined and the calculated ionized

calcium value derived from serum total protein

and total calcium. However, blood pH must be

considered when interpreting ionized calcium

concentration since blood pH controls calcium

fraction concentration. For instance, acidosis pro-

motes an increase in ionized calcium whereas

alkalosis causes a decrease. Thus, interpretation

of a serum total calcium concentration must be

related to serum proteins. Likewise, interpretation

of serum ionized calcium concentration must take

into account the acid-base status of the patient.

Measurements of serum ionized calcium are

From the Departments of Pathology and Pediatrics,

University of Tennessee Center for the Health Sciences,

and Le Bonheur Children’s Hospital, Memphis, Ten-

nessee.

useful in many diseases including metastatic bone
carcinoma, bone dysplasia, cardiac dysrhythmias,

and in the diagnosis of hypoparathyroidism and

hyperparathyroidism. Accuracy and precision of

serum ionized calcium determination are impor-

tant in the detection of parathyroid diseases in

patients having normal total calcium concentra-

tion. Except in advanced renal failure, an eleva-

tion of ionized calcium is always present in pa-

tients with hyperparathyroidism secondary to an

adenoma, hyperplasia or carcinoma. Similarly,

decreased ionized calcium is present in patients

with hypoparathyroidism. Thus, ionized calcium

determination not only can rapidly differentiate

hypocalcemic and hypercalcemic states, but also

may provide significant additional information in

the diagnosis of parathyroid abnormalities, espe-

cially when abnormal calcium concentrations as

determined by other methods are borderline.

Methodology

At the present time, the best system for the

ionized calcium determination is potentiometric

using an ion-specific electrode. This method is

sensitive and reproducible. Serum is the preferred

biological fluid since anticoagulants and pH
affect the ratio of ionized to protein-bound and

complexed calcium. Storing the unseparated

serum at 4°C for two days does not significantly

alter the ionized calcium value.

When serum samples are pumped through the

specific electrode a millivolt potential develops.

This millivolt potential is plotted on two-cycle,

semilogarithmic graph paper, and values from

patient samples are read against the curve of

standard calcium solutions.

Normal Values

The normal range of ionized serum calcium

varies from laboratory to laboratory, but the

reported values are similar. There is no signifi-

cant difference for adults, children and infants.

Most of the published normal values fall in the

range of 2.22 ± 0.12 mEq/L.

C. Sotelo-Avila, M.D. and W. M. Gooch, III, M.D.
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CuE
The patient for presentation is a sixty-year-

old white female with recent onset of extremity

weakness and personality changes. Please ex-

amine Figs. 1 and 2 and choose the correct diag-

nosis before reading the answer and discussion.

( 1 ) Four ventricular obstruction

(2) Communicating hydrocephalus

(3) Aqueductal Stenosis

(4) Obstruction of the third ventricle

col #6011

UlOflMMlIll

Fig. 1.

DISCUSSION: Note in Fig. 1 that the fourth

ventricle is visible in the form of the triangular

radiolucency in the midline posteriorly. It is

normal in size and postion. In Fig 2 the lateral

and third ventricles are enlarged. An obstruction

is therefore present between the third and fourth

ventricles (e.g. the aqueduct of Sylvius). No
tumor was demonstrable on scans following in-

fusion with contrast material, so the diagnosis is

benign aqueductal stenosis probably secondary to

inflammatory changes.

From the Baptist Memorial Hospital, Memphis,

Tennessee 38146.

Fig. 2.

Since the fourth ventricle is visible and normal,

obstruction here can be excluded. Obstruction of

the third ventricle is not the diagnosis because

the third ventricle is readily visible and is dilated.

In communicating hydrocephalus, no obstruction

is present within the ventricular system, so one

can expect all four ventricles to be dilated.

C.A.T. scanning is possibly at its most useful

in evaluating hydrocephalus, as one can usually

provide a relatively specific diagnosis. For pur-

poses of discussion, I am presenting the follow-

ing classification of hydrocephalus:

I. HYPERTENSIVE
(a) Ventricular obstruction

( 1 ) Third ventricular obstruction

(2) Aqueductal stenosis

(3) Eourth ventricular obstruction

(b) Non-ventricular obstruction (also called meta-

ventricular obstruction or communicating hydro-

cephalus) .

II. NORMOTENSIVE (Metaventricular obstruction

without elevated CSF pressure)

(a) Convexity block

(b) Idiopathic

Obstruction of the third ventricle is usually

caused by a tumor growing into it and can

usually be readily diagnosed on CAT scans fol-

lowing infusion with contrast material. Aqueduc-

talstenoses may be produced by tumor growing

866 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



into the aqueduct, but it may also be obstructed

congenitally or as the result of post inflammatory

changes. Again, CAT scanning which includes

studies before and after the infusion of contrast

material will usually differentiate between these

possibilities (e.g., tumor invading the aqueduct

will be demonstrable when it opacifies with con-

trast material). Obstruction of the fourth ven-

tricle is usually congentital in origin, (Arnold

Chairi malformation or atresia of foramina of

Luscha and Magendie), but may be acquired

following intracranial infection. This form of

hydrocephalus is also easily diagnosed by CAT
scanning.^

When CSF pressure is elevated and no obstruc-

tion of the ventricles is demonstrable (e.g., all

ventricles are enlarged), either obstruction is

present outside of the ventricular system prevent-

ing CSF from reaching the arachnoid granula-

tions do not absorb CSF once it reaches them.

This hypertensive form of hydrocephalus is also

called communicating hydrocephalus and is prob-

ably caused by infection or hemorrhage which

has resulted in scarring within the subarachnoid

spaces or arachnoid granulations.^

Normotensive hydrocephalus, either in the

presence of compression of the sulci for reasons

that are at present unknown (convexity block),

or idiopathic hydrocephalus in which the sulci

are normal or enlarged (caused by atrophy of

the brain) are other forms of hydrocephalus.

The sulci can be evaluated quite adequately on

CAT scans, of course, so this type of hydro-

cephalus is readily diagnosable with CAT scan-

ning and CSF pressure measurements.

In patients with no obstruction of the ventric-

ular system, radionuclide cysternography may be

of benefit in helping to establish the diagnosis.

The radionuclide does not egress from the dilated

ventricles into the subarachnoid spaces over a

24-72 hour span and is not absorbed by the

arachnoid granulations to be returned to the

circulation.

In summary: CAT scans are invaluable in

evaluating patients with hydrocephalus and usu-

ally provides a specific diagnosis. Radionuclide

cysternography may provide helpful information

toward reaching a diagnosis and pneumoenceph-

alography or ventriculography is seldom neces-

sary in evaluating these patients.

ANSWER: Aqueductal Stenosis

Stephen Gammill, M.D.

References

1. New, PFJ, Scott, WR: Computed Tomography of

the Brain and Orbit, pp. 369-383. Baltimore, Williams

and Wilkins, 1975.

2. Tavaras, JM, Wood, EH: Diagnostic Neuroradi-

ology. pp. 381-398. Baltimore, Williams and Wilkins,

1976.

Topics . . .

continued from page 864

At surgery an encapsulated mass located in the

superior mediastinum was removed. Histologic

diagnosis of the mass was lymphoc)d;ic thymoma.

Postoperatively the patient recovered well, with

a rising reticulocyte count and gradual increase

in hematocrit to 45 percent by the tenth week.

Selective uptake of ^®Se-selenomethionine has

been reported in malignant and benign thymoma.

Malignant thymomas have also been demon-

strated by ®^Ga-gallium citrate scans. This patient

demonstrated selective uptake of '‘“Se-selenome-

thionine in a benign thymoma with no uptake of

®^Ga-gallium citrate.

Thymoma in association with pure red cell

aplasia is well documented in the literature. In

addition, thymomas have occasionally been found

in patients with pancytopenia, Hashimoto’s thy-

roiditis, malabsorption, pernicious anemia, hypo-

gammaglobulinemia, myasthenia gravis and other

apparent auto-immune phenomena. The use of

"^Se-selenomethionine scanning may be a useful

adjunct in the preoperative assessment of sus-

pected thymomas.
Peggy A. Domstad, M.D.
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Program Evaluation

The Tennessee Department of Mental Health

and Mental Retardation is responsible for devel-

oping and operating a system of mental health

and developmental services for the citizens of

Tennessee, The philosophy of the Department is

consonant with the philosophy and standards of

the National Institute of Mental Health as well

as the accreditation standards of the Joint Com-
mission on Accreditation of Hospitals.

We in the Department of Mental Health and

Mental Retardation are aware that a mental

health system which attempts to meet the mental

health needs of individuals and communities must

not depend solely on such concepts as episode of

illness, cure, and discharge. Therefore, in order to

be responsive to the people of Tennessee, we are

developing a system of mental health services

which is based on a continuing analysis of needs

and which is delivered to people with the least

amount of social control, with maximum respect

for human rights, and the least amount of service

necessary to maintain the maximum level of sta-

bilization. We expect that each individual who
receives mental health services will have every

possibility and opportunity for normal life experi-

ence and be able to maintain the greatest level of

role performance.

In an effort to develop and support compre-

hensive mental health care in each of the catch-

ment areas of the State, and with limited funds

to accomplish the task initially, we are depending

upon a research and evaluation program to con-

tinuously interact with the entire system to in-

crease its capacity to respond. Our evaluation

program within the Department will evaluate

service utilization, outcome effectiveness and will

provide other information so that the service sys-

tem will be dynamic, constantly seeking to rebal-

ance itself according to outcome feedback.

Our Program Evaluation Section is one part of

the total management information system of the

Department. With a limited staff and an ambi-

tious assignment, the Section has constructed a

program evaluation program for the Department.

Initially, only compliance with governmental

standards and requirements were evaluated; and,
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for a period, program evaluation was combined

with a fiscal audit providing a more comprehen-

sive description of program compliance.

The next developmental phase will be con-

cerned with assisting the various program com-

ponents supported by the Department to evaluate

program outcome giving consideration to cost

effectiveness. At this point the role of program

evaluation will be to “evaluate the evaluations”

accomplished by the Program Directors. This ap-

proach to evaluation will assist the Mental Health

Centers to be in compliance with PL 94-63, the

Community Mental Health Centers Amendments

of 1975. This act explicitly requires Community

Mental Health Centers to conduct program evalu-

ation. The legislation stipulates that Centers will

allocate not less than 2% of their previous year’s

operating budgets to conducting program evalua-

ation and mandates three general types of evalu-

ation;

1. Internal Self-evaluation

PL 94-63 requires that each Comprehensive Mental

Health Center develop, compile, evaluate and re-

port to the Secretary of HEW statistics and other

information relating to the cost of the Center’s op-

eration, patterns of use of its services, accessibility

of its services, and the impact of its services on

the residents of the catchment area.

2. Quality Assurance of Clinical Services

Each Comprehensive Mental Health Center is to

establish an ongoing quality assurance program

including utilization and peer review with respect to

the clinical services of the Center,

3. Public Services Accountability

It is required that each Comprehensive Mental

Health Center consult with residents of their own

catchment area so as to make their reaction a

part of the evaluation program of the Center.

More specifically, the Program Evaluation Sec-

tion of the Department of Mental Health and

Mental Retardation will evaluate the adequacy

of their: (1) management information system,

(2) evaluative information including cost of Cen-

ter operations, patterns of service, availability

and accessibility of service, impact of service

(outcome), effectiveness of consultation and edu-

cation services, and the impact of the Center on

reducing inappropriate State Mental Hospital

continued on page 870
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Swine Flu Immunization Program

The first part of October, 1976, after much

delay at the national level, saw the beginning of

the Swine Flu Immunization Program in Ten-

nessee. The vaccine arrived and will continue to

arrive at the state health department in limited

quantities. From there it is immediately shipped

to the regional and the county health depart-

ments.

The vaccine shipments that arrived in the state

during October were far below expected amounts,

causing postponement or cancellation of many
planned county health department mass immuni-

zation clinics. Because the vaccine will probably

continue to arrive in small amounts private physi-

cian and institutional vaccine requests should be

in amounts based upon minimum short term

usage requirements in order that future immedi-

ate needs can be met.

Following is an update of several important

changes in the Swine Flu Vaccination Program

in Tennessee:

(1) Vaccine Usage

After reviewing the expected Bivalent vaccine

supply and what is being given, the Tennessee

State Health Department was able to make a

change in the age criteria for use of Bivalent

flu vaccine. In late October the recommendation

was made that Bivalent vaccine be given to

persons 55 years of age and older. There should

be no reimmunizing of those 55-64 years of age

who already received Monovalent Swine Flu

vaccine. A complete schedule of influenza Im-

munization Recommendations follows this article.

Individuals 18-24 years of age should receive

whole virus flu vaccine (made by Merck, Sharp

and Dohme and Merrell-National)

.

All of the whole virus Bivalent Vaccine was re-

ceived in the first shipments of vaccine and more
will not be available later. Since this is the

vaccine recommended for the 18-24 year old

high risk patient, some of your early supplies

of whole virus Bivalent Vaccine should be re-

served to cover this segment of the population

throughout the program.

Whole virus Monovalent Vaccine is to be used

for the general population 18-24 years of age.

Supplies of this product should be available

throughout the program so that' reserves from

early shipments need not be maintained.

(2) Adverse Reactions

Whenever a physician or institution becomes

aware of an adverse reaction to the Swine Flu

vaccine in a patient, it should be reported, pref-

erably via telephone, as soon as possible to

the flu coordinator at the county health depart-

ment. The health department is required to com-

plete a questionnaire on each adverse reaction;

the report is then sent to the state health de-

partment where further analysis is made. To be

considered an adverse reaction, the patient must

have been ill enough to require hospitalization,

or ill enough to require bed care and an out-

patient visit to a public or private health facility.

Deaths and heart attacks soon after vaccination

are being closely watched at the state and na-

tional level. Regardless of being unrelated to

immunization, any death or heart attack occur-

ring in a patient within seven days of swine flu

vaccination should be reported by the physician

or institution through the same channels as men-

tioned previously.

Any death that occurs within 48 hours of vacci-

nation should be immediately phoned into the

state health department by the reporting county

health department. Also, a copy of the death

certificate, consent form and autopsy report,

if any, will be requested by the local health

department and forwarded to the state on persons

whose deaths occurred within 48 hours after

vaccination.

(3) Clinic Procedures

Vaccine recipients 18-24 years of age must be

told that a second dose of vaccine may be rec-

ommended for them at a later date. The Center

for Disease Control is requiring us to inform

recipients verbally and by a “prominently placed

poster.” This would be a good procedure for

private physicians also.

High-risk patients 3-17 years of age should be

given an appointment for the second flu immuni-

zation.

(4) Liability

In early August the President signed Public Law
94-380 which provided for the federal govern-

ment to assume liability risks associated with the

Swine Flu vaccine program for program par-

ticipants who meet necessary standards.

The law was effective September 30, 1976. A
physician treating a patient in the course of a

normal doctor/patient relationship must use the

consent form procedure and dispense with any

charge in order to be protected by this statute.

The provisions in the original law which allowed

for an administration charge to be made for the

vaccine, are no longer operational, if you wish

this liability protection.

If you elect to make a charge for vaccine ad-
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ministration you are still covered for liability

related to that administration under your in-

surance coverage from State Volunteer Mutual

Insurance Company, according to correspondence

received from an official of the insurance com-

pany. The following is a paragraph taken from

Richardson, Vice President for Claims.

“Our policy covers our insureds for their legal

liability arising out of the rendering or failure

to render professional services. This would in-

clude Swine Flu immunization injections to the

same extent that it would any other professional

a letter to our department from Mr. J. C. service covered.”

Recommended Schedule for Influenza Immunization

October, 1976

AGE GENERAL POPULATION PERSONS AT HIGH RISK

0-2 No Recommendation No Recommendation

3-17 No Recommendation yet 2 doses “split virus” bivalent A vaccine 4 weeks
monovalent B vaccine as per package circular

18-24 1 dose "whole virus” monovalent

A vaccine

1 dose “whole virus” bivalent

1 dose monovalent B vaccine

A vaccine

25-54 1 dose monovalent A vaccine 1 dose bivalent A vaccine

1 dose monovalent B vaccine

55 and over 1 dose bivalent A vaccine

1 dose monovalent B vaccine

1 dose bivalent A vaccine

1 dose monovalent B vaccine

Notes:

1. 1 dose = 0.5 ml. of vaccine

2. Monovalent vaccine—200 cca/0.5 ml. of A/New Jersey/76

3. Bivalent vaccine— (200 cca/0.5 ml. of A/ New Jersey /76)

(200 cca/0.5 ml. of A/ Victoria /75)

4. "Split Virus” vaccine—Subvirion vaccine produced by Parke-Davis and Wyeth

5. “Whole virus” vaccine—Whole virion vaccine produced by Merck, Sharp and Dohme and

Merrell-National

6. High Risk:

Those children and adults with the following chronic conditions:

(1) Chronic bronchopulmonary disease such as asthma and cystic fibrosis;

(2) heart disease;

(3) chronic renal disease;

(4) diabetes and other chronic metabolic diseases;

(5) chronic neuromuscular disorders;

(6) malignancies and immunodeficient states and

(7) Persons 65 years of age and older.

^ ^ ^

Dept, of Mental Health . . .

continued from page 868

care for catchment area residents, (3) catchment

area review, (4) expenditures for evaluation,

and (5) the presence and adequacy of the 12

required mental health services which should be

provided by a Comprehensive Mental Health

Center.

The statement of philosophy which underlies

the standards prepared by the Joint Commission

on Accreditation of Hospitals points out that,

“New, responsive systems seldom evolve naturally

from existing and established systems. The nor-

mal lag between implementation of new knowl-
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edge from research to current practice, as well

as the select program interests of those who usu-

ally control program planning and development,

combine to hinder any widespread spontaneous

rebalancing of services and deployment of man-

power. This natural pattern calls for the establish-

ment of a general set of benchmarks to guide

program planners in their implementing an open

and responsive Mental Health System.”

It is the purpose of the Program Evaluation

Section, consistent with the above philosophy, to

provide for the Department evaluative informa-

tion so that resources can be deployed in a man-

ner that will maximally benefit the people of

Tennessee.
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C. Gordon Peerman, Jr.
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Service — The Professional Meaning

Service is that which the medical profession owes to the community.

Albert Schweitzer said, “The one thing that matters is that each shall value

that which he possesses as something with which he expects to serve.”

The word “service” has been seized upon by governments, corporations,

foundations and many other organizations in modern society to project a

satisfactory or self-serving image. In fact, millions of dollars are spent in

television and other media advertisements to convince the public of their

good intentions and service orientation. In no little way this demeans the

word service today.

“Denuciation of thinking is an admission of spiritual bankruptcy,”

according to Albert Schweitzer. In combining these two convictions of

Schweitzer, if we take his advice, we must give serious thought to service in

our lives. He undoubtedly felt that the medical profession provided his

greatest vehicle for service in the world. He had already achieved success

as a musician and theologian, but moved on to medicine. He then chose

the African wilderness as the location where his service would be most

meaningful.

The medical profession also offers each of us many avenues of service.

Because of our tradition of service to the world, we do not have to enter into

a multi-million dollar advertising campaign to make us appear service

oriented. We need merely to periodically examine our lives so that our

service can be increasingly more meaningful to those we strive to serve.

As we approach the traditional holiday season in our country, it is

appropriate to give thought to our lives as they affect others. Albert

Schweitzer said, “Open your eyes and look for a human being or some work

devoted to human welfare which needs a little time or friendliness, a little

compassion, or sociability, or work.”

It is with these thoughts that I send you best wishes for the holiday

season and a New Year of satisfying service to your community.

Sincerely,

PRESIDENT
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Peace on Earth!

One evening a while back I was entertained by

way of “The Tube” and PBS by the Boston Sym-

phony Orchestra, Seiji Ozawa conducting, in a

performance of Ravel’s Daphnis et Chloe. I’m

sure I had a better view in full color of Mr.

Ozawa and the orchestra than most if not all the

patrons in attendance, and the sound, while not

stereo hi-fi, wasn’t bad.

Lacking a few months, it is just 50 years since

the first sound motion picture, or “talkie,” hit

the road, and it probably took a few more months

for it to get to Chattanooga, but one of my most

vivid childhood recollections is being taken by

my father to the Tivoli Theatre to see A1 Jolson
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in The Jazz Singer. I was maybe 7 years old by

then. The sound for that film was reproduced on

phonograph records, synchronized with the film,

but very soon the sound was on the film itself,

and within five years the screens were filled with

Hollywood musical extravaganzas. In a few more

years they were in color.

The most impressive thing is the rapidity with

which all this occurred once it got going. As a

college freshman I saw TV demonstrated as a

curiosity at the 1938 New York World’s Fair.

Nobody, or at least almost nobody, thought TV
would ever be practical. In 1947, when I arrived

in New York after an extended European tour,

courtesy of my Uncle Sam, I found TV a reality.

A set was suspended in a corner of a bar, just as

now. Ten years later there was color—not good,

but color—and in 10 more years everything was

on tape, and black and white was awfully old-

fashioned. Then came satellite direct transmis-

sion—the 1972 Winter Olympics all the way

from Sapporo, Japan, at odd hours for us.

We can be almost anywhere on earth within a

day, and work has started on the first space bus.

Now they’re talking about space stations to re-

lieve our crowded “Space Ship Earth.” It has also

been 50 years since Charles Lindbergh became

the first man to fly solo across the Atlantic, and

it took only 30 or so more years for John Glenn

to solo around the world in space. Less than 100

years after the advent of scientific medicine we

are transplanting hearts. Information and tech-

nological know-how increase geometrically. We
have come so far so fast it is easy to get lulled

into a sense of accomplishment.

For 2,000 years mankind has lived in the

presence of the one who gave us the perfect pat-

tern for living with one another. Lest we become

too pleased with ourselves, we need to examine

our record of living in the light we have been

given. In the past half-century the world has had

Hitler, Stalin, Viet Nam, the Gulag. We live in

this country in the shadow of Watergate, presi-

dential assassinations, the Manson crowd, the

drug culture and rampant crime. The list could

go on and on, but it would be only to pile up

statistics. The point is made.

It is popular at Christmas-time to talk of peace

on earth, good will toward men. It is a time for

basking in our own accomplishments, for eating

and drinking and being merry—and, if we have

time, for giving God a tip. But when the fog

clears, the cold light of truth shows only one
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crisis after another in human relations—individ-

ual, group and government—here and abroad.

The Bible has a good deal to say about those

who cry “Peace! Peace!” when there is no peace.

If we are so smart, why, we have to ask, do we
never learn? Again we can turn to Scripture for

the answer. “ T will give you a new heart’ says

the Lord, ‘and put a new spirit within you; and

I will remove the heart of stone and give you a

heart of flesh. And I will put my Spirit within

you and cause you to walk in my statutes, and

you will be careful to observe my ordinances.’
”

(Ezekiel 36:26, 27) When? When we learn that

“He has shown thee, O man, what is good.

For what doth the Lord require of thee

But to do justice, to love mercy.

And to walk humbly with thy God.”

(Micah6:8)

Merry Christmas, and a Happy New Year.

J.B.T.

The Essence of the Medical Arts

Office treatment is largely a combination of a whole

lot of sympathy and understanding with a little

bit of medical science. Curing gonorrhea is easy,

but helping the patients with their anxieties and

their education is slow, tedious, frustrating, and

not economically rewarding. Yet alleviating anxiety

is often the most important thing we do.

Charles M. Carr, M.D.

Recently I read a statement by a prominent

plaintiff’s attorney that in the vast majority of

cases malpractice litigation arises not from poor

results but from the feeling on the part of the

patient that the doctor was not really interested in

him. More often than not it is the well-trained

specialist, the one who takes the complicated

cases which are often almost guaranteed to give

a poor result, who winds up in court, usually

—

or at least frequently—because he was unable to

make his patient feel he was more than just an-

other “case.” He failed to convince his patient

that he was interested in him not as a challenge to

his acumen and technologic skills but because

more than everything else he wanted to return a

desperately ill person to health.

This month we have three papers concerned

with an assortment of problems which touch peo-

ple where they live. As Dr. Carr says in his paper

on “Sexual Problems Seen in Family Practice,”

from which the above perceptive statement is

taken, much of what constitutes office practice is

tedious and, considering its externals alone, un-

rewarding. We neglect such things at our peril,

and “we” includes not just the family practitioner,

but the specialist as well. While the orthopedic or

plastic surgeon, for example, may seldom if ever

encounter the speciflc problems described in these

papers, allaying anxiety is surely of first im-

portance in theirs as well as every other area of

medicine.

Lewis Miller, in an editorial in Patient Care,

writes that patients judge the quality of their

physicians’ care on some elements that are never

taught in medical school nor measured in a medi-

cal audit. He refers specifically to good service,

by which our patients measure us in the same
way they measure service in a shop or restaurant.

Where it is not possible to five up to their expec-

tations of service, a caring, courteous response

can do much to mollify injured feelings or to

lower unrealistic expectations.

Several times lately I’ve seen lapel buttons

which say simply, “I Care.” The wearers of those

buttons are going to be required more than others

to prove it. Whether or not we wear the button,

we need to care, and we need to prove to our

patient and their families that we do.

J.B.T.

For a Mess of Pottage

Have you ever considered the excitement of

the ancient Druid priests, the wonder and awe

they must have felt as the newborn sun of the

winter solstice lined up with the megaliths of the

temple-observatory at Stonehenge to send its rays

flaming down on the altar at the opposite end of

the long, open corridor? Surely it was a time for

rejoicing. The sun, slowly moving away for six

long months, was giving evidence that it meant

to return and restore the green warmth to the

bare, cold earth. Imagine their breathless antici-

pation through the night, waiting, wondering:

“Would it really come?”

What if it didn’t? What if the morning was

cloudy? Or foggy? Suppose it was snowing? What,

after all, are the chances in England on December

21 of seeing the rising sun? What would you do?

Wait another day, and wonder—or two days, or

three, or a week? So you catch it next winter, or

the next—or the next. Did they celebrate any-

how? Would you, assuming you were a child of

nature, not weaned on science, so that you didn’t

know the sun really had come up even though

you couldn’t see it?
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Conditions had to be just right. They still do.

One day last summer—August 2, to be exact—at

6:20 A.M., about 20 minutes after sunrise, as I

was going out my back door I was arrested by a

sight of breathtaking beauty. It was one I had

seen only once before, several years ago. Like

the sunrise extravaganza at Stonehenge, it could

happen on only a few mornings a year at most,

and for the same reasons.

My backyard becomes quite densely wooded

as it slopes downward for a little over 200 feet

to a shallow ravine which is a wet-weather stream.

From there my neighbor’s less wooded, grassy

ground slopes upward toward his house for about

the same distance. The foliage is dense enough in

summer to hide all signs of civilization. So

through the door I was looking into the woods

—

dawn-dark woods—dark except for one place.

In one back corner between large trees is a

sort of informal path which, winding through the

shrubbery and underbrush, curves to hide the

opening into my neighbor’s yard. As I came out,

the slanting orange rays of the scarcely wakened

sun, filtered through a veil of mist drawn from

sod wet by a nighttime rain, leaped through the

leafy corridor, frosting the pathway and the trees

above and bathing with gold a ten foot swath of

grass at the end. Just that shaft of light, and no

more. All else was dark green and brown.

A rustling of the leaves above whispered of a

gentle rain. (After the spell was broken the

“rain” turned out to be bits of hickory nut hulls

dropped by some noisy squirrels having break-

fast in bed.) The birds were just tuning up for

their morning concert. For an instant it was a

startling display of “Sensurround,” a Cavalcade

of Sight and Sound, a Nature’s Spectacular of

Show and Tell. Just for an instant. In less time

than it takes to tell it was all gone.

The next morning I left home before sunrise,

and the following morning—nothing. The angle

was wrong. The sun had gone south. A few min-

utes later through “portholes” in the leafy curtain

I could see sunlight on my neighbor’s yard, but

the magic was done for—until next year. Come
February, as the sun heads north again the angle

will be right, but without leaves, there’ll be no

corridor.

What are the odds? A cloudy morning, or a

hot morning without mist; a tree gone; the en-

trance hole for the sun’s rays overgrown—the

situation can’t be manufactured. It was a pure
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gift. It may never return. It seems to me the one

time I saw it before was in June, so it had to be

a different corridor. But the yard has changed

during that time and will change again.

In the predictable stability of the universe,

where we have God’s promise that “while the

earth remains, seedtime and harvest, cold and

heat, summer and winter, and day and night shall

not cease,” and that after the winter spring must

surely come, there is still room for nature’s re-

markably varied displays. And working with

nature, heeding the invitation to subdue the

earth, man has often polished the rough edges

and softened and enhanced natural beauty. There

is a need for wilderness, which we must preserve,

and a place for cultivation as well.

We must marvel at Stonehenge as a symbol of

man’s ingenuity and lofty purpose, but it also

stands a monument to the rigidity and lifelessness

of our bricks and mortar. The injunction was to

subdue the earth, not destroy it. As we dam our

rivers, pollute our streams, cut our forests, de-

stroy our wetlands, and strip our mountains, as

we pave our world, slowly but surely we lock

out beauty.

It is all done in the name of progress and a

higher standard of living. It looks like a poor

exchange.

J.B.T.

Author Recognition

To the Editor:

Thank you for publishing the paper “Medical Health

Benefits of the Tennessee Medicaid Program” in the

October issue of The Journal of The Tennessee Medical

Association. Dr. Ralph Barr’s name was not mentioned

as a second author of the article and I understand that

this was due to the fact that there were no names at all

on the paper submitted to you by me. Quite naturally

you assumed that the paper had been written entirely

by me.

I very much regret that Dr. Barr did not receive

credit as a secondary author of this article and would

appreciate it greatly if you could give appropriate rec-

ognition in the December issue to his participation.

C. Richard Treadway, M.D.
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FOREE, CAREY OLIVER, age 80. Died October 15,

1976. Graduate of University of Louisville Medical

School. Member of McMinn County Medical Society.

LARRICK, ROBERT VERNON, age 62. Died October

29, 1976. Graduate of the Medical College of Virginia.

Member of Putnam County Medical Society.

SMITH, JOHN RANDALL, age 54. Died October 15,

1976. Graduate of University of Tennessee Medical

School. Member of Nashville Academy of Medicine.

SULLIVAN, WILLIAM R., age 58. Died October 27,

1976. Graduate of University of Tennessee Medical

School. Member of Consolidated Medical Assembly

of West Tennessee.

neui membcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association:

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY

John H. Kennedy, M.D., Chattanooga

Erederick C. Oliver, Jr., M.D., Chattanooga

NASHVILLE ACADEMY OF MEDICINE

James F. Daniell, M.D., Nashville

John J. Griffin, M.D., Nashville

Ralph S. Metheny, Jr., M.D., Nashville

Rose Marie Stevens, M.D., Nashville

Raymond L. Woosley, Jr., M.D., Nashville

SUMNER COUNTY MEDICAL SOCIETY

James A. Lilly, M.D., Gallatin

pfOQfciffl/ cmd neui/ of
ineclicol /ecielic/

Knoxville Academy of Medicine

The Knoxville Academy of Medicine met on Novem-
ber 9 at KAM Headquarters. The Knoxville Community
Theatre performed a newly written theatre piece en-

titled “Many Voices.”

Continuing Medical Education Programs included:

Urology and Surgery—Dr. Jay Y. Gillenwater, Pro-

fessor of Urology, University of Virginia School of

Medecine, spoke on “Bacteriuria: Screening and Man-

agement.”

Pediatrics—Dr. Jennifer M. Loggie, • Professor of

Pediatrics and Associate Professor of Pharmacology

spoke on “Pediatric Hypertension.”

Ophthalmology—Dr. Butler Fuller spoke on “Retinal

Photocoagulation.”

Radiology—The Baptist Hospital Radiology Group
brought interesting films for discussion.

Pathology—Area Pathologists met to discuss inter-

esting cases.

Nashville Academy of Medicine

The fall Academy meeting was held on Tuesday,

November 9, at Baptist Hospital. Samuel E. Stumpf,

Ph.D., Professor of Medical Philosophy at the Vander-

bilt University School of Medicine, spoke on “Current

Issues in Medical Ethics.”

The membership voted to increase the dues for

Provisional and Active members from $100 to $150,

effective January 1, 1977. Also effective January 1,

1977, an Assistant Executive Director will be employed.

iMiliofKil neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

Health Legislation in the 94th Congress

The steady flow of the Potomac river towards

the sea is just about the only visible activity these

days in the Federal City. People in the govern-

ment sit and wait. The Congress is gone, and be-

cause of the change in the political climate, the

bureaucrats are not even wiggling their toes for

fear of rocking the boat.

The post-Watergate 94th Congress, on paper

the most liberal Congress in recent history, re-

fused to adopt any major new federal ventures

into the health field.

Nor did the lawmakers vote to impose added

controls on providers in an effort to get a handle

on soaring costs.

Here is the final status of selected major health

and health-related legislation in the 94th Con-

gress:

Two important bills bit the dust. One, the

Clinical Laboratory Improvement Act, would

have set up strict federal standards and licensing

for clinical laboratories. The other, the Medicaid

Fraud and Abuse Bill, would have strengthened

the Health, Education and Welfare Department’s

policing of Medicaid abuse and increased penal-

ties for violations. Both of these bills cleared

Senate and House committees, but backers were

unable to salvage them in the torrent of last-

minute action on legislation.

Squeaking through during the final days were

bills to set up an Inspector General at HEW to

oversee fraud and abuse, especially in medical

programs; to continue federal assistance to help
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Subject; Number
House, Senate Action

Committee Floor Conference

Presidential

Action

1) Manpower
HR 5546

S. 3239

6/7/75

5/14/76

7/11/75

7/1/76 (HR 5546)

Completed; sent

to White House
P.L. 94-484

2) HMO Amendments
HR 9019

S. 1926

8/26/75

5/13/76

11/7/75

6/14/76 (HR 9019)

Completed: sent

to White House
P.L. 94-460

3) CLIA
HR 14319

S. 1737

9/8/76

4/26/76 4/29/76 (Died)

4) Indian Health

HR 2525

S. 522

4/9, 5/10,

5/12/76

5/13/75

7/30/76 (S. 522)

5/16/75

Avoided; sent

to White House
P.L. 94-437

5) EMS (and biomedical

research)

HR 12664

S. 2548

5/5/76

5/14/76

8/24, 10/1/76

6/10, 10/1/76

(S. 2548)

Avoided; sent

to White House
P.L. 94-573

6) HEW Appropriations

HR 14232

Senate-HR 14232

6/8/76

6/26/76

6/24/76

6/30/76

Completed; sent

to White House;

Vetoed

Veto over-

ridden;

P.L. 94-439

7) Lobby Reform

HR 15

S. 2477

9/2/76

4/26/76

9/21/76 (Died)

6/15/76

8) Admin. Rule-making

HR 12048 4/6/76 Suspension vote

S. 3297 Pending failed (Died)

9) Medicare, Medicaid

Reform Act

HR 13080

S. 3205

Pending

Pending

(Died)

10) NHI
HR—various

S.—various

Pending (Died)

11) HEW Inspector

General (rider)

HR 11347

9/29/76 (House)

9/28/76 (Senate)

None needed; sent

to White House
P.L. 94-505

states and localities establish emergency medical

systems; and to broaden federal aid for Indian

health.

Casualties included bills to impose stricter

clean air standards, to revise the lobbying laws to

require additional reporting; and to change the

way the government issues regulations to carry

out laws.

Aid for Medical Education

The three-year, $2 billion aid-for-medical edu-

cation bill has been signed into law by President

Ford who said it “virtually assures that no indi-

vidual will be denied a medical education for

financial reasons.”

The Health Professions Education Assistance

880

Act creates a new Health Professions Student

Loan Guarantee Program and a Loan Insurance

Fund through fiscal 1978.

It continues and expands current medical

scholarship programs. In return, recipients will be

required to serve in a health manpower shortage

area for at least two years.

In a statement released with the signing. Ford

said a government study had shown “there were

alarming signs that this country was facing two

growing problems:

Not enough doctors in rural and inner city

areas.

A continuing decline in the number of doc-

tors practicing primary care because too

many medical students are specializing in-
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stead of becoming general practitioners.”

The bill requires medical schools receiving gov-

ernment capitation grants to provide annually an

increasing percentage of residency positions for

individuals in primary care specialties such as

internal medicine, pediatrics and family medicine.

The compromise legislation strengthens the

National Health Service Corps. Before passage,

the measure was stripped of many federal control

provisions fought by the American Medical Asso-

ciation.

HMO Legislation

President Ford has also signed into law a bill

designed to stimulate establishment and growth

of Health Maintenance Organizations (HMO’s).
Thrust of the new law is to relax many previous

restrictions on HMO’s including the requirement

that they must have “open enrollment” so that

everyone could join regardless of health or finan-

cial circumstances.

The required benefit package was trimmed

slightly, but the final version of the measure re-

tained the requirement that rehabilitative treat-

ment for alcoholism and drug abuse be offered.

The old ban on private physicians participat-

ing in an HMO on a part-time basis was lifted.

The law makes it easier for HMO’s to receive

federal financial assistance.

The AMA had contended that effect of the

legislation was to negate the original concept of

the HMO as a new type of delivery system open

to everyone and to distort the program into a

simple subsidy for pre-paid group practice plans.

The new law permits:

HMO’s to contract directly with individual

practitioners or groups of health professionals

that do not qualify as medical groups or individ-

ual practice associations provided that the amount

of services so contracted for does not exceed 30

percent of the dollar value of the total physician

compensation paid by a rural HMO, or 15 per-

cent of such dollar value in the case of a non-

rural HMO.
A previous requirement for medical groups

that provide care for HMO enrollees is that the

provision of such care must be the group’s “prin-

ciple professional activity.” The bill provides

that, for a three-year period, the HMO could pro-

vide services through medical groups whose mem-
bers do not offer such services as their principle

professional activity. After the three-year period,

only medical groups whose members have a sub-

stantial responsibility for the delivery of services

to HMO enrollees could be utilized. Substantial

responsibility is defined as devoting at least 30

percent of the health professional’s time to such

enrollees.

Health Care Tab Escalating

Total spending on health care in this country

is estimated to jump from the current $140 billion

to $223.5 billion in five years, according to an

actuarial study prepared for HEW.
The study, which figures to be often-cited dur-

ing next year’s Congressional consideration of

National Health Insurance (NHI) proposals, also

predicts that any NHI plan will add at least $10

billion to the overall expenditures on health. The
“induced” spending would come from “encourag-

ing more use of health services covered by the

plan, adding administrative expenses for the extra

insurance and paying for bad debts and charity

services,” among other factors, the report said.

The spending impact was compared of six

major NHI plans—those of the AMA, the Ameri-

can Hospital Association (AHA), the Health In-

surance Association of America (HIAA), the

Labor-Kennedy forces. Sens. Russell Long (D-

LA). and Abraham Ribicoff (D-Conn.), and the

Nixon Administration (CHIP).

The Gordon R. Trapnell actuarial firm forecast

that the Long-Ribicoff measure focusing on cata-

strophic expenses would add the least to overall

health spending by fiscal 1980 if put into effect

next year—$9.8 billion.

Next on the list was the plan by the health

insurance companies—$11 billion, followed by

CHIP, $11.3 billion; the AMA plan, $20.3 bil-

lion; the Labor-Kennedy Program, $24.8 billion;

and the AHA plan, $25.1 billion.

The study said Long-Ribicoff, CHIP, and the

HIAA plans “tend to use a variety of cost-sharing

mechanisms, limit preventive services to children,

and concentrate most of their additional spending

on the poor, while the AMA, AHA, and Health

Security (Kennedy-Labor) proposals tend to

have little or no cost-sharing, provide preventive

services to everyone, and increase insurance cov-

erage broadly for the general population.”

All six plans would add several billion dollars

to the federal health care budget primarily to pro-

vide improved health services for the poor. But

the range of some $10 billion (Long-Ribicoff) to

$130 billion (Labor-Kennedy) in additional fed-

eral spending reflects largely the extent to which
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health insurance funds for the general population

are funnelled through a federal health insurance

mechanism or through private health insurance,

according to the report.

Without any type of NHI total spending for

personal health services will increase from $140.4

billion in fiscal 1976 to $223.5 billion in 1980,

the report forecast.

Court Clears Laetrile

The government’s powers to move against

quack remedies suffered a setback when the

Federal Appeals Court in Denver, Colo, recently

refused to overturn a District Court decision

allowing a cancer patient to buy and transport

the questionable anti-cancer product, Laetrile.

The Appeals Court did not rule on the ques-

tion of whether Laetrile was effective or whether

the Food and Drug Administration had the right

to bar it from the market. The FDA record on

Laetrile was “grossly inadequate,” the Court

said. “The question whether this is a new drug

presents a mixed question of fact and law which

should be fully tried,” said the Appeals Court.

The FDA was ordered to “develop a record sup-

portive of the agency’s determination.”

The FDA had no immediate comment on the

decision. Staff lawyers were unsure how to pro-

ceed. However, the Appeals Court muddied the

waters on the legal statutes of the controversial

drug which has served as a focus for complaints

that FDA is overstepping its authority in crack-

ing down on non-authorized drugs or products.

An Oklahoma City District Court judge had

ruled earlier that Laetrile was effective and that

the FDA was acting unconstitutionally in seeking

to prohibit it.

Uniformed Services Med School Opens

The charter class of 32 at the Uniformed Ser-

vices University of the Health Sciences was wel-

comed at ceremonies in Washington, D.C. The

five women and 27 men were selected from more

than 1,700 applicants.

Authorized by Congress in 1972, the school

will prepare physicians to practice medicine for

the three military services and the Public Health

Service. It has received provisional academic

accreditation from the Liaison Committee on

Medical Education.

Permanent medical school facilities are under

construction at the National Naval Medical Cen-

ter in Bethesda, MD, near the National Institutes

882

of Health and the National Library of Medicine.

The University students are members of Uni-
formed Services paid at the level of a Second
Lieutenant, Ensign, or Junior Assistant Health

Officer in the Public Health Service. In return

for their education, graduates will incur a mini-

mum obligation of seven years of medical prac-

tice in one of the services.

ipediccil neui/
m lcfinc//ec

Tennessee Radiological Society Holds
Scientific Meeting

The fall scientific meeting of the Tennessee

Radiological Society was held at Vanderbilt Uni-

versity, October 29-31.

Drs. Ed Buonocore, Bob Francis, Webster
Riggs, and Carlos Muhletaler were the panel of

experts for the Radiological Grand Rounds.

The scientific program consisted of four exhib-

its, seventeen refresher courses and nine papers.

The subjects included Radiotherapy, Nuclear

Medicine, Ultrasonography, and Diagnostic Ra-
diology, including percutaneous biopsies. Con-
tributions were made from Meharry Medical

School, University of Tennessee Memorial Hos-
pital at Knoxville, University of Tennessee at

Memphis, Vanderbilt University, and numerous
private radiologists.

Dr. Ronald Overfield, of Nashville, President

of the society, and Mrs. Overfield hosted a recep-

tion for the group at their home.

pcf/OAol ncul/

DR. CRAWFORD W. ADAMS of Nashville has been
named to the Board of Directors of Boston’s Fort Hill

Investors Management Corporation, a professional

investment counseling firm.

DR. JOSEPH M. BISTOWISH of Nashville has been
elected President of the U.S. Conference of County
Health Officers.

DR. BENJAMIN F. BYRD of Nashville was honored
in Nashville at a Chamber of Commerce Fellowship

Breakfast.

DR. JAMES M. CALLAWAY of Maryville has been
appointed to the Maryville College Board of Trustees.

DR. CHARLES W. COX and DR. RICHARD D.
DREWRY, JR. of Jackson, and DR. CHARLES JOR-
DAN of Cookeville have been elected Eellows of the

American College of Surgeons.
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DR. BEN D. HALL of Johnson City has assumed the

office as Chairman of the Federated Council of Internal

Medicine.

DR. JAMES HALL of Trenton has been elected to the

Gibson General Hospital’s Board of Directors.

DR. JOANNE LOVELL LINN of Nashville has been

elected to the office of Second Vice President by the

House of Delegates of the American Medical Women’s

Association.

DR. MICHAEL J. ODELL of Greeneville was once

again appointed Chief of the Medical Staff of Takoma

Adventist Hospital.

Jan. 28-30

Jan. 28-30

Jan. 30-

Feb. 4

Feb. 2-6

Feb. 3-8

onnouncemcnl/ I
Mar. 3

Mar. 10-1

1

NATIONAL

1977

Mar. 24-27

Jan. 17-21 Nevada Academy of Family Physicians,

Sahara-Tahoe Hotel, Lake Tahoe
Mar. 25-27

Jan. 17-21 Southeastern Breast Oncology Conference,

Marriott Hotel, Miami
Mar. 26-31

Jan. 27-29 Southern Society for Pediatric Research,

Braniff Place Hotel, New Orleans

Mar. 28-31

Midwinter Radiological Conference, Cen-

tury Plaza Hotel, Los Angeles

Southern Radiological Conference, Grand
Hotel, Point Clear, Alabama

American Society of Contemporary Medi-

cine and Surgery, Diplomat Hotel, Holly-

wood, Florida

American College of Psychiatrists, Hyatt

Regency Hotel, Atlanta

American Academy of Orthopaedic Surg-

eons, Las Vegas Hilton and Convention

Center, Las Vegas

American College of Cardiology, Phila-

delphia Civic Center, Philadelphia

American Society of Regional Anesthesia,

Diplomat, Hollywood, Florida

American Society of Internal Medicine,

Alameda Plaza, Kansas City, Missouri

American Psychosomatic Society, Fair-

mont Colony Square, Atlanta

American Academy of Allergy, Ameri-

cana Hotel, New York

American College of Surgeons, Los An-
geles Hilton, Los Angeles
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The continuing medical education accreditation

program of TMA has full approval by AMA’s
Council on Medical Education. If the continuing

medical education program of your hospital or

medical society is accredited by TMA’s commit-

tee, you may receive for your attendance at its

functions Category I credit for the AMA Physi-

cian’s Recognition Award, If you wish informa-

tion as to how your hospital or society may re-

ceive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Associa-

tion, 112 Louise Avenue, Nashville, Tennessee

37203.

IMPORTANT NOTICE
Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various subspecial-

ties have been developed by the School of Medicine and

the Division of Continuing Education of Vanderbilt

University. The practicing physician, with the guidance

of the participating department chairman can plan an

individualized program of one-to-four weeks to meet

recognized needs and interests. The experience will in-

clude contact with patients, discussion with clinical and

academic faculty, conferences, ward rounds, learning in-

dividual procedures, observing new surgical techniques,

and access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Eriesinger, III M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.

Infectious Diseases Zell A. McGee, M.D.
Oncology Robert Oldham, M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Evert James, Jr., Sc.M., M.D.
Surgery

General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neil, M.D.
Plastic John B. Lynch, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.
Cancer Chemotherapy . Vernon H. Reynolds, M.D.

ELIGIBILITY : All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT : American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, Tenn. 37212 Tel. 615/322-2716

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

Feb., 1977

Feb. 9-10

Late Feb.-

early Mar.

March, 1977

Spring, 1977

April, 1977

April, 1977

May 25-26

Annual Surgery Symposium

On Urological Care in General Medicine

Update in Anesthesiology 1977

Hypertension 1977

Annual Cancer Symposium

New Aspects in Obstetrics & Gynecology

Prostatic Diseases in General Medicine

16th Annual Seminar in Psychiatry (non-

psychiatrists)

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212
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THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Courses

1977

Feb. 10-11 Advanced Hypnosis, Memphis

Feb. 12-13 Obstetrical Anesthesia, Memphis

Feb. 25-26 Current Concepts of Cancer Manage-

April 22-23

May 16-20

Athens, Tenn.

Chattanooga,

Pediatric ENT
Chattanooga Choo-Choo

General Radiology

Sahara Hotel

Las Vegas, NV

Medicine Update 'll

12:00 noon to 2:00 p.m.

Feb. 27-

Mar. 2

Otolaryngologic Allergy, Memphis Tenn.

Jan. 20

4:00 to 6:00 p.m.

Dermatology

Mar. 6-9 Basic Principles of Rhinoplasty, Mem-
phis

Feb. 3

Feb. 24

Cardiology

Gastroenterology

Mar. 16-18 Gynecologic Endocrinology, Memphis March 10 Rheumatology

Mar. 21-26 General Review Course for Family Phy-

sicians, Memphis
March 24

April 7

Neurology

Endrocrinology

April 4-6 Colposcopy, Memphis April 28 Oncology

April 21-22 Controversies in General Surgery, Mem-
phis

May 12 Infectious Disease

April 28-29

May 23-27

Leigh Buring Conference, Memphis

Intensive Review of Anesthesiology,

Memphis

ACP 1977 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The ACP Regional Meetings, lasting one to four

May 25-28 Basic Clinical Electrocardiography, Paris

Landing Inn (Pickwick Lake)

days, are

sicians in

designed for practicing internists and phy-

related specialties.

For further information, please contact:

Division of Continuing Education

UTCHS
800 Madison Avenue

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three-to-five days, they are directed toward

Memphis, Tennessee 38163

Gastrointestinal Workshop for

The Practicing Physician

December 17-18, 1976

The registration fee will be $80.00. For further

information about the above, contact Frank R. Lemon,
M.D., Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, Kentucky 40506.

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

Jan. 27-28 Pulmonary Medicine for the Clinician

Chattanooga Choo-Choo

Eeb. 17-18 Basic Medical Genetics for the Prac-

ticing Physician

Chattanooga Choo-Choo

March 3-4 Arthritis and Office Orthopaedics

Pine Isle Resort

Buford, GA

practicing physicians and are presented in association

with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medi-

cal Education. They fulfill Category I requirements for

the AMA Physician’s Recognition Award.

See August 1976 issue for complete listing.

COURSE ON RED BLOOD CELL
DISORDERS

Fundamentals of the development of red blood cells

will be featured in a four-day postgraduate course

presented by the American College of Physicians, the

University of Florida School of Medicine and the

American Society of Hematology, January 10-13, 1977,

in Ponte Vedra Beach, Florida. It will include two

lectures daily, associated with small group problem-

solving sessions and a self-learning center.

For Information and Registration:

Registrar, Postgraduate Courses, ACP
4200 Pine Street, Philadelphia, Pa. 19104

March 7-11

March 30

March 31

April 1

Diagnostic Radiology for the Primary

Care Physician

Tamarron Ski Lodge

Durango, CO
Urology Circuit Course

Athens, TN
Urology Circuit Course

Chattanooga, TN
Urology Circuit Course

Dayton, TN

UNIVERSITY OF KENTUCKY
Mini-Residencies for Medical and Surgical

Practitioners

in

Office Management of Emotional Problems

One, Two and Three Week Courses. Minimum of

40 hours per week.

Tuition Fee: $350.00 per week for the 1st & 2nd

week of training; $500.00 for 3rd week of supervised

DECEMBER, 1976 885



practice with patients in the Intensive RBT Treatment

Program,

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy office

practices. The technique uses a concept of emotions that

is consistent with human anatomy and psycho-physiol-

ogy. Yet, the technique requires no more physician

time or patient cost than routine evaluations of new
patients. Finally, the technique is readily understandable

and easy for practitioners to apply.

For further information:

Maxie C. Maultsby, Jr., M.D.

Office of Continuing Education

Department of RBT
University of Kentucky

Lexington, Kentucky 40506

AMERICAN COLLEGE OF
CHEST PHYSICIANS

1977 POSTGRADUATE CALENDAR
Continuing Education Programs

See September, 1976 issue for listing.

For further information:

Dale E. Braddy

Director of Continuing Education

American College of Chest Physicians

911 Busse Highway

Park Ridge, Illinois 60068

AMERICAN HEART ASSOCIATION
TWENTIETH ANNUAL CARDIAC

SYMPOSIUM
January 21-22, 1977

The American Heart Association, Arizona Affiliate,

will sponsor its 20th annual cardiac symposium at

Mountain Shadows Resort Hotel, Scottsdale, on Jan-

uary 21-22, 1977.

Registration fee for two days, including lunches,

will be $60 (one day-$35). Deadline for hotel ac-

commodations is December 21, 1976. Deadline for

symposium registration is January 14, 1977.

Twelve hours of postgraduate credit has been

applied for through the American Academy of Family

Physicians and the Arizona Medical Association.

For further information:

The American Heart Association

Arizona Affiliate

1445 East Thomas Road

Phoenix, Arizona 85014

Tel: (602) 277-4846

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

Dec. 13- “CARDIAC REHABILITATION: A
Dec. 26 STATUS REPORT,” with Elliott M.

Stein, M.D., Assistant Professor of Medi-

cine, New Jersey College of Medicine

and Dentistry, and Chief of the Exer-

cise Laboratory and the Cardiac Rehabili-

tation Program, Saint Michael’s Medical

Center, Newark, New Jersey.

“HOW TO ASSESS THE WHIPLASH
INJURY,” with John E. Stewart, M.D.,

Clinical Professor of Orthopedic Surgery,

University of Washington School of Medi-

cine, Seattle, Washington.

“HYPERURICEMIA, GOUT AND
PSEUDOGOUT: WHERE ERRORS
OCCUR,” with Rodney Bluestone, M.B.,

M.R.C.P., Chief, Rheumatology Section,

Wadsworth VA Hospital, Los Angeles;

and Professor of Medicine, UCLA School

of Medicine, Los Angeles.

“EARLY ASSESSMENT AND TREAT-
MENT OF CLUB FOOT,” with Rosa-

mond Kane, M.D., Director of Child Foot

Clinic, Columbia Presbyterian Medical

Center, New York City.

“VIRAL INFLUENZA: FROM ONSET
TO AFTERMATH,” with Harry M.
Rose, M.D., practicing internist with

Sandwich Health Association, Member of

Infectious Disease Committee of the Na-
tional Institute for Allergy and Infectious

Disease, and Consultant in Medicine at

Columbia Presbyterian Medical Center,

New York City.

“ISONIAZID, THE LIVER AND THE
TUBERCLE BACILLUS,” with William

W. Stead, M.D., Professor of Medicine,

University of Arkansas School of Medi-

cine and Director of Tuberculosis Pro-

gram for the Arkansas State Department

of Health, Little Rock.

“COMMON FOOT PROBLEMS IN
EARLY CHILDHOOD,” with Rosamond
Kane, M.D., Director of Child Foot

Clinic, Columbia Presbyterian Medical

Center, New York City.

“TOXEMIA AND HYPERTENSION
IN PREGNANCY,” with Thomas F.

Ferris, M.D., Professor of Medicine, and

Director, Division of Renal Disease, Ohio

State University School of Medicine, Co-

lumbus, Ohio.

“THE MANAGEMENT OF CARDIAC
ARRHYTHMIAS,” with Edmund H.

Sonnenblick, M.D., Professor of Medicine,

Chief, Cardiology Division; and William

H. Frishman, M.D. Director, Non-

Invasive Cardiology, both are of Albert

Einstein College of Medicine, New York.

THE CLEVELAND CLINIC FOUNDATION
CENTER FOR CONTINUING
MEDICAL EDUCATION
Postgraduate Courses 1977

See October, 1976 issue for listing

For further information, contact:

Director of Continuing Medical Education

The Cleveland Clinic Foundation

9500 Euclid Avenue
Cleveland, Ohio 44106

Dec. 27,

1976-

Jan. 9,

1977

Jan. 10-

Jan. 23

Jan. 24-

Feb. 6
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U.S. VIRGIN ISLANDS MEDICAL SOCIETY
Christiansted, St. Croix, U.S. Virgin Islands

Second Mid-Winter Virgin Islands

Clinical Conference

January 13, 14, 15, 1977

The second Mid-Winter Virgin Islands Clinical Con-

ference will be held in St. Croix, January 13, 14, and 15,

1977 by the U. S. Virgin Islands Medical Society in

association with the Faculty of the University of Penn-

sylvania School of Medicine.

This program is acceptable for fourteen credit hours

in Category I for the Physician’s Recognition Award
of the AMA, and will include lectures and seminars

of interest to the physician in General Practice, In-

ternal Medicine, General Surgery, OB/GYN and

Pediatrics.

For further information, write AIRMAIL to James

S. Glenn, M.D., F.A.C.P.; Chairman; U. S. Virgin

Islands Medical Society; P. O. Box 520; Christiansted,

St. Croix; U, S. Virgin Islands 00820.

AMERICAN PROFESSIONAL PRACTICE
ASSOCIATION

1977 Practice Management and Economic
Seminar Schedule

Jan. 21-29 St. Moritz, Switzerland

Feb. 17-20 San Diego, California

Apr. 30- Queen Elizabeth II Cruise

May 7

June 18-25 Madrid, Spain

Aug. 20-27 Rome, Italy

Oct. 2-9 Key Biscayne, Florida

ALTON OCHSNER MEDICAL
FOUNDATION

The Seventh Annual Postgraduate Course
in Gastroenterology

“SMALL INTESTINE AND COLON:
AN UPDATE”

January 20-22, 1977

Ochsner Medical Institutions

vascular surgery. There are to be short, formal lectures

and panel discussions with questions from the audience.

There will also be some wet clinics to demonstrate the

operative technic of certain procedures.

Registration Fee—$125.00

Please send all requests for information to:

Continuing Education

Alton Ochsner Medical Foundation

1516 Jefferson Highway
New Orleans, Louisiana 70121

504/834-7070, Ext. 5831

Immunopathology of the Skin

The Seventh Annual Conference on the Immuno-
pathology of the Skin will be given on May 26 to 28,

1977 by the Departments of Microbiology and Derma-
tology through Continuing Medical Education of State

University of New York at Buffalo at the Sheraton

East in Buffalo, New York immediately following the

Second Annual Westwood Conference organized by Dr.

Richard L. Dobson and his associates.

The first part of this conference is designed primarily

to afford practitioners a basic understanding of recent

advances in the field and to enable them to utilize pres-

ent knowledge of this subject in their practice. Registra-

tion fee is $95.00. For further information on regis-

tration write to Mrs. Gloria Griffin, 219 Sherman Hall,

SUNY/B, Buffalo, New York 14214.

Common Pediatric Problems

Children’s Hospital National Medical Center and

George Washington University are sponsoring a three-

day Symposium on Common Pediatric Problems on

June 8-10, 1977. It features a Symposium on Hematol-

ogy, Oncology and Immunology; a Symposium on

Adolescence; and a day of workshops. The guest faculty

consists of Drs. Robert Baehner, Lewis Barness, Harvey

Colten, Charles Dinarello, Margaret Smith and Sheldon

Wolff.

This continuing medical education program has been

approved for credit by the American Medical Associa-

tion and the American Academy of Family Physicians.

Further information may be obtained by writing to Mrs.

Susan Weiss, 13407 Brackley Terrace, Silver Spring,

Maryland 20904.

Monroe Hall

This seventh annual course in gastroenterology will

present up-to-date information on advances in the

understanding of the physiology and the pathophysiology

of the small intestine and the colon, as well as disease

states of the bowel. Although designed primarily for

the generalist, material will be considered in sufficient

depth to be of interest to specialists in the fields as well.

Registration Fee—$125.00

“Vascular Surgery—Updated”

February 3-5, 1977

Ochsner Medical Institutions

Monroe Hall

This course is directed toward the practicing general

and vascular surgeon and its purpose is to update the

practicing surgeon as to the newer developments in

American Society for Clinical

Pharmacology and Therapeutics

Speakers Available

The American Society for Clinical Pharmacology

and Therapeutics maintains an active Continuing Edu-

cation Program including a Speakers Bureau. Members
of the Society are prepared to provide authoritative

postgraduate education in many areas of clinical phar-

macology and therapeutics. The Society is an accredited

body for continuing medical education.

Limited funds are available to provide honoraria for

speakers, and the host organization will be responsible

for all travel expenses.

Applications for speakers may be sent to the Ameri-

can Society for Clinical Pharmacology and Therapeu-

tics, 1718 Gallagher Road, Norristown, Pennsylvania

19401.
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Auto Crash Film AvailabSe

“Crashes That Need Not Kill,” a short subject on

auto safety systems, will be released to theaters Septem-

ber 1 through Association Films’ independent booking

services. The eight-minute film featuring Ben Kelley,

renowned safety authority, demonstrates how “passive

restraint systems” such as air bags and seatbelts save

thousands of lives a year.

Slow-motion footage shows the effects of head-on and

front angle crashes on cars and their occupants. In the

tests specially-constructed dummies simulate what

would have happened to humans under the same cir-

cumstances. Cameras mounted inside the cars also show

how air bags would have cushioned occupants during

the crash, thus preventing death or serious injury.

Because less than 30 percent of Americans use seat

belts, the film proposes installation of air bags in cars.

For additional information, write to Association

Films, Inc., 866 Third Avenue, New York, N.Y. 10022.

AMA Publishes Study

Of Foreign Health Systems

CHICAGO—Detailed studies of the health care sys-

tems of Britain and of France are presented in two

new books published this fall by the American Medical

Association.

Prepared by Economic Models Ltd., a London re-

search firm, the books offer in-depth studies of the

health care systems of the two nations, how they oper-

ate and what they mean to users and to people who
work within them.

Both studies conclude that the foreign systems have

problems, but for the most part they have the support

of the people of the two nations.

The French health care system is half way between

the existing organization of health care in the United

Kingdom and the United States. A Frenchman receiving

medical treatment has to pay a share of the costs in-

curred, albeit a relatively small share. State schemes

of health insurance cover the difference. These insure

the patient against the costs of illness in terms of treat-

ment and reduced income, while retaining a price

mechanism to prevent the abuse of the system, and en-

able limited resources to be allocated efficiently.

The British National Health Service, begun in 1948,

consolidated and extended many features of the pre-war

system of health care provisions, and rapidly won
bipartisan support. In 1974, a major reorganization took

place under a Conservative government, partly to correct

for stresses that were inherent in the initial organization

but only beginning to be notified in the middle sixties.

Both books are available from the American Medical

Association, 535 N. Dearborn St., Chicago, 111. 60610.

The British Health Care System (OP461) is $7.50; the

French Health Care System (OP460) is $3.50. Both

books can be purchased as a set for $10.00.

Aspirin Substitute Overdose
Is New Health Hazard

Overdose of acetaminophen—the popular aspirin sub-

stitute for relieving minor pain and discomfort—can

cause severe liver damage and even death, says a report

in the Oct. 18 Journal of the American Medical Asso-

ciation.

Acetaminophen has been marketed in recent years

under a number of trade names as an alternative pain

reliever to aspirin primarily because of its safety and

minimal side effects, but it is not generally recognized

in this country that the drug has potential for severe

liver damage following overdose.

Acetaminophen poisoning now represents one of the

most common causes of hepatic (liver) failure in Brit-

ain. Because of increasingly widespread use of over-the-

counter acetaminophen preparations, it is imperative

that the clinician be aware of the potentially lethal

consequences of overdosage.

In proper doses, acetaminophen is generally safe and

useful and clearly is an acceptable alternative to aspirin,

but in overdose it is highly dangerous. The incidence

of such hepatic injury in this country is probably far

greater than generally appreciated. It is likely that fre-

quency of severe toxic reactions will increase.

In Britain a compound is available for overdose treat-

ment that has been successful when given within eight

to ten hours after ingestion, but the product is not

available in the United States, he says. The only treat-

ment available to American doctors is to empty the

stomach as quickly as possible.

Some trade names for acetaminophen are Amphenol,

Apamide, Apap, Concetol, Datril, Febrolin, G-1, G-
Lixir, Nebs, Neopap, SK-Apap, Tempra, Tylenol, and

Valadol.

Ssiternatioriai Cancer Research

Data Bank (iCRDB)

Scientists and health professionals around the world

have access to a growing number of services for easily

identifying and obtaining useful cancer research find-

ings. These information services are provided by the

International Cancer Research Data Bank (ICRDB)
Program of the National Cancer Institute. The Pro-

gram was established to collect and disseminate infor-

mation concerning the prevention, diagnosis and treat-

ment of cancer.

One major service provided is CANCERLINE.
Through computer terminals across the United States

and abroad, CANCERLINE provides access to abstracts

of completed cancer research and descriptions of on-

going cancer projects. The computer system is operated

by the National Library of Medicine, Bethesda, Mary-

land.

CANCERLINE currently contains more than 50,000

cancer literature abstracts published internationally over

the last 13 years. Each year about 20,000 abstracts are

added to the system, including research in cancer

therapy, carcinogenesis, immunology, biochemistry and

cancer biology. More than 11,000 brief descriptions of

research projects in progress also are in the system.

Scientists may use CANCERLINE at any of the more
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than 500 computer terminals at medical libraries and

medical schools that already have access to MEDLINE,
a National Library of Medicine information system.

CANCERLINE abstracts or project descriptions are

cross-referenced for easy retrieval by investigator, year

of publication, or combinations of words in the title or

abstract. By using the appropriate keywords, scientists

can request descriptions in very specific areas of cancer

research. Trained personnel at each terminal can assist

users.

cancerline’s file grows continuously. All issues

of Carcinogenesis Abstracts and Cancer Therapy Ab-

stracts are entered into the file. Additionally, NCI
contractors scan 1,000 journals and proceedings for

cancer-related reports, and prepare abstracts from these

documents for entry into the file. Abstracts are avail-

able in CANCERLINE within six weeks of publication.

Another contractor maintains a separate file on on-

going project descriptions. This file is used to prepare

each year 40 to 50 Special Listings of Current Cancer

Research, collections of project descriptions in specific

research areas.

The Program soon will introduce a service called

Selective Dissemination of Information. It will provide

scientists and research clinicians periodic listings of

newly published abstracts in specific areas of interest.

These listings, called CANCERGRAMS, will be sup-

plemented by special research bulletins, containing all

information in the file on topics considered especially

*

important. Researchers also will be able to obtain

specialized information upon request.

An International Cancer Epidemiology Clearinghouse

has been established by ICRDB; the International

Agency for Research on Cancer, Lyon, Erance; and

the Center for Cancer Research, Heidelberg, West Ger-

many. The Program supports the International Tumor
Immunotherapy Registry, started in 1973, and has a

contract with the World Health Organization to develop

an improved method for coding clinical information

about cancer. The new coding method currently is

undergoing field trials. A new cooperative venture with

the Pan American Health Organization will add signifi-

cant cancer research information in Latin America to

CANCERLINE.
ICRDB and the International Union Against Cancer

(UICC) will publish an international directory of cancer

centers later this year. The ICRDB, in cooperation with

UICC, will organize international cancer workshops.

The Program also will provide funds to selected scien-

tists for collaborative research with scientists from other

countries.

Eor further information on CANCERLINE or other

ICRDB services, contact the nearest biomedical informa-

tion service, comprehensive cancer center, or:

ICRDB Program

Blair Building, Room 128

National Cancer Institute

Bethesda, Maryland 20014

Phone: (301) 427-7150

WHITE SURGICAL SUPPLY CO.

PHYSICIANS WANTED
1 92 1 55 Years 1 976

LaFollette Community Hospital, Service to

LaFollette, Tennessee is seeking

an emergency room physician for

immediate placement. Also, in

PHYSICIANS AND HOSPITALS

need of family practice physician.
Owner Operated

OB-GYN, and pediatrician. Guar-

anteed minimum $30,000 per year.
DISTRIBUTORS

Completely furnished office build- of Quality Products

ing adjacent to hospital. Located

in East Tennessee, 45 miles EQUIPMENT—INSTRUMENTS
north of Knoxville. —SUPPLIES

Contact J. B. Wright, Administrator,

LaFollette, Tennessee 37766. White Surgical Supply Co.
Phone 615/562-2211.

I27 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-370

1
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HIGHLIGHTS OF 200 YEARS
OF AMERICAN MEDICINE

Effective Vaccines

Wipe Out Polio

An entire generation of Americans has now grown
up with only a faint concept of the meaning of the

word “poliomyelitis.” They’ve seen a brief reference in

a school history book, or heard their elders recall the

polio years.

In 1916, the first major polio epidemic hit the

United States. That year, in the 20 states required by
law to report incidence of the disease, there were 27,363

cases and 7,179 deaths. New York City alone had 9,023

cases and 2,448 deaths. People frantically bought up
frog-blood serum, radium water, and mustard plasters

—

all advertised as promised cures—while the scientific

world sat baffled at the magnitude of the problem.

As late as 1935 little medical progress had been made.

Many virologists, in fact, believed that vaccines would
not be etfective against polio, and no one knew yet the

complexity of the problem.

Medical science didn’t know it then, but they were

fighting three distinct types or strains of polio. It would
take many years and at least two unsuccessful trials of

premature vaccines before polio could be prevented.

In the big epidemic years of the 1940s and 1950s as

many as 50,000 or more cases were reported. The death

toll continued, but an even more grim aftermath was
the thousands of children and young adults left more or

less severely crippled. At one time some 2,000 individ-

uals were permanent residents of the “iron lung” res-

pirators as a result of crippling from polio.

The big breakthrough came in 1949 when Nobel

Prize winners John F. Enders, Ph.D., Frederick C.

Robbins, M.D., and Thomas H. Weller, M.D., demon-

strated that polio virus could be grown in cultures

of different tissues. The way was cleared for Jonas Salk,

M.D., and Albert Sabin, M.D., to develop two very

different, but both successful, polio vaccines.

Salk, a Brooklyn-born doctor, believed that a killed

virus vaccine would work. Sabin, who immigrated from

Poland at the age of 15, opted for the traditional live-

virus approach, and had the backing of much of the

scientific community.

The Salk vaccine came first, in 1955, and within a

few short years polio was virtually eliminated. The

Sabin vaccine came several years later, and is now the

vaccine of choice, because it can be taken orally rather

than injected, and promises a lifetime immunity. A
series of booster shots were required with the Salk

vaccine.

On March 28, 1953, Salk announced that he had

successfully tested his “dead” vaccine on more than a

hundred children and adults, including himself and his

own family. After more tests, involving about 20,000

persons, the National Foundation for Infantile Paralysis

agreed to furnish funds for the manufacture of enough

vaccine to test about half a million school children in

more than a hundred scattered areas of the country.

According to a Gallup Poll taken that year, more

Americans knew about the polio field trial than knew

the President’s full name. The people had financed

the work through contributions to the March of Dimes.

On April 12, 1955, they got their reward when the

announcement was made that the massive tests on the

new polio vaccine proved it to be safe and effective

against the three known types of polio.

In recent years public health authorities have ex-

pressed concern that many families are neglecting to

have their small children vaccinated against polio, and

that the possibility of outbreaks of the disease still exists.

Prepared by the American Medical Association.

PHYSICIAN OR SURGEON
WANTED

Physician, or Surgeon, for Spinal Cord Injury

Service in modern 923-bed hospital. Deal with

many problems of medicine. Emphasis on total

rehabilitation, or maintenance of rehabilitation

goals, through team aproach. Liberal benefits,

malpractice coverage, rotating night duty. Equal

Opportunity employer.

Contact: Chief of Spinal Cord Injury Service

Veterans Administration Hospital

1030 Jefferson Avenue

Memphis, Tn. 38104

(901) 523-8990

PHYSICIANS NEEDED
Small nine-man multispecialty group with active

hospital and clinic practice; full retirement pro-

gram with benefits; finest facilities; 112 bed hos-

pital; growing 7,000 population town 40 miles

west of Nashville; excellent environment and rec-

reational opportunities; if interested, contact

S. M. Anderson, M.D., 111 Highway 70 E., Dick-

son, Tenn. 37055 or call collect 615-446-3771.
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THEREAREA
LOTOPPEOPLE

GETTINGBETWEEN
YOUANDVOUR
MTIENT

Medicine today is in the spotlight, subjected to all

kinds of scrutiny. Your control over patient therapy is

being monitored, judged and occasionally abrogated,

sometimes by unknown third parties.

The worry is that in the wake of this focus, the rela-

tionship between you and your patient will be weakened,

without offsetting benefits. Consider three examples:

DrU^ substitution in most states, pharmacy laws,

regulations or professional custom stipulate that your

non-generic prescriptions be filled with the precise prod-

ucts you prescribe. But in the last five years, a dozen or

more State laws have been changed, permitting the phar-

macist in most cases to select a product of the same

generic drug to fill any prescription.

Ironically, this dilution of physician control has

taken place against a background of growing evidence

that purportedly equivalent drug products may be in-

equivalent, since neither present drug standards nor their

enforcement are optimal. In fact, the FDA itself says it

has not enforced the same standards for hundreds of

“follow-on” products that it had applied to the original

NDA approvals. Thus physician control over patient

therapy is being eroded with a risk that patients may be

exposed to drugs of uncertain quality.

The major advertised claim for substitution is reduced

prescription prices for consumers. Yet no documentation

of any significant savings has been produced.

MAC Maximum Allowable Cost,MAC for short, is

a Federal regulation designed to cut the Government’s

drug bill by setting price ceilings for drugs dispensed to

Medicare and Medicaid patients. Unless the prescriber

certifies on the prescription that a particular product is

medically necessary, the Government intends to pay only

for the cost of the lowest-priced, purportedly-equivalent.

generally-available product. The effect of the program
may be that elderly and indigent patients will be restricted

to products which someone in Washington believes are

priced right. Practicing doctors will have little to say about

administration of the program, since Government will

have absolute authority to make its choices stick.

The drug lag The future of drug and device re-

search depends upon a scientific and regulatory environ-

ment that encourages therapeutic innovations. The
American pharmaceutical industry annually is spending

more than $ 1 billion of its own funds and evaluating

more than 1,200 investigational compounds in clinical

research. Disease targets include cancer, atherosclerosis,

viruses and central nervous system disorders, among
others. But there is a major barrier to the flow of new
drugs to your patients: The cost of the research is more

than ten times what it was, per product, in 1962; and

whereas governmental clearance of new drug applica-

tions took six months then, it commonly consumes two

years now.

The FDA needs adequate time, of course, to consider

data. But it is equally clear that the present approval proc-

ess contributes to needless delay of needed therapy.

That’s why the increased efficiency of the drug approval

process is vital to all our futures.

If these issues concern you, we suggest that you make
your voice heard—among your colleagues and your repre-

sentatives in State legislatures and in Washington.

It could make a difference in your practice tomorrow.

II

Pharmaceutical Manufacturers Association

1155 Fifteenth Street, N.W, Washington, D.C. 20005
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1976 MEMBERSHIP ROSTER
An alpliabotical listing of inonibers of Tlic Tennessee Medieal Association by County Medical Society is publisbed as a service to

tbe ineinbersbip. Tbe various inenibersbip categories are noted by special symbols. * denotes Veteran Status; % denotes Post-Grad-
nate Status; t denotes Military Status.

BEDFORD COUNTY
MEDICAL SOCIETY

Shelbi/ville

*W. L. Chambers
Albert L. Cooper
John S. Derryberry
Taylor Farrar
Joseph H. Feldhaus
Sue W. Johnson
Grace E. Moulder
Benjamin C. Ogle
Earl Rich
Aubrey T. Richards
B. Carl Rogers
C. T. Stubblefield
Sara Womack

BENTON-HUMPHREYS
MEDICAL SOCIETY

Camden
W. H. Blackburn
R. I. Bourne, Jr.

Joe S. Butterworth

New JohnsonviUe

James J. Lawson

Waverly

Maysoon S. Ali
Subhi D. S. Ali
Harold L. Blanton
Mark Hartley
Wallace J. McClure
Dorris A. Sanders
Joseph W. Stephens
Arthur W. Walker

BLOUNT COUNTY
MEDICAL SOCIETY

Alcoa

I. S. Henderson, Jr.

*James S. Henry
Colin L. Kamperman
J. Thomas Mandrell
Charles D. Wohlwend

Louisville

Bruce Green

Maryville

O. K. Agee
Norman A. Barnes
Biuy H. Rlanks
John A. Bollinger, Jr.

John H. Bowen
H. A. Callaway, Jr.

James M. Callaway
J. W. Christofferson
Mary D. Cragan
William C. Crowder
W. W. Crowder
Lynn F. Curtis
Sandra Denton
Barbara Donaldson
David C. Dorr
William E. Elliot

Raymond A. Finney
Ted L. Flickinger
James C. Gekas
R. H. Haralson, Jr.

R. H. Haralson, HI
C. N. Hatfield
Louis E. Haun
Paul W. Hoffmann
James T. Holder
Cecil B. Howard
John R, Huffman
Homer L. Isbell

Elgin P. Kintner
Sam S. Lambeth
Roy W. Laughmiller
Frank S. Lovingood
John F. Manning

Kenneth Marmon
Gordon McCall
David L. McCroskey
N. A. McKinnon, Jr.

James H. Millard
Robert D. Mynatt
H. S. Nelson
M. D. Peterson
Jack Phelan
James N. Proffitt

Robert D. Proffitt

Bainard P. Ramsey
Charles Raper
James Ricciardi
Robert W. Seaton
O. L. Simpson, Jr.

J. B. Smalley
H. T. Vandergriff
Lowell E. Vinsant

J. A. Yarborough

Rockford

Robert F. Leyen

Prescott, Arizona

Julian C. Lentz

BRADLEY COUNTY
MEDICAL SOCIETY

Cleveland

William T. Aldrich
Robert L. Allen
John M. Appling
Charles W. Arnold, Jr.

Marvin R. Batchelor
John M. Bryan
Glenn Byers
Peter Bzik
Chalmer Chastain
Robert H. Cofer
Ed N. Duncan
A. Estes Felker
Jack R. Free
Donald B. Gibson
Robert D. Hays
C. Richard Hughes
Ivan C. Humphries
William W. Johnson
Frank K. Jones
Cecil H. Kimball
M. Bart Knight
C. A. Kyie, Jr.

James C. Lowe
Gary K. McAllister
Joseph McCoin
Hayes Mitchell
John Murphy
Fred A. Muths
John Parkinson
E. Harris Pierce
John Powell
James J. Presswood
William Proffitt

John A. Rogness
Charles Romaine
Fenton L. Scruggs
James H. Simrall
William R. Smith
*W. C. Stanbery
Claud H. Taylor
James R. Thurman
James R. Van Arsdall
Gilbert A. Vamell

Copperhill

William O. Campbell
W. C. Zachary, Jr.

Ducktown
William R. Lee

BUFFALO
RIVER VALLEY

MEDICAL SOCIETY
Centerville

Parker D. Elrod
Bertie L. Holladay

James H. McGinley
Charles D. Wilburn

Dickson

Robert M. Coleman

Hohenwald
Veena Anand
Virender Anand

Linden

John F. Spaccarelii
Gordon Pi. Turner, Jr.

Parsons

Charles M. Alderson
James A. Meeks
Michael G. Molitor

CAMPBELL COUNTY
MEDICAL SOCIETY

Harrogate

George L. Day
Roy G. Ellis

G. Stanley Thompson
Jesse L. Walker

Jellico

Charles A. Prater
Charles H. Wilkens

LaFollette

E. G. Cline, Jr.

J. D. Crutchfield
M. L. Davis
James C. Farris
John C. Pryse
®Roscoe C. Pryse
L. J. Seargeant
Bnrgin H. Wood

Lake City

John S. Burrell
Ronald D. Hall, HI

Tazewell

Richard D. Clark

CHATTANOOGA-
HAMILTON COUNTY
MEDICAL SOCIETY

Chattanooga

Jerome H. Abramson
Chester G. Adams
J. E. Adams, Jr.

John W. Adams, Jr.

William P. Aiken
Edgar D. Akin
J. T. Albritton
Hilda N. Alisago
Billy Jason Allen
Charles H. Alper

**E. R. Anderson
Harry S. Anderson
Ira Lee Arnold
Joseph S. Atkinson
Stewart H. Auerbach
Joel Eugene Avery
A. Merton Baker, Jr.

Fred B. Ballard, Jr.

Samuel L. Banks
W. A. Banks
J. R. Bareddy
Juancho C. liautista

G. E. Beckmann, Jr.

John Bruce Berry
WiUiam B. Berry
E. F. Besemann
Samuel S. Binder
W. R. Bishop
Charles A. Blake
Henry C. Blount, Jr.

Catherine Boatwright
Lonnie Roy Boaz, Jr.

Walter E. Boehm
Walter M. Boehm

J. O. Bowers, Jr.

Robert E. Bowers
John F. Boxell
William D. Brackett
Frank S. Brannen
Robert D. Braun
John Brimi
Neil Charles Brown
R. L. Brown
Calvin P. Bryan
T. F. Buchanan, Jr.

E. F. Buchner, HI
William F. Buchner
Arch H. Bullard
John Arthur Burke
Thomas L. Buttram
W. R. Buttram, Jr.

Winston P. Caine, Jr.

Gary B. Galdwell
Donald R. Campbell
E. R. Campbell, Jr.

Don Allen Cannon
Maurice A. Canon
Ramon L. Carroll, Jr.

Bennett W. Caughran
David A. Chadwick
Suni Choi
C. Robert Clark
R. B. Clark, HI
C. R. Cleaveland
Joel B. Clements
Oscar H. Clements
R. C. Coddington
J. R. Collins

*Frank C. Combes
J. H. Corey, Jr.

George Edwin Cox
John M. Cox
M. Sue C. Cox
Phil D. Craft
Robert E. Lee Craig
J. F. Crawley, Jr.

James H. Creel, Jr.

John M. Crowell
*Tolbert C. Crowell
Doyle E. Currey

*Joe Tom Currey
Thomas W. Currey
Thomas H. Curtis
B. E. Dahrling, II

Malcolm B. Daniell
James Wilson Davis
Jimmy B. Davis
Robert G. Demos
P. L. DeRuiter
Joseph Tames Dodds
R. B. Donaldson
W. G. Dowell
James Robert Drake
Stanley J. Dressier
David H. Dmcker
Philip J. Dugan
Daniel Dupourque
John Q. Durfey
P. M. DuVoisin
William K. Dwyer
W. C. Dyer, Jr.

Frank R. Eldridge
John G. Ellis

Bruce A. Elrod
Henry Clay Evans, Jr.

John Thomas Evans
R. E. Eyssen
James R. Fancher
Theodore A. Feintuch
Francis M. Fesmire
William B, Findley
R. V. Fletcher

*J. M. Foley
Augustus C. Ford
N. G. Forlidas
W. R. Fowler
Guy M. Francis
A. H. Frye, Jr.

D. G. Garrett, Jr.

^Orville Carlos Gass
George Clive Gibson
Robert H. Giles, Jr.

Edwin Wayne Gilley
James K. Goodlad
A1 W. Gothard
Frank B. Graham, HI
Joseph W. Graves
William R. Green
W. C. Greer
Wallace D. Grissom
B. F. Grotts
R. B. Hagood, Jr.

David Parks Hall
Foster Hampton, III

John C. Hampton
B. D. Harnsberger

“Carl A. Hartung
H. K. Harvey
D. E. Haskins, HI
Charles W. Hawkins
J. Henry Hawkins
Paul E. Hawkins
Cauley W. Hayes, Jr.

Thomas E. Hayes
James Martin Hays
James R. Headrick
James W. Hedden
R. S. Hellmann
H. B. Henning
Warren B. Henry
G. K. Henshall, Jr.

H. B. Heywood, HI
Homer David Hickey
J. M. Higgason
David C. Hightsue
R. G. Hofmeister
P. B. Holliday, Jr.
Moon Wha Hong
Charles M. Hooper
R. A. Hoppe

“Donald Ross Hornsby
John O. House
Noel C. Hunt
W. P. Hutcherson
“D. Isbell

Dewitt B. James
Oliver W. Jenkins, Jr.
E. G. Johnson
J. Paul Johnson, Jr.

J. W. Johnson, Jr.

Gerald Isom Jones
Harry E. Jones
Hyman M. Kaplan
Yutaka Kato
C. D. Kennedy
John H. Kennedy
I. J. Killeffer

C. W. Kimsey
Walter H. King, Jr.

Clyde Roy Kirk
Durwood L. Kirk
D. K. Kitchen
Barry R. Klein
Michael Kosanovich
Ethem Y. Kuzucu
Irene J. Labrador
D. P. Labrador, Jr.

F. D. Lansford, Jr.

Richard S. Lasky
L. H. Lassiter

J. V. Lavecchia, Jr.

H. M. Lawrence, Jr.

Stewart Lawwill, Jr.

Jay F. Lewis, II

“P. H. Livingston
Ira Morris Long
Jose M. Luayon
Robert E. Mabe
W. B. MacGuire, Jr.

D. V. MacNaughton, Jr
Philip F. Macon
Luis G. Maldonado
Venk Mani
Tim Joseph Manson
C. B. Marsh
“W. H. Marsh
Hossein Massoud
Cooper H. McCall
David P. McCallie
Charles D. McDonald

John S. McDougal
Preston C. McDow
George R. McElroy
Ralph McGraw, Jr.

Edel F. McIntosh
James E. McKinney
Thomas P. McNeill
Avelino V. Mercado
Phyllis E. Miller
Robert T. Miller
Don Gilbert Mills
George A. Mitchell
Ronald L. Molloy
Thomas C. Monroe
J. Tucker Montgomery
John R. Morgan
T. F. Mullady, III

Fay B. Murphey, Jr.

R. Smith Murray
R. W. Myers
Fujie Nakamura
Marvin M. Nathan
Merrill F. Nelson

“Cecil E. Newell
E. T. Newell, Jr.

Robert L. Nichols
Paul V. Nolan
Barry Parker Norton
Frederick Oliver, Jr.

D. M. O’Neal
Robert N. Osmundsen
M. G. Padalia
W. C. Pallas
Ih Koo Park
Robert L. Patterson
Ernest White Patton
William C. Patton
John G. Paty, Jr.

Stanley R. Payne
Martin Allen Perez
Thornton D. Perkins
Millard Foy Perrin
W. A. Peterson, Jr.

Wesley Petty
W. E. Plauche
Richard E. Poehlein
C. A. Portera
W. H. Price
Walter Puckett, III

Jesse O. Ouillian
Joe Anne Quillian
James G. Quinn
Maurice S. Rawlings
Charles Jackson Ray
“Charles W. Reavis
“W. David Record
E. E. Reisman, Jr.

J. E. Reynolds
J. R. Reynolds
Alexander Rhoton
C. E. Richardson
K. C. Richmond
Deloris E. Rissling
A. P. Rogers
William E. Rowe
Esperanza A. Rowell
James R. Royal
Peter E. Rubin
B. W. Ruffner, Jr.

Don Jere Russell
Benjamin G. Santos
H. A. Schwartz
Edgar L. Scott, Jr.

Molly E. R. Seal
Charles F. Seman
Clarence Shaw
George W. Shelton
Adel N. Shenouda

James W. Sherrell
Leroy Sherrill

“W. J. Sheridan
Edwin H. Shuck. Jr.

Chas. W. Sienknecht
George J.ete Sivils

Walter H. Smartt
F. J. Smiley
M. J. Smith, Jr.

S. P. Smith
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Paul E. Snyder, Jr.

Pete S. Soteres
R. T. Spalding
James H. Spaulding
Eleanor Stafford

R. F. Stappenbeck
Harold Jones Starr

W. H. Steele, Jr.

W. A. Stem
W. C. A.

Stembergh, Jr.

Joseph H. Stickley
Harry Alfred Stone
Larry Damas Stone
W. H. Stonebumer
J. E. Strickland, Jr.

William K. Striker

Mary E. Stroud
C. L. Suggs, Jr.

Nat H. Swann, Jr.

Charles Ray Swift
Myron J. Szczukowski
George N. Taylor
Thomas E. Taylor
Raymond Tenenbaum
Bernard Tepper
David J. Tepper
Jack Tepper

*M. O. Tepper
Lloyd W. Thompson
Paul C. Thompson
Robert C. Thompson
D. H. Turner
A. Steven Ulin
Louis Ulin
M. R. Vance
®W. E. VanOrder
Roger Gordon Vieth
Gustavo Vilches
Gus John Vlasis

C. H. Von Cannon
M. Von Werssowetz
Fredia S. Wadley
Harry Lee Walton
W. Weathers, Jr.

Sanford L. Weiler
M. W. Westermeyer
L. Spires Whitaker, J)

J. L. Williams, Jr.

W. B. Willingham, Jr.

Ralph R. Wooley
Jackson Joe Yium
Julian Macow Yood
George G. Young
Joseph I. Zuckerman

H. G. Sibold
A. Y. Smith, III

Philipp Sottong
Robert C. Taylor

South Pittsburg

J. B. Hackworth, Jr.

J. B. Havron
William L. Headrick
Hiram Beene Moore
E. M. Ryan
Vision Taylor, Jr.

Whitwell

“Cleo Chastain
W. G. Shull

Bridgeport, Ala.

H. L. Elmore

Boca Raton, Fla.

*G. M. Roberts, Jr.

Tarpon Springs, Fla.

*John L. Cooley

Venice, Fla.

*Dean W. Golley
“Elliott F. Harrison

Ft. Oglethorpe, Ga.

Robert W. Montague

Rossoille, Georgia

W. D. Crawley, Jr.

Saltville, Va.

“Irvin S. Miller

South America

tR. D. Neufield

COCKE COUNTY
MEDICAL SOCIETY

Knoxville

. William J. Acuff

Newport

Reece B. DeBerry
A. J. Garbarino
D. H. McConnell
Glenn Shults
F. M. Valentine, Jr.

Collegedale

Robert L. Jensen
C. M. Von Henner

Copperhill

“Herschel H. Hyatt

J. T. Layne

Dayton

Ernest A. Forsten
L. F. Littell, Jr.

“James Jacob Rodgers

Dunlap

Ralph E. Gleffe, Jr.

C. G. Graves, Jr.

Arthur M. Owens

Flixson

R. W. Boatwright
Thomas R. Cox
Elizabeth B. Dickinson
R. F. Dominguez
Zoha G. Dominguez
Millard W. Ramsey

Jasper

James G. McMillan

Lookout Mountain

“J. Jesse Armstrong
James L. Caldwell
Rudolph M. Landry
Thomas S. Long

Ooltewah

“C. L. Lassiter

Pikeville

Thomas G. Cranwell
Rufus S. Morgan

Signal Mountain

George M. Cannon
“O. M. Derryberry
“B. B. Holt, Jr.

“Gene H. Kistler

“M. F. Langston
Allen D. Lewis

COFFEE COUNTY
MEDICAL SOCIETY

Manchester

Hale Cook
C. H. Farrar
Howard Farrar
Coulter S. Young
Ja-Nan Yu

Tullahoma

Ralph BrickeU
Marvin C. Fraley
Bruce E. Galbraith
Edwin E. Gray
C. B. Harvey
Jerry L. Kennedy
Ho Kyun Kim
James M. King
Seimg Hoo Lee
Charles W. Marsh

“Earl E. Roles
Claude C. Snoddy
Francisco Vallejo
Luz A. Vallejo
Charles H. Webb
M. Qark Woodfin, Jr.

CONSOLIDATED
MEDICAL ASSEMBLY

Alamo

J. H. Donnell

Bells

Charles Hickman
Russell W. Mayfield

Bemis

A. N. Williams, Jr.

Bolivar

Harvey H. Barham
Robert Dimavant
Charles L. Frost
Raymond W. Rhear
William R. Sullivan
“James K. Tate, Jr.

Brownsville

“Thomas C. Chapman
James L. Crabb
Bobby D. Hale
David E. Stewart

J. C. Thornton, Jr.

Jerald White

Bruceton

“Robert T. Keeton

Camden
Alvin T. Hicks
Robert L. Horton

Friendship

Lamar A. White

Grand Junction

N. H. Edwards

Henderson

Darrell King
Oscar M. McCallum
R. L. Wilson

Humboldt
Billy L. Couch
J. H. Crenshaw
T. M. Crenshaw
Albert H. Fick

Huntingdon

Jerry F. Atkins
N. B. Bhat
Bffl Scott Portis

Robert B. Wilson

Jackson

C. V. Alexander, Jr.

Roy Appleton
Thomas K. Ballard
James Barker
Jim Barnes
Robert J. Barnett
S. L. Bicknell

Jack H. Booth
Jane W. Brown
Joe L. Bro\\m
William F. Burnett
Swan Burruss, Jr.

“Swan Burruss, Sr.

J. H. Chandler
Charles W. Cox
James T. Craig, Jr.

Sterling R. Craig
Edward F. Crocker
William G. Crook
John P. Curlin
Ruth E. Dinkins
George D. Dodson

“Jack E. Douglass
R. A. Douglass, Jr.

Clarence Driver
Thomas Ellis

Blanche S. Emerson
Blair D. Erb
Fred Friedman
Oliver H. Graves
Robert C. Hall
Walton W. Harrison
George Harvey
G. E. Hazelhurst, Jr.

Bruce E. Herron
Charles B. Herron
Bobby Higgs
Robert S. HiU
Jerry Hornsby
Ben F. House
G. B. Hubbard
T. James Humphreys
Leland M. Johnston
Chester Jones
John A. Kendall
Duval H. Koonce
Donald S. LaFont
James D. Lane
J. A. Langdon, Jr.

Donald R. Lewis
Fred Looper
Robert B. Mandle
William C. McAfee
Harold T. Mclver
A. L. Middleton
Jesse Miller, Jr.

Henry N. Moore
Alfred J. Mueller

* Lamb B. Myhr
George Pakis. Jr.

James A. Phillips

J. A. Price, Jr.

John G. Riddler
RusseU H. Robbins
W. H. Roberts
Joseph P. Rowland

Allen L. Schlamp
Barnett Scott
Benjamin Sharpe, Jr.

Lee C. Sheppard, Jr,

Harris L. Smith
Robert T. Smith
Raphael C. Sneed
James Spruill

Charles Stauffer
Lowell Stunecipher
James T. Swindle
James L. Thomas
J. R. Thompson, Jr.

S. A. Truex, Jr.

R. T. Tucker, Jr.

James Warmbrod, Jr.

Jimmy F. Webb
Edward H. WeUs, III

F. E. Williamson, Jr.

Wayne H. Wolfe
George Wyatt
Paul E. Wylie
Harold R, Yarbro

Kenton

A. H. Gray

Lexington

Wesley F. Jones
Maurice N. Lowry
Warren C. Ramer
Warren Ramer, Jr.

Jack C. Stripling
Charles W. "\Vhite

McKenzie

James T. Holmes
James H. Robertson
S. S. Walker, Jr.

Medina
“Robert H. Morris

Milan

Hubert P. Clemmer
James O. Fields
“P. D. Jones
James H. Williams
Phillip G. Williams

Parsons

George Shannon

Savannah

H. D. Blankenship, Jr.

A. G. Churchwell
John D. Lay
Thomas V. Roe
Howard W. Thomas
James H. Thomas
Howard Whitaker, Jr.

Thomas R. Williams

Selmer

T. N. Humphrey
Harry Peeler
James H. Smith
Monte E. Smith, Jr.

Somerville

John L. Armstrong
John M. Bishop
Ray Hawkins
Frank S. McKnight
“John W. Morris
L. H. Plemmons
Karl Byington Rhea
Lee Rush, Jr.

Trenton

J. F, Bradley, Jr.

E. C. Grafton. Tr.

William G. DeSouza
John Wesley Ellis

John Green
Tames W. Hall
C. L, Holmes
Leon Koen
Robert Pemot
J. L. Williams

Whiteville

Aubrey Richards

Green Valley, Ariz.

“William T. Fitts

Augusta, Ga.

“G. Frank Jones

McHenry, III.

John Albanese

CUMBERLAND
COUNTY

MEDICAL SOCIETY
Crossville

James BamaweU
Richard L. Bilbrey
Joe E. Burton
James T. Callis

David E. Campbell
J. T. Campbell, Jr.

Jack C. Clark
R. E. Cravens
P. M. Deatherage
Carl T. Duer
Paul A. Ervin, Jr.

William E. Evans
Fred Guthrie
Danny Hall
R. Donathan Ivey
John M. Jackson
Joel F. Johnson, Jr.

Fred W. Munson
Ray A. Olaechea
Larry D. Reed

“Stuart P. Seaton
Ramon S. Vinas
Toe K. Wallace
R. H. Wood, Jr.

Pleasant Hill

“Laurence A. Chroucb
“Margaret K. Stewart

Rockwood

J. W. Lindsay

DAVIDSON COUNTY
MEDICAL SOCIETY

Ashland City

James Baldwin

Brentwood

W. F. Sheridan, Jr.

Goodlettsville

James S. Hastie
Lee F. Kramer
“G. S. McClellan
Giog Sing Po

Hendersonville

Owen C. BeU
Andrew S. Boskind
Helen C. Burks
Charles M, Cowden
W. Gordon Doss
“Cyrus E. Kendall
Daniel Mendoza
Robert D. Pilkinton
Divina Tan Po
C. G. Stockard, Jr.

R. L. Strom

Hermitage

“John M. Lee

Madison

A. A. Agbunag
joe Gary Allison
Zillur Athar
John B, Bassel
Charles B. Beck
L. Dale Beck
W. J. Binkley
James E. Bumes
Robert E. Bun-
William J. Card
Sam W. Carney, Jr.

S. G. Chikkannaiah
Kenneth L. Classen
Frederec B. Cothren
Joseph M. Crane
Arthur R. Cushman
William G. Davis
Hillis F. Evans
William F. Fleet, Jr.

John R. Firrman
“Julian Gant
Harold L. Gentry
George B. Hagan
Robert L. Haley, Jr.

James M. High
Warren T. Hill

William H. Hill

LaDon W. Homer
Jerry Hunt
Dale Maurice Isaeff

Elwin C. Lanz
George Liebeimann
Robert I. Linn
H, T. McCall
Barton McSwain
W. H, Marshall

J. O. Miller, Jr.

P. G. Pascua
Conchita T. Pecache
J. C. Pennington, Jr.

R. L. Pettus, Jr.

Fred W. Ryden
Richard J. Sanders
Joseph W. Scobey
Norman L, Sims
Wm. O. T. Smith
Choon Duck Son
V. W. Stuyvesant

“Joe Sutherland
Richard P. Taber
Harry Witztum

Memphis
W. B, Harwell, Jr.

“Harold M. Truebger

Mt. Juliet

E. D, Magpantay
A. Z. Manalac, Sr.

Nashville

Eduardo Abisellan
Georgina Abisellan
Harry S. Abram
David Acker
MauriceM. Acree, Jr.

Crawford Adams
Robert W. Adams, Jr.

R. B, Addlestone
Benton Adkins
I. A. Alcantara
Clyde W. Alexander
“Joseph W. Alford, Jr,

Wffliam C. Alford
David T. Allen

J. H. AUen, Jr.

Terry R. Allen
Clyde Alley, Jr.

“William E. Allison
Ben J. Alper
Arthur R. Anderson

“E. E. Anderson
Edward Anderson
Edwin B. Anderson
H. R. Anderson
J. E. Anderson, Jr,

J, S. Anderson, Jr.

Robert S. Anderson
William C. Anderson
George W. Andrews
Larry T. Arnold
Harvey Asher
Gerald F. Atwood
George R. Avant
Mark S. Averbuch
Elizabeth Backus
Harry Baer

“J. Mansfield Bailey
Roderick I. Bahner
Thurman Dee Baker
“Sidney W. Ballard
Preston Hite Bandy
Robert L. Banner

“Edward H. Barksdale
Paul Harold Barnett
Robert B. Barnett
David Barton
Allan D. Bass
Jack M. Batson
Randolph Batson
Mahin Bayatpour
D. Scott Bayer
C. Patrick Beatty
Luther A. Beazley
Exter F. Bell, Jr.

Robert L. Bell
H. W. Bender, Jr.

“Ljnch D. Bennett
George N. Benson
Edmund W. Benz
M. Lawrence Berman
Louis J. Bernard
Stanley Bernard
Geoffrey Berry
John H. Beveridge
Otto Billig

F. T. Billings, Jr.

George T. Binkley
Ben J, Birdwell
R. T. Birmingham
E. L. Bishop, Jr.

Lindsay K. Bishop
Joseph M. Bistowish
Stanley J. Bodner
Frank H. Boehm
Robert L. Bomar, Jr.

Arthur G. Bond
John Benjamin Bond
Robert C. Bone
G, W, Bounds, Jr.

David G. Bowers, Jr.
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•Anna M. Bowie
William J. Boyd
John M. Boylin
H. B. Brackin, Jr.

Cloyce F. Bradley
“G. Hearn Bradley
James M. Brakefield

H. Victor Braren
John B. Breinig
A. Bertrand Brill

T. E. Brittingham
Arthur L. Brooks
Lloyd R. Broomes
John C. Brothers
Dorothy Brown
Helena P. Brown
James H. Brown
W. E. Brown, Jr.

E. W. Browne, Jr.

Harry Gray Browne
J, Thomas Bryan
R. D. Buchanan
R. N. Buchanan, Jr.

Reuben A. Bueno
•John C. Burch
Joseph G. Burd
Henry Burko
Lonnie S. Burnett
Gerald R. Bums
Ian M. Burr
George R. Burrus
Roger B. Burrus
B. F. Byrd, Jr,

Guillermo Cadena
B. H. Caldwell
T. B. Caldwell, IH
Calvin L. Calhoun
James J. Callaway
W. Barton Campbell
Francisco A. Campos
C. G. Cannon, Jr.

Richard O. Cannon
E. Tom Camey
G. K. Carpenter, Jr.

®G. K. Carpenter, Sr.

Charles M. Carr
Oscar W. Carter
Robert A. Carter
Anthony D. Casparis
Norman M, Cassell
Castelnuova-Tedesco,

P.

•John S. Cayce
Lee F. Cayce
Ralph J. Cazort
Robert L. Chalfant
Pong Moon Chang
John E. Chapman
Eric M. Chazen
William J. Cheatham
Abraham Pacha Cheij
•Amos Christie

Arkom Chulamorkodi
William M. Clark
Jeannine A. Classen
Cully A. Cobb
Robert T. Cochran
John H. Coles, III

William A. Cook
George Edward Cooke
William E. Coopwood
Charles Corbin, Jr.

Robert T. Comey
Jackson D. Cothren
Orrie A. Couch, Jr.

Vincent R. Couden
Frederic E. Cowden
George Boyd Crafton

Paul S. Crane
H. James Crecraft
William B. Crenshaw
Angus M. G. Grook
Jerrall P. Crook

•R. R. Crowe
W. Andrew Dale
Rollin A. Daniel. Jr.

James F. Daniell
William J. Darby
Philip V. Daugherty
George William Davis
Michael David Davis
•Theodore W. Davis
Thomas J. Davis, Jr.

Richard H. Dean
Thos. C. Delvaux, Jr.

H. C. Dennison, Jr.

David M. Denny
Samuel H. Dillard
Walter L, Diveley
William M. Doak
Peggy A. Domstad
William D. Donald

•Earl D. Dorris
Robert T. Doster, Jr.
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•Henry L. Douglass
William L. Downey
Mark A, Doyne
Fred Drake
L. Rowe Driver
Ray L. Dubuisson
Price H. Duff
Gary W. Duncan
George E. Duncan
R. C. Dunkerley, Jr.

G. Dewey Dunn
William P. Dutton
Doran D. Edwards
Joe M. Edwards
Robert H. Edwards
William H. Edwards
O. H. Ekeleme
Lloyd C. Elam
Roy O. Elam, III

Pa^ D. Elcan
James H. Elliott

•P. G. Elliott

James W. Ellis

Melvin L. Elson
Charles W. Emerson
Yilmaz Eryasa
Irwin B. Eskind
T. Horace Estes
E. William Ewers
Don L. Eyler
Roy C. Ezell
A. K. M. Fakhruddin
Leslie Falk
William T, Farrar
R. James Farrer

J. L. Farringer, Jr.

W. H. Faulk, Jr.

Charles T. Faulkner
Stephen K. Felts
Gerald M. Fenichel
Harold A. Ferguson
Peggy C. Ferry
Ray O, Fessey
J. N. Fidelholtz
John P. Fields
Frederick L. Finke
Robert M. Finks
Joseph H. Fishbein
Benjamin Fisher

•Laura M. Fisher
R. Darryl Fisher
James H. Fleming, Jr.

Ross Fleming, Jr.

John M. Flexner
Stephen A, Floore
Howard R. Foreman
Garth E. Fort
Henry W. Foster
John H. Foster
Nelson R. Foster
Eugene W. Fowinkle
S. Benjamin Fowler

•Richard France
Robert S. Francis
Rand T. Frederiksen
R. J. Freeman
Frank R. Freemon
Walter W. Frey
Thomas Friddell
Gottlieb C. Friesinger
John C. Frist, Jr.

Robert A. Frist
Thomas F. Frist

Thomas F. Frist, Jr.

James L. Fuqua
Don L. Gaines
Charles K. Gardner
•James C. Gardner
Sam Young Garrett
Fay M. Gaskins
Robert B. Gaston
David W. Gaw
William R. Gaw
Daniel C. Geddie
Erol Genca
J. Anjou German
C. N. Gessler
Charles M. Gill
Frank B. Glascock
M. E, Glasscock, III

Alan D. Glick
John P. Glover, Jr.

John R. Glover
F. W. Gluck, Jr,

W. G. Gobbel, Jr.

Fred Goldner, Jr.

James E. Goldsberry
Paul C. Gomez
H. C. K. Gowda
Alan L. Graber
Louis S. Graham, Jr.

Thomas P. Graham
Burton Paine Grant
H. A. Graves, Jr.

Edmon L. Green

Janies L. Green, Jr.
Louis D. Green
Paul A. Green, Jr.

Ralph Greenbaum
Harry Lee Greene
Clifton E. Greer, Jr.

David W. Gregory
James P. Gregory
Marvin G. Gregory
John J. Griffin

Paul P. Griffin

John W. Griffith, Jr.

Elwyn M. Grimes
John H. Griscom
•Thomas Grizzard
Erich B. Groos
Laurence Grossman
Milton Grossman
James Growden, Jr.

W. E. Gupton, Jr.

Gary S. Gutow
Arnold Haber, Jr.
Lennelle W. Haddox
Keith W. Hagan
Ruth C. Hagstrom

•David W. Hailey
Charles E. Haines
Wallace H. Hall, Jr.

Gerald Halprin
Thomas B. Haltom
Marcelle R. Hamberg
C. M. Hamilton
J. R. Hamilton
William M. Hamilton
Roy G. Hammonds
Axel Carl Hansen
Robert A. Hardin
Jackson Harris
Perry F. Harris
Wm. H. Hartmann
Aubrey B. Harwell
Norman D. Hasty
•James T. Hayes
H. Campbell Haynie
James William Hays
James B. Helme
R. R. Henderson
Edmond C, Henson
J. L. Herrington, Jr.

John G. Herzfeld
Ray W. Hester
B. K. Hibbett, III

•J. B. Hibbetts, Jr.

•William Higginson
Daniel R, Hightower
Elmore Hill
Irving R. Hillard
Alan R. Hinman
Charles S. Hirshberg
Charlie Joe Hobdy
G. W. Holcomb, Jr.

Fowler Hollabaugh
Marc H. Hollender
J. W. Hollifield
Inpow Hong
Robert G. Horn
David H, Horowitz
Frederick Horton
Everette Howell, Jr.

Henry C. Howerton
Yerng-Temg Hsueh
C. H. Huddleston
James M. Hudgins
Jerry K. Humphreys
Joseph E. Hurt
R. H. Hutcheson, Jr.

Vernon Hutton, Jr.

Maurice Hyman
Robert W. Ikard
M. D. Ingram, Jr.

Juanita J. Isaacs
A. P. Isenhour, Jr.

Mohammed Ismail
Joseph M. Ivie

J. Kenneth Jacobs
Everett James
Frank L. Jayakody
David E. Jenkins

•Hollis E. Johnson
H. Keith Johnson
Ira T. Johnson
James W. Johnson
John S. Johnson
Marshall Johnson
R. M. Johnson
C. R. Johnston
Robert K. Johnston
E. Palmer Jones
Frank E. Jones

•John R. Jones
Orrin L. Jones, Jr.

Harold Jordan
Thomas M. Jordan

•R. H. Kampmeier
Herman J. Kaplan

Peter R. Kaplan
David T. Karzon
Alfred Kasselberg
Wffliam S. Keane
Paul C. Kemmerly
J. Allen Kennedy
W. D. Kenner, III

W. G. Kennon, Jr.

Michael J. Keyes
Qamar A. Khan
Anthony W. Kilroy
Jack P. Kinnard
Lowry Dale Kirby
Roy W. Kirchberg
F. K. Kirchner, Jr.

Sandra G. Kirchner
Ralph R. Kling, Jr.

O. Morse Kochtitzky
Leonard J. Koenig
Ronald Kourany
Kent Kyger
Charles J. Ladd
Robert H. Laird
John W. Lamb
Roland D. Lamb
F. Hayden Lambert
Samuel D. Lane
L. P. Laughlin
H. T. Lavely, Jr.

Samuel J. LaVoi
G. Allen Lawrence
Albert R. Lawson
Joseph F. Lentz
John M. Leonard
Virgil S. LeQuire
James P. Lester
Malcolm R. Lewis
Grant W. Liddle

•Richard C. Light
Joaime Lovell Linn
A. B. Lipscomb
Richard L. Lisella
Jacinta J. Llorens
James P. Loden
Jimmi H. Logan
Thomas P. Logan
H. Newton Lowom

•S. L. Lowenstein
E. Ray Lowery, Jr.

John N. Lukens, Jr.

•Frank H. Luton
Philip L. Lyle
John B. Lynch
Charles W. MacMillan
Robert D. MacMillan
James J. Madden, Jr.

•Robert H. Magruder
•Guy M. Maness
•W. R. Manlove
George V. Mann
Edward H. Martin
R. R. Martinez
Ralph W. Massie
J. J. Matzelle
Lilia D. Mauricio
Boyd May, Jr.

Ben R. Mayes
Charles E. Mayes
Robert E. McClellan
Robert L. McCracken
Susan J. McDaniel
James B. McGehee
Charles W. McGinnis
James E. McGriff
Embry A. McKee
Lee Wm. McLain
Alexander McLeod
John W. McMahan
M. Charles McMurray
E. W. McPherson
Warren McPherson
William F. Meacham
Clifton K. Meador
Arnold M. Meirowsky
Stephen P. Melkin
Cullen R. Merritt, II

Robert M. Metcalfe
Ralph Metheny, Jr.

V. L. Metts, III

Alvin H. Meyer
Michael A. Milek
Andrew H. Miller
Gale W. Miller
Joe Morris Miller
John Maurice Miller
•Lloyd C. Miller
James Brown Millis
Lee R. Minton
Gita Mishra
Mona K. Mishu
Carl E. Mitchell
Douglas P. Mitchell
Edwin H. Mitchell
Thomas F. Mogan
Roy W. Money

Harry T. Moore, Jr.
P. G. Morrissey, Jr.

Charles Morton, III

Patrick H. Moulton
James R. Moyers
I. Armistead Nelson

“Oscar G. Nelson
Dewey G. Nemec
Tom E. Nesbitt
Martin G. Netsky
J. W. Nickerson, Jr.

Oscar F. Noel
Philip J. Noel, Jr.

Margaret S. Norris
Charles G. Norton
B. L. Obiena-Tirao
Kevin M. O’Brien
Denis M. O’Day
Richard P. Oldham
Robert K. Oldham
John R. Olson
James A. O’Neill, Jr.

Thomas W. Orcutt
David N. Ortha
•James C. Overall
Ronald E. Overfield
Robert C. Owen
Richard P. Ownbey
Fred Dillard Ownby
•Homer M. Pace, Jr.

David L. Page
Harry Lee Page, Jr.

T. F. Paine, Jr.

G. Palacio-Del Valle
Kamala Paniker
Roy W. Parker
T. F. Parrish
Bernard J. Pass
P. Takis Patikas
Warren R. Patterson
Jesse R. Peel
G. G. Peerman, Jr.

C. Eugene Peery, Jr.

T. G. Pennington
Pedro J. Perales
George Louis Perler
Frank A. Perry
James M. Perry, Jr.

L. O. P. Perry
John E. Peters
William A. Pettit

Joseph R. Phillips

J. M. Phythyon
D. R. Pickens, Jr.

•Charles B. Pittinger
Kenneth L. Poag
Phillip P. Porch, Jr.

Constantine Potanin
Thomas E. Potts
•David B. P’Pool
David B. P’Pool, Jr.

James S. Price
James M. Prochaska
Jerry E. Puckett
C. W. Quimby, Jr.

Robert W. Quinn
K. M. Rajashekaraiah
William B. Ralph, Jr.

Lloyd H. Ramsey
Bruce W. Rau
Robert M. Reed
“Eugene M. Regen
Eugene M. Regen, Jr.

Frank M. Rembert
Roy J. Renfro
Robert N. Reynolds
Vernon H. Reynolds
Robert K. Rhamy
Lenore De Sa Ribeiro
John R. Rice
Ron N. Rice
James P. Richards
Robert E. Richie
Greer Ricketson
Douglas H. Riddell

•Elkin L. Rippy
•Samuel S. Riven
L. B. Robbins, II

Joseph D. Robertson
F, C. Robinson
Robert I. Roelofs
Carl W. Rogers
Gaylon R. Rogers
Barrett F. Rosen
Howard E. Rosen
Alvin B. Rosenbloom
Marvin J. Rosenblum
Sol A. Rosenblum
Louis Rosenfeld
R. E. Rosenthal
Peirce M. Ross
Fred A. Rowe, Jr.

Robert Monroe Roy
Salil Roy
Robert V. Russell

Samuel B. Rutledge
Robert N. Sadler
William G. Sale, HI
Howard L. Salyer
Louis Sampson
Dan S. Sanders
Harvey S. Sanders
Paula C. Sandidge
Joseph J. Sannella
Houston Sarratt
John L. Sawyers
Julia E. Sawyers
J. H. Sayers, Jr.
Charles D. Scheibert
Stephen Schillig
R. P. Schneider
Lawrence G. Schull
Herbert Schulman
Mary P. Schultz
J. R. Schweikert
N. R. Schweikert
H. William Scott, Jr.
Addison B. Scoville
G. Gordon R. Sell
Sarah W. Sell
Robert A. Sewell
E. C. Shackleford, Jr.
S. A. Shaffer
Issam J. Shaker
Nelson E. Shankle
John L. Shapiro
Abram C. Shmerling
•Brian T. Shomey
H. H. Shoulders, Jr.

Harrison J. Shull
David R. W. Shupe
Burton Silbert
Thomas E. Simpkins
B. C. Sinclair-Smith
Paul E. Slaton, Jr.

William T. Slonecker
Bradley E. Smith
Charles B. Smith
Charlie R. Smith
Clyde W. Smith
•Daugh W. Smith
Grover R. Smith

•Henry Carroll Smith
Luther E. Smith
Marion L. Smith
Murray W. Smith
Raphael F. Smith
B. N. Somayaji
Brent A. Soper
M. J. Spalding
Harvey Spark
W. A. Spickard
Stuart C. Spigel
Bertram E. Sprofkin
Daphine Sprouse
Robert E. Stein
Joseph Steranka
Frank W. Stevens
Rose Marie Stevens
James O. Stewart
Lee William Stewart
W. R. C. Stewart
William J. Stone
William S. Stoney
Dennis Stouder
Joe M. Strayhorn
“W. D. Strayhom
W. D. Strayhom, III

Wilbom D. Strode
Steven Stroup
Paul R. Stumb
W. D. Sumpter, Jr.

Hakan Simdell
A. J. Sutherland, Jr.

M. Suwanawongse
Loyda C. Tacogue
John M. Tanner
G. J. Tarleton, Jr.

Edward L. Tarpley
Paul E. Teschan

•Pauline Tenzel
•R. T. Terry
A. B. Thach, Jr.

•Clarence S. Thomas
C. S. Thomas, Jr.

Emil Dewey Thomas
James N. Thomasson
David D. Thombs
John B. Thomison
Charles B. Thome
Spencer Thornton
Crafton H. Thurman
Stephen S. Thurman
K. Shannon TiUey
Jesus F. Tirao

•Willard O. Thrill, Jr.

W. O. Tirrill, HI
Khkland W. Todd, Jr.

Robert H. Tosh
•C. C. Trabue, IV
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William H. Tragic

J. Douglas Trapp
L. E. Traughber, Jr.

C. R. Treadway
Carr A. Treheme
®Mario A. Trujillo
•Cecil B. Tucker
John M. Tudor
Bruce I. Turner
Dorothy J. Turner
Anthony P. Urbanek
P. B. Vasudeo
Arthur J. Viehman
P. Z. Vora
W. B. Wadlington
R. W. Waggoner, Jr.

Robert W. Wahl
Ethel Walker
Matthew Walker
Phillip J. Walker
Rodger T. Wallace
James C. Wallwork
Lloyd A. Walwyn
John M. Wampler
James W. Ward
Russell D. Ward
Thomas F. Warder
John S. Warner

•Robert T. Warner
G. J. Waybiim, Jr.

Ronald A. Weaver
Thomas S. Weaver
Ben H. Webster
Charles E. Wells
Arville V. Wheeler
Roger K. White
Thomas C. Whitworth

tCharles A. Wiggins
E. E. Wilkinson
W. C. Williams, Jr.
Larry G. Willis
James P. Wilson
John T. Wilson
Vernon Wilson
Nat T. Winston
Frank G. Witherspoon
Norman E. Witthauer
John S. Wolf, Jr.

Lawrence K. Wolfe
Frank C. Womack
G. Wallace Wood
C. C. Woodcock
M. C. Woodfin
John R. Woods
Raymond Woosley, Jr.

Dennis C. Workman
Taylor M. Wray
Dorris J. Wright
John K. Wright
Samuel S. Wright
John Lanier Wyatt
David R. Yates
Mario K. Yu
John S. Zelenik
“Kate Savage Zerfoss
•Thomas B. Zerfoss
T. B. Zerfoss, Jr.

C. W. Zimmerman

Old Hickory

Henry D. Murray
Howard C. Pomeroy
•Edward Bullock Rhea
Pepito Salcedo
Inocentes A. Sator
Wendell W. Wilson

Smyrna
Dominador Blanco, Jr.

Socrates Pinto

Chicago, II.

J. Andrew Mayer

West Point, N.Y.

tj. E. Fitzwater, Jr.

DICKSON COUNTY
MEDICAL SOCIETY

Charlotte

James C. Elliott, Jr.

Dickson

Stanley M. Anderson
Walter A. Bell, Jr.

William A. Crosby
Shannon R. Curtis
Daniel B. Drinnen
Phillip W. Hayes
James A. Hoffmeister
James T. Jackson
Lawrence R. Jackson
William M. Jackson

Bobby J. Smith
Eldred H. Wiser

Erin

Jack S. Kaley

FENTRESS COUNTY
MEDICAL SOCIETY

Jamestown
B. Fred Allred
Jack Smith
Shelby O. Turner

FRANKLIN COUNTY
MEDICAL SOCIETY

Decherd

Dewey W. Hood

Sewanee
Dudley C. Fort
Charles B. Keppler
Fletcher S. Stuart

Winchester

Jo C. Anderton
Reynolds Fite
Gerald E. Johnson
Rodolfo Villar

GILES COUNTY
MEDICAL SOCIETY

Pulaski

Robert B. Agee
Robert V. Coble
Buford P. Davis
James V. Fentress
A. C. Foronda

“Walter J. Johnson
William H. Murrey
William K. Owen

GREENE COUNTY
MEDICAL SOCIETY

Coalmont

“L. E. Coolidge

Greeneville

Maynard Austin
Ramon Azaret
Lloyd Barnes
Bill E. Barry
Robert G. Brown
Vernon C. Butler
W. C. Chapman, Jr.

Ronald A. Cole
Robert A, Cooper
Robert S. Cowles, Jr.

Martin W. Durkin
James F. Easterly
Luke L. Ellenburg
Haskell W. Fox
•Rae B. Gibson
Hal H. Henard
Gordon P. Hoppe
N. P. Homer
C. D. Huffman
Ben J. Keebler
Richard C. Larsen
W. L. Mason
Marlin Mathiesen, Jr.

Haskell B. McCollmn
James R. McKinney
Dee L. Metcalf
George Novinger
Michael J. O’Dell
George W. Oden
David O. Patterson
Calvin R. Reviere
Kenneth L. Roark
lohn L. Shaw
Robert M. Strimer
Kenneth Susong
W. C. Thacker
Thomas Webster

Mosheim
Dale Brown
•Graydon Evans

HAMBLEN COUNTY
MEDICAL SOCIETY

Dandridge

O. L. Merritt

Jefferson City

David C. Cawood
Mary Chin
John W. Ellis, Jr.

Samuel C. Fain
Jessie E. Howard
Estle P. Muncy

Morristown

W. K. Alexander
J. G. Amadore, Jr.

Douglas Andrews
John C. Backe, Jr.

L. R. Barclay
Mack J. Bellaire
C. C. Blake
H. T. Brock
A. P. Bukeavich
M. E. Bukovitz
J. D. Caldwell
Gary R. Chambers
Jerry Crook
Kemp Davis
Clarence J. Duby, Jr.

P. L, Fuson
David L. Greene, Jr.

Robert Gronewald
W. J. Gutch
Jamshed V. Haq
Crampton H. Helms
John H. Kinser
O. R. Lowry, HI
Everette G. Lynch
David W. McNeil
•Frank L. Milligan
O. C. Renner, Jr.

Josiah B. Sams
Charles S. Scott
Donald C. Thompson
Timothy W. Thurston
Powell M. Tmsler
Jose Wee-Eng
D. V. Willbanks
Ra>nnond B. Yates

Rutledge

•Leander C. Bryan
Tenny J. Hill

Whitepine

Erman Dale Allen
B. J. Millard

HAWKINS COUNTY
MEDICAL SOCIETY

Rogersville

R. B. Baird, Jr.

Ralph Gambrel
William E. Gibbons
Walter L, Goforth
E. M. Henderson

Surgoinsville

George E. Miller

HENRY COUNTY
MEDICAL SOCIETY

Buchanan
•W. P. Griffey, Sr.

•J. B. Peebles

Paris

Robert D, Adams
W. R. Campbell
W. P. Griffey, Jr.

I. W. Howell
I. H. Jones
Barry P. McIntosh
T. McSwain Minor
E. P. Mobley, Jr.

J. D. Mobley
J. E. Neumann, Sr.

D, M. Norman
Robert T. Paschall
William Rhea, Sr.

William G. Rhea, Jr.

James B. Robertson
Kenneth G. Ross
John M. Senter, Jr.

Frank B. Sleadd
J. Ray Smith
T. C. Wood

JACKSON COUNTY
MEDICAL SOCIETY

Gainesboro

Paul M. Burd
Elijah M. Dudney
Jack S. Johnson

KNOX COUNTY
MEDICAL SOCIETY

Concord

K. B. Carpenter
Fred M. Furr

Carl E. Gibson
B. D. Goodge
Donald E. Larmee
Robert W. Meadows

Corryton

A. D. Simmons

Greeneville

•R. H. Monger

Knoxville

Gene V. Aaby
•L. Alton Absher
James J. Acker
Joseph E. Acker, Jr.

Tea Edward Acuff
Robert L. Akin
Edmund B. Andrews
•Chas, M. Armstrong
Charles G. Ange
David W. Ange
John W. Avera
Anne B. Avery
Robert B. Avery
Shirley B. Avery
William R. Bailey
Martin R. Baker
Gordon S. Ballou
Floyd N. Bankston
Walter C. Beahm
Daniel F. Beals
Joe D. Beals
Alfred D. Beasley
Thomas K. Beene
John H. Bell
Spencer York Bell

Bruce Bellomy
Walter Benedict
James C. Benton
Albert W. Biggs
Monte B. Biecrs

Archer W. Bishop, Jr.

•Charles W. Black
Joe W. Black, Jr.

H, A. Blake
Lynn F. Blake
Leon Bogartz
W. E. Bost
Wade H. Boswell
Leonard A. Brabson
Jacob T. Bradsher
Richard F. Brailey
Aubra D. Branson
Robert G. Brashear
Robert J. Rrimi
James C. Britt

Joseph L. Broady
•Clayton M. Brodine
Robert T. Brooks
Fred F. Brown
•Horace E. Brown
Raymond C. Bunn
Edward Buonocore
John H. Burkhart

J. M. Burkhart
John T. Bushore
Martha S. Bushore
William G, Byrd
J. Ed. Campbell, Jr.

John W. Campbell
Clyde L. Capps

•P. H. Cardwell
C. Sanford Carlson
Frederick W. Carr
Donald G. Catron
Lloyd G. Caylor
Amoz Chemoff
Jack Chesney
John T. Chesney
L. Warren Chesney
H. E. Christenberry, J
K. W. Christenberry
K. W. Christenberry, ]

Henry Christian
•C. L. Chumley
•Edward S. Clayton
Wm. W. Cloud
Malcolm F. Cobb
Robert R. Cole
R. H. Collier, Jr.

I. Reid Collmann
Frank V. Comas
Charles Congdon
D. Raymond Conley
Edward D. Conner
John H. Cooper
David A. Corey
Dennis Coughlin, Jr.

Tames B. Cox
John J. Craven
Joe C. Crumley
J. P. Cullum
Morris N. Dalton
Elvyn V, Davidson

Daniel Davis
Lloyd C. Davis
Martin Davis
Joseph C. DeFiore, Jr

Joseph B. DeLozier
W. A. I )eSautelle
Daniel L. Dickerson
Albert W. Diddle
William T. Dobbins
Sheldon E. Domm
Larry Dorsey
John H. Dougherty
Robert E. Dougherty
James E. Downs
Russell H. Dreyer
Mary Brock Driffy

James B. Dukes
Orville J. Duncan
R. H. Duncan, Jr.

John A. Eaddy
C. R. Earnest, Jr.

C. S. A. Ebenezer
James B. Ely
Jerry J. Embry
Richard J. Erickson
John H. Evans
David F. Fardon

•Frank A. Faulkner
Mark P. Fecher
George Fillmore
George H. Finer
Richard A. Fogle
William E. Foster
Coy Freeman
J. Marsh Frere
Mellon A. Frj% Jr.

William F. Gallivan
Frank B. Galyon
Joseph I. Garcia
William H. Gardner
George L. Gee, Jr.

Robert H. Gentry
C. F. George
David G. Gerkin

J. Vivian Gibbs
Verne E. Gilbert
Robert B. Gilbertson
Richard A. Gillespie

Catherine Gilreath
Abner M. Glover, Jr.

Charles W. Godwin
John R. Gonzalez
Charles A. Gouffon
Conrad L. Grabeel
James R. Guyton, Jr.

T. F. Haase, Jr.

Robert E. Hall

“J. Ralph Hamilton
Joseph W. Harb
Walter S. E. Hardy
R. Leslie Hargrove
Kenneth A. Harper
Robert W. Harris

J. C. Hathaway, Jr.

Frank J. Haufe
T. J. T. Hayes, Jr.

Ray M. Hayworth
Don R. Heiser
Douglas K. Hembree
James L. Hemphill
Bertram R. Henry
James E. Henry, Jr.

•George G. Henson
Howard K. Hicks
H>ibert C. Hill

Oliver W. Hill

•Victor Hill
Milbrey Hinrichs
R. L. Hobart, Jr.

Fred W. Hodge
David F. Hoey

,
Robert P. Hornsby
Bennett F. Horton

. Leon C. Hoskins
William M. Hovis
G. Turner Howard
John W. Hnwe
C. I. Huddleston
James F. Hudgens
Fred E. Hufstedler

•Perr>' M. Huggin
Fred A. Hurst
Kristie H. Hurst
Larry C. Huskey
Charles C. Hutson
E. C. Idol
Clifton E. Ir\vin

A. L. Jenkins

J. R. Johnson
Joe Breese Johnson
Francis S. Jones
Richard R. Jost
Paul L. Jourdan
Margaret E. Joyce
Clark E. Julius

Richard B. Karsh
Anthony A. Kattine
A. Pat Kelly
•H. M. Kelso
A. Glenn Kermedy
John O. Kennedy
John E. Kesterson
Val KhairoUahi
Fred A. Killeffer
Irvin R. King
Stephen H. King
Stacy H. Kinlaw
C. C. Kirk, Jr.

Victor H. Klein, Jr.

Lamar L, Knight
Robert E. Knowling
Keith F. Kraemer
Stephen Krauss
William G. Laing

•A. H. l.ancaster
Robert C. Landgren
Robert D. Lange
Robert F. Lash
William M. Law
J. Serge LeBel
Joe H. Leonard
John H. Lesher
Thomas E. Lester
James V. Lewis
Robert A. Lewis
Felix G. Line
Thomas L. Lomasney
Frank London
Henry H. Long
Thomas H. Lown.'
Carmen B. Lozzio
Joe L. Luna
A. S. Luttrell
Thomas P. Lynch
John R. Maddox, Jr.

Robert R. Madigan
Edward M. Malone
John S. Marcy
J. H. L. Marshall
Carl L. Mathews
Margaret Maynard
Perry B. McCallen
Curtis P. McCammon
Bruce R. McCampbell
William J. McCoy
William E. McGhee
Carroll W. McGinnis
Jerome F. McKenzie
J. S. McMiirry
Carter Miller
William O. Miller
Sarda N. Misra
Donald E. Mitchell
Foy B. Mitchell
Jack Murphy Mobley
J. L. Montgomery, Jr.

Joseph B. Moon
•John D. Moore
John D. Moore, Jr.

Robert S. Moore
D. E. Mooreside
Travis E. Morgan
Robert W. Morris, Jr.

•Julius Floyd Morrow
James E. Moseley
£. Jay Mounger
Robert Mueller
E. L. Murray, Jr.

William S. Muse
William S. Muse, Jr.

James D. Myers
Stephen E. Natelson
Bill M. Nelson
Carl A. Nelson. Jr.

John R. Nelson, Jr,

William A. Nelson
H. L. Neuenschwandei
•Park Niceley
Hazel Marie Nichols
Elvin B. Noxon
Richard A. Obenour
Kenneth A. O’Connor
Harry K. Ogden
Homer C. Ogle
Bergein F. Overholt
•B. M. Overholt
Robert M. Overholt
Herbert Oxman
Turan Ozdil
Ronald L. Pack
Sam G. Pappas
Francis K. Patterson
R. W. Patterson, Jr.

R. F. Patterson, Jr.

William L. Patterson
William A. Paulsen
F. H. Payne
C. G. Peagler
Randall E. Pedigo

“Jarrell Penn
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Ronald Perry
®H. Dewey Peters
Preston Phelps, Jr.

Ira S. Pierce
Stephen F. Pierce
Cecil E. Pitard
“Samuel Joseph Platt

William F. Powell
Bruce R. Powers
Wilson W, Powers
Gilbert W. Pratt
H. Hammond Pride
T. C. Prince, Jr.

James C. Prose
John T. Purvis
Andres A. Ramos
John A. Range
“Joe L. Raulston
K. L. Raulston, Jr.

Freeman L. Rawson
Thomas L. Ray
W. Gilmer Reed
Rolland F. Regester
Paul D. Richards
Billy N. Riggins
Richard Robinson
John C. Rochester
J. C. Rodgers, Jr.

Frank T. Rogers
William K. Rogers
Cecil D. Rowe
Robert L. Rubright
Norman H. Rucker
Burton M. Rudolph
David A. ReufF
Jack Rule
Kenneth B. Rule
William Rule
Robert C. Russell
Kyle O. Rutherford
John H. Saffold
Robert L. Sain
Ronald K. Sandberg
Roy L. Seals
John R. Semmer
Richard C. Sexton
Digby G. Seymour
Samir B. Shamiyeh
“Alex B. Shipley
E. Charles Sienknecht
Jon R. Simons
“Frank J. Siemens
Charles C. Smeltzer
E. B. Smith
“Vernon I. Smith
Robert L. Smith
Alan Solomon
Takuo Sonda
Sheldon B. Soss
William P. Stallworth
Thomas F. Stevens

J. Hooper Stiles

J. M. Stockman
Christiana Sugantharaj
Thomas A. Sullivan, Jr
William R. Sullivan
C. G. Sundahl
William K. Swann
Jo G. Sweet
Jean C. Tarwater
Edward L. Tauxe
Dale A. Teague
Richard L. Tenney
Doris K. Thomson
William M. Tipton
Vincent B. Tolley
Hiroshi Toyohara
Elmer L. Treat
Billy C. Trent
Lucian W. Trent
George M. Trotter
James E. Turner
M. Frank Tnmey
William A. Tyler, Jr.

M. D. Underwood
William Vandergriff
Carlos L. Velaclo
M. H. Vickers, Jr.

Dwight R. Wade, Jr.

Bruce Walker
Norma B. Walker
James W. Wall
Calvin R. Wallace
Sidney L. Wallace
Donald E. Wallis
Clifford L. Walton
David H. Waterman
James H. Waters
David T. Watson
Glenn F. Watts
George R. Webber

“Alvin J. Weber
Roy A. Wedekind
Gharles M. Wender
“Fred West

Herbert N. Whanger
Herbert F. White
Richard L. Whittaker
John W. Whittington
Robert B. Whittle
George A. Williams, II

Lee L. Williams
M. L. Williams
“G. A. Williamson, Jr.

Perry J. Williamson
Leon J. Willien
Richard B. Willingham
Stephen G. Wilson, Jr.

John D. Winebrenner
Paul E. Wittke
John H, Wolaver
George H. Wood

“R. B. Wood
Paul T. Wooten
James P. Worden
Glenn E. Wright
O. H. Yarberr>', Jr.

James D. Yates
Ronald F. Yatteau
William T. Youmans
Vernon H. Young
Vincent T. Young
Eugene G. Zachary
Gharles R. Zirkle
George A. Zirkle, Jr.

Lake City

Curtis C. Sexton

Lenoir City

Harold D. Freedman
“J. H. L. Heintzelman
J. R. Rogers
Walter C. Shea, Jr.

Peter G. Stimpson

Loudon
Corrie Blair
Samuel A. Harrison
W. B. Harrison
Williarn T. MePeake
Elsie V. Tomkinson
J. R. Watkins

Louisville

Peter L. Cason
A. Ray Mayberry

“John Raymond Smoot

New Tazewell

Fred W. Reed
William N. Smith

Oak Ridge

Seaton Garrett
David H. Sexton

Powell

Gecil E. Russell, Jr.

Seymour

James B. Bell

Sneedville

T. H. Pierce

Strawberry Plains

Robert W. Creech
Roland M. Webster

Vonore

“Troy Bagwell

Sanibel, Fla.

“Zelma L. Herndon

New York

“William M. Keeling

Alexandria, Va.

“George L. Inge

LAWRENCE COUNTY
MEDICAL SOCIETY

Lawrenceburg

“Virgil H. Crowder
Virgil H. Crowder, Jr.

W. O. Crowder, Jr.

Boyd P. Davidson
Michael R. Gebaeur
Norman L. Henderson
James G. Hudgins, Jr.

Laurence B. Molloy
Villard Parrish
Jerry Qualls

Homer Lee Staley
Walter S. Sutherland
Garson E. Taylor
Henry L. Thomas
Darrell L. Vaughan

Loretto

Ray E. Methvin
M. H. Weathers, Jr.

Waynesboro

Jaime V. Mangubat

LINCOLN COUNTY
MEDICAL SOCIETY

Ardmore
Clyde B. Marshall

Fayetteville

Edwin E. Blalack
Anne U. Bolner
J. H. Crumbliss
H. R. M. Gowda
Wm. D. Jones
“Robert E. McGown
“J. V. McRady
Bobby G. Norwood
T. A. Patrick, Jr.

G. Doyne Toone
Paul E. Whittemore
William Young

Lynchburg

“F. Harlan Booher

MACON COUNTY
MEDICAL SOCIETY

Lafayette

Gharles Chitwood, Jr.

G. L. Holmes, III

MARSHALL COUNTY
MEDICAL SOCIETY

Brentwood

Thomas R. Duncan

Franklin

Bevley D. Holt

Lewisburg

Linda C. Barnes
Kenneth P. Brown, Jr.

Hoyt G. Harris
James L. Johnson
J. G. Leonard
K. J. Phelps
Jones F. Rutledge
N. N. Sharma
Wiliiam L. Tavlor
Dale A. Van Slooten

J. F. VonAlnien, Jr.

MAURY COUNTY
MEDICAL SOCIETY

Brentwood

Thomas R. Duncan

Columbia

Claudia S. Andrews
“David Boyd Andrews
Wendell C. Bennett
Sidney A. Berry
Charles R. Brite

John P. Brown
H. R. Clifford. Jr.

Thomas S. Dake
E slick Daniel
Patricia C. Davis
Harold W. Ferrell
G. A. Fiedler, Jr.

Tames M. Fitts
Harold H. Fry, Jr.

William G. Fuqua
C. C. Gardner, Jr.

Daniel R. Gray, Jr.

Joel T. Hargrove
Patrick E. Hartman
Valton C. Harwell
Harry C. Helm
Jan Hornbuckle
Charles C. Hudson
James B. Kelley
Ralph Kustoff
Ambrose M. Langa
Robin Lyles
G. R. Mayfield, Jr.

Clay R. Miller

Spencer G. Mitchell
Kenneth L. Moore
Lawrence R. Nickell
John R. Olson
M. T. Rayburn, Jr.

W. A. Robinson, if

R. G. Thompson, Jr.

Billy J. Vinson
“Leon S. Ward
Thomas R. White
J. Wallace Wilkes, Jr.

T. K. Young, Jr.

Monteagle
“Edwin K. Provost

Mt. Pleasant

J. O. Williams, Jr.

Augusta, Ga.
Allyn M. Lay

McMINN COUNTY
MEDICAL SOCIETY

Athens
George Ackaouy
William Boyers
James R. Boyce
C. T. Carroll
Lewis D. Curtner
Wm. M. Davis
Wm. E. Force, Jr.

Robert G. Hewgley
Milnor Jones
George Kirkpatrick
John C. McKenzie
Hollis C. Miles
William G. Morris
J. A. Powell, Jr.

Helen M. Richards
Lester H. Shields
James F. Slowey
Iris G. Snider
Robert W. Trotter

Charleston

H. P. Whittle, Jr.

Englewood

James F. Gleveland

Etoivah

Yimg Gil Lee
Luis J. Ordonez
Harish B. Soni
Thomas W. Williams

MEMPHIS-SHELBY
COUNTY

MEDICAL SOCIETY
Arlington

Malcolm A. Baker

Collierville

Ernest F. Apple
J. E. Outlan

Cordova
“L. W. Diggs

Forrest Hill

C. P. Cheatham

Germantown
G. H. Burkle, III

“Robert S. Norman

Humboldt
Gharles E. Couch

Memphis
Gene G. Abel
Robert F. Ackerman
John G. Adams, Jr.

John Q. Adams
J. Robert Adams
Lorenzo H. Adams
Robert F. Adams
William M. Adams, Jr.

Frank J. Adcock
R. M. Addington
Henry L. Adkins
Justin H. Adler
G. H. Aivazian
Howard T. Akers
John F. Albritton
Albert M. Alexander
Ghester G. Allen
Frank S. Allen
Robert G. Allen

“F. H. Alley
“Jacob Alperin
James L. Alston
Rex A. Amonette
J. P. Anderson
L. D. Anderson

Sam B. Anderson, Jr.

William F. Andrews
D. N. Anishanslin
C. L. Anthony, Jr.

Robert A. Anthony
John W. Apperson, Jr.

Billy S. Arant, Jr,

Charles R. Arkin
W. H. Armes, Jr.

Sidney W. Arnold
P. M. Aronoff
Malcolm Asto
H. E. Atherton
Leland L. Atkins
R. A. Atkinson
John W. Atwood
Edgar L, Austin
W. W. Aycock
J. C. Ayres, Jr.

John W. Baird

J. Earl Baker
Jack P. Baldwin
George F. Bale
Reid L. Ballenger
Roy Manning Barber
G. L. Barker
Roy J. Barnes
James R. Barr
Jerome N. Barrasso
John Morgan Barron
Reed C. Baskin
George H, Bassett
Joseph G. Battaile
N. A. Battaile
Howard L. Beale
B. L. Beatus, Jr.

Paul D. Beery, Jr.

Emmett D. Bell, Jr.

James S. Bell
Steven Hunter Bell

A. L. Bellott, Jr.

H. E. Bennett
B. F. Benton
“Ralph G. Bethea
A. R. Bevilacqua
Richard O. Bicks
W. M. Bielskis, Jr.

“J. D. Biles

E. S. Birdsong, Jr.

Galvin R. Bishop
Alan L. Bisno
W. A. Bisson
W. T, Black, Jr,

Carolyn F. Blackwell
Samuel J. Blackwell
John R. Blair
Basil A. Bland, Jr.

Breen Bland
Phil B. Bleecker
Herbert Bliunen
H. B. Blumenfield
Joseph A. Blythe
Joseph C. Boals, HI
Robert T. Bobo
Howard A. Boone
James L. Booth
C. W. Borg
Richard L. Boswell
“Mary S. Bouldin
R. L. Bourland
R. L. Bourland, Jr.

“E. P. Bowerman
“Robert L. Bowlin
Allen S, Boyd
“H. B. Boyd
Henry R. Bradford
B. M. Brady
Winston Braun
J, T. Bridges
Louis Goodno Britt

Maury W. Bronstein
Brown Brooks
Mike J. Brown
W. R. Brown
Thornton Bryan, Jr.

Robert Buchalter

J. S. Buchignani, Jr.

Joseph A. Buchignani
Madison H. Buckley
George A. Burghen
Randel P. Bums
W. B. Burrow
William D. Burton
David H. Buss
Dorothy H. Butler
R. M. Butler
O. D, Butterick, Jr.

James S. Bvas
Shed Hill Gaffey
R. A. Calandruccio
Edward P. Galdwell

M. K. Callison

Alvro M. Camacho
“E. G. Campbell

Dee James Canale
James L. Canale
Terrance Canale
Bland W. Cannon
Charles A, Cape
Dominic J. Cara
R. S. Caradine, Jr.

Peter G. Camesale
“Duane M. Carr
David S. Carroll
Dan Carruthers, Jr.

Harvey W. Carter
J. Roland Carter

“L. L. Carter
tLouis L. Carter, Jr.

E. L. Cashion
Arlie H. Chamberlin
Fenwick W. Chappell
Steven T. Charles
Richard C. Cheek
Carolyn M. Chesney
Lawrence T. Chien
Richard E. Ching
Joe M. Chisolm, Jr.

John C. Chisolm
Robert P. Christopher
Colin C. D, Clarendon
Dwight W. Clark
Glenn Clark
James A. Clark, Jr,

Charles L. Clarke
Hugh Adams Clarke
Edwin W. Cocke, Jr.

Robert L. Cockroft
Lawrence L. Cohen
“Morris D. Cohen
Francis H. Cole
Frederick L. Cole
Wm. L. Cole, HI
Sidney A. Coleman
Blaine C. Collins
Frank H, Collins

J. H, Collins
A. A. Concron
Lynn W. Conrad
John P. Conway
Charlie W. Cooper
George A. Coors
G. D. Copeland
Clair E. Cox
Lloyd V, Crawford
P. T. Crawford
Rufus E. Craven
Andrew Crenshaw
T. K. Creson, Jr.

John Thomas Crews
Herman A. Crisler, Jr.

“J. A. Crisler, Jr.

J. R. Crockarell
Robert A. Crocker
Robert N, Crockett, Ji.

Virgil G. Grosby
Joseph E. Crumple
Terry Park Cruthirds
Alvin J. Cummins
David L. Cunningham
Ray Eugene Curie
Thomas A. Currey
Gilbert A. Dale, Jr.

S. N. Das
G. O’Hara Daugherty

“Raleigh R. Davenport
Orin L. Davidson
Orin L. Davidson, HI
Dean F. Davies
Edna M. F. Davis
Harry Davis

“J. M. Davis
J. T. Davis, Jr.

Norman H. Davis
Thomas A. Davis
W. J. Deaton
Charles J. Deere
H. L. Dellinffer. Jr.

McCarthy DeMere
R. L. DeSaussure
Baldev K. Devgan
Manju Devgan
Melvin W. Deweese
Preston V. Dilts
Phillip Hays Dirmeyer
Don E. Dismukes
Tere M. Disnev
Robert P. Dobbie, Jr.

T. M. Dobson
Herbert S. Dodge
Mark L. Donnell
John B. Dorian
Thomas G. Dorrity
Charles V. Dowling
Arnold M. Drake
Lynn A. Drake
Paul T. Drenning
R. D. Drewry, Jr.

Horton G. DuBard
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Larry E. Duberstein
John K. Duckworth
Patricia Duckworth
Marion Dugdale
Don DeWindle Duke
W. D. Dunavant
Dan A. Dunaway
James T. Duncan
Jerald M. Duncan
Hamel Bowen Eason
Leslie Edmund Eason
E. S. Eddins
A. S. Edmonson
Joseph Allen Elgart
Rodney G. Elliott

Jerry Engelberg
Nancy Jo Engeset
E. U. Epstein
Cyrus C. Erickson

J. N. Etteldorf
C. Barton Etter
Irving K. Ettman
O. A. Eubanks, Jr.

J. D. Evans
Milton L. Evans
B. E. Everett. Jr.

William D. Flavey
W. H. Fancher
C. C. Faquin, Jr.

Harold G. Farley
T. Albert Farmer, Jr.

Turley Farrar
George E. Farrell

C. C. Farrow. Jr.

William L. Faulkner
James Rodney Feild
Harold Feinstein
Robert D. Fink
Raymond J. Fioranelli
D. F. Fisher
Charles Walter Fitch
James B. Flanagan
Irvin Durant Fleming
Julian Glenn Fleming
George S. Flinn, Jr.

A. R. Flowers
Bobby F. Flowers
William P. Flowers
James D. Fogleman
Max Foner
Thirachit Fongwitoo
F. F. Fountain, Jr.

Hugh Francis, Jr.

Jerry Francisco
Edgar R. Franklin
C. E. Frankum
Lovely A. Free
Jerre M. Freeman
W. Edward French
B. I. Friedman
Harry Friedman
Ira B. Fuller, III

E. W. Gadberry
Telmo A. Galindez
J. T. Galyon
Stephen L. Gammill
J. C. Garbarini, Jr.

H. C. Gardner
L. G. Gardner, Jr.

Wade S. Gamer
H. Edward Garrett
Richard H. Garrett
James R. Gay
Elsbeth Gehorsam
^Benjamin R. Gendel
Lewis Watson George
Barry E. Gerald
Terry E. Geshke
Thomas Gettelfinger

®C. E. Gillespie
John Joseph Gilluly
Richard C. Gilmartin
B. H. Ginn
Frederick Gioia
George E. Gish
James Robert Givens
Thomas C. Gladding
Louis Glazer
Wm. Cole Godsev
Richard H. Gold'
Fred A. Goldberg
Willis M. Gooch, III
T. F. Goodman, Jr.

Martha F, Goss
"Henry B. Gotten
"Nicholas Gotten
Nicholas Gotten, Jr.

Marvin I. Gottlieb
Robt D. Gourley
G. Winston Gragg
Wilford H. Gragg, Jr.

James A. Grant
William C. Grant

J. F. Gratz, Jr.

L. R. Graves, Jr.

C. R. Green
James B. Green
John M. Gregory
John P. Griffin

Jerry Wade Grise
H. T. Grizzard
A. J. Grobmyer, Jr.

A. J. Grobmyer, III

F. T. Grogan, Jr.

Charles W. Gross

J. L. Guyton
"Lillian Hadsell
James S. Haimsohn
H. H. Halford, Jr.

Jack R. Halford
Vonnie A. Hall
Margaret A. Halle

"J. F. Hamilton
R. S. Hamilton
W. T. Hamilton
J. M. Hamlett, HI
John B. Hamsher
A. S. Hanissian
Ethel Ashton Harrell
O. B. Harrington
Buford Terrell Harris
John Harris
Mallory Harwell
Howard B. Hasen
Fred E. Hatch, Jr.

A. K. Hawkes
C. Douglas Hawkes
Jean M. Hawkes
Harr>’ L. Hawkins, Jr.

Cyril L. Hay
William T. Hayes
Thomas G. Head
Mark E. Heerdt
Donald C. Henard
J. H. Hendrix, Jr.

Walter H. Henley
Louie C. Henry
Bruce W. Herndon

"A. Lynn Herring
W. T. Herring
C. G. Herrington, Jr.

Roger Lew Hiatt
W. David Hickey, Jr.

Dennis A. Higdon
T. W. Higginbotham
George B. Higley, Tr.

"George B. Higley, Sr.

M. Lloyd Hiler
Fontaine S. Hill

"James M. Hill

John R. Hill

E, H. Himmelfarb
E. E. Hines
Leonard H. Hines
John M. Hodges
W. K. Hoffman, Jr,

R. S. Hollabaugh
Nancy E. Holland
Thomas L. Holliday
David Holloway
J. E. Holmes
J. P. Holmes, Jr.

Perry D. Holmes
Huey T. Holt
Stephen T. Hood
Arthur E. Home
Glenn E. Horton
Hubert L. Hotchkiss
C. H. Householder
John L. Houston
H. S. Howard. Jr.

"W. T. Howard
Robert J. Howse
John Patton Howser
Shang-Po Huang
Ronald E. Hubbard
Joseph S, Hudson
John D. Huffman
Allen H. Hughes
F. A. Hughes, Jr.

James G. Hughes
John D. Hughes
"Max Hughes
Robert Rule Hughes
John V. Hummel
Sam E. Hunter
Charles E. Hutchins
Linda L. Hutchins
W. C. Hutchins
Samuel E. Hyde, III

T. H. Ijams
"C. W. Ingle

A. J. Ingram
W. Byron Inmon
C. E. Tabbour

J. T. Jabbour
Thomas M. Jackson

"David H. James

D. H. James, Jr.

Hal P, James
"Jesse A. James
L. K. Jarred
Gerald W. Jauchler
Oliver C. Jeffers

G. W. Jenkins, II

Jon C. Jenkins
Wm. G. Jennings
Anthony P. Jerome
H. Diurell Johnson
J. Don Johnson
James G. Johnson
James R. Johnson
Larry H, Johnson
W. W. Johnson
Albert M. Jones
Elise Jones
George P. Jones, Jr.

Joe Paul Jones
R. Luby Jones
Sidney D. Jones, Jr.

A. Wilson Julich
E. J, Justis, Jr.

Tamotsu Kanzaki
Edward S. Kaplan
Jerry Kaplan
S. B. Kaplan
L. A. Kasselberg
Lada Kassees-Wahid
Gilbert Katz
Gary L. Kellett

Bobby J. Kelley
"Ernest G. Kelly
R. T. Kelly
Robert A. Kerlan
H. G. Kessler
Patsy Ruth Kieter
Noah B. Kimball
Charles M. King

"J. Cash King
John M, Kington
Robert Kirkpatrick
Abbas E. Kitabchi
Howard H. Kitchens
Robert Paul Kline
W. F. Klotz
David H. Knott
F. H. Knox, Jr.

R. L. Knox
Asghar Koleyni
Marshall L. Koonce
Charles E. Kossman
Alfred P. Kraus
Bernard M. Kraus
Melvin M. Kraus

"Arlington C. Krause
Frank W. Kroetz
Cary M. Kuykendall
N. W, Kuykendall, Jr.

J. Warren Kyle
L. M. Lamar, Jr.

H. Z. Landis
C. G. Landsee
C. T. Langford, Jr.

"Frank A. Latham
M. W. Lathram
A. E. Laughlin
A. E. Laughlin, Jr.

H. G. LaVelle, Jr.

Jesse A. Lawrence
Robert E. Lawson
Edward H. Lazar
Claude P. Ledes
Ling Hong Lee
S. Thomas Lee
"Aaron M. Lefkovits
Helio Lemmi
Michael J. Levinson
Melvyn A. Levitch
L. C. Lewis
Myron Lewis
Phil M. Lewis
Phillip L. Lieberman
H, F. Linder
Alys H. Lipscomb
G. G. Lipsey
Melvin Litch, Jr.

William Little, Jr.

G. R. Livermore, Jr.

D. G. Lockwood
Charles E. Long
William E. Long
Lewis I. Loskovitz
J. C. Lougheed
Varna Peyton Love
George S. Lovejoy
Martha A. Loving
Edward H. Mabry
W. F. Mackey
Holt B. Maddux
Albert L. Maduska
Thomas A. Maguda
J. K. Maguire

Battle Malone
Alan I. Mandell

"T. P. Manigan
John C. Mankin
James A. Mann
Wm. I. Mariencheck
Howard W. Marker
Philip Markle
Carl D. Marsh
"Clement H. Marshall
George W. Marten
Roy W. Martin
Tinnin Martin, Jr.

Alfonse T. Masi
"R. F. Mason
William W. Mason
Gordon L. Mathes
Oliver S. Matthews
Wm. P. Maury, Jr.

R. F. Mayer
L. H. Mayfield
James E. McAfee
Robert P. McBumey
Charles B. McCall
John W. McCaU
John G. McCarter, Jr.

"J. J. McCaughan
J. J. McCaughan, Jr.

Randolph M. McCloy
James G. McClure
D. C. McCool
L. K. McCown
E. F. McDaniel
H. P. McDonald, Jr.

Robert C. McEwan
John L. McGee

"John A. McIntosh
E. E. McKenzie, Jr.

J. Wesley McKinney
A. M. McLarty
B. E. McLarty
T. E. McLemore
Marilyn McRae
T. W. Meriwether, III

William E. Metzger
A. H. Meyer, Jr.

David Meyer
Robert Miles
Lee W. Milford, Jr.

Fox Miller
G, L. Miller, Jr.

"Harold R. Miller

Joseph Hardv Miller
Richard A. Miller
Richard B. Miller

R. D. Miller

"R. W. Miller
Stephen T. Miller
Thomas I. Miller
George T. Mills

J. Pervis Milnor, Jr.

Irving C. Minkin
W. R. Mitcheum
E. C. Mobley
B. A. Moeller, Jr.

William J-.. Moffatt
Edward N. Mogan
Mohammed Moinuddin
Shamin M. Moinuddin
Edward M. Molinski
R. H. Monger, Jr.

David F. Moore
F. B. Moore, Jr.

Hugh C. Moore
James A. Moore
Marion R. Moore
Moore Moore. Jr.

John T. Morris
Tandy G. Morris
William R. Morris
John C. Morrison
Larry B. Morrison
William H. Morse
William Hill Moshier
"Henry Moskowitz
M. L. Moskowitz
J. Palmer Moss
"T. C. Moss
William B. Moss
Ernest E. Muirhead
Wade T. Murdock
"Francis Murphey

J. Garnett Murphy
Patrick J. Murphy
Walter H. Mnrphv
William M. Murphy
W. F. Murrah, Jr.

William S. Myers
Alan M. Nadel
John Paul Nash
Wilmer L. Neal
Charles L. Neely, Jr.

Catherine
Netchvolodoff

Larry B. Newman
Thomas W. Nichols
G. C. Nichopoulos
James J. Nickson
Juichi Nishioka
Eugene R. Nobles, Jr.

H. Norman Noe
W. C. North
W. L. Northern, Jr,

"D. W. Oelker
Evelyn Bassi Ogle
"W. S. Ogle
Claude D. Oglesby
Charles B. Olim
Robert P. Oliver

"Joseph C. Orman
Phil E. Orpet, Jr.

Frank J. Osborn
Patrick J. O’Sullivan
WiUiam J. Oswald
Henry Packer
Alfred H. Page
Gene R. Page
Roy Calvin Page
Max W. Painter
Genaro Palmieri
Martin D. Palmer
R. E. Palmer, IV
Joseph Parker
C. W. Parrott, Jr.

R. A. Paskowitz
Samuel Paster
Morris Pasternack
James W. Pate
R. E. Patterson
R. H. Patterson, Jr.

RusseU Paterson III

Sam Polk Patterson
Stanley M. Patterson
Raphael N. Paul
"G, E. Paullus, Jr.

Robert J. Peace
Phillip A. Pedigo
John D. Peeples, Jr.

John V. Pender, Jr.

Modesto G. Peralta
Carole M. Perry
Edgar E. Perry
William C, Phelps
Jerry C. Phillips

"William E. Phillips

Maurice C. Pian, Jr.

John D. Pigott

James A. Pitcock
Samuel E. Pitner, Jr.

Alan Bailey Platkin
Gerald I. Plitman
Marvin Polsky

"R. M. Pool
“Arthur R. Porter, Jr.

C. H. Porter
Huey H. Porter
James H, PoweU
Carolyn A. C. Price
James H. Price
S. A. Pridgen
Wm. Roby Pridgen
L. C. Prieto
Billie H. Putman
P. J. Quinn, III

J. G. Rabinowitz
Rica A. Rabinowitz

"John W. Ragsdale
Richard B. Raines
"Sam L. Raines
William T, Rainey
D. R. Ramey, HI
Jerry F. Randolph
Paul D. Randolph
Morris W. Ray
Edward M. Reaves
"John J. Redmon
Edward W. Reed
Robert C. Reeder
H. Eugene Reese
Harvey C. Reese, Jr.

“J. R. Reinberger
John M. Reisser, Jr.

Walter A. Rentrop
W. E. Rentrop
L. B. Reynolds, Jr.

Hal S. Rhea
C. T. Rhodes, Jr.

R. L. Richardson
John T. Riggin, Jr.

Charles R. Riggs
W. W. Riggs, Jr.

Robert W. Riikola
Frances O. Riley
"George A. Riley

J. A. Roane
S. Gwin Robbins
"Frank L, Roberts

J. T. Robertson
C. G. Robinson

J. A. Robinson
J. E. Robinson, Jr.

"W. W. Robinson
L. B. Robison, Jr.

John F. Rockett
Rodney A. Roe
Gordon K. Rogers
N. R. Rojas
Gerald M. Rosen
E. W. Rosenberg
Zachery Rosenberg
Jacob Rosensweig
Shane Roy, HI
R. M. Ruch
Walter A. Ruch, Jr.

"H. G. Rudner
Henry G. Rudner, Jr.

John W. Runyan, Jr.

J. M. Russell
Julian L. Rutschman
C. P. Safley, Jr.

Fred P. Sage
Nathan K. Salky
L. C. Sammons, Jr.

Alan D. Samuels
S. H. Sanders
David M. Sanford
Jack C. Sanford, Jr.

W. T. Satterfield, Jr.

S. J. Schaeffer, Jr.

Donald E. Schaffer
"D. E. Scheinberg
Betty J, Schettler
William H. Schettler
V. A. Schlesinger
"Phil C. Schreier
Harriet L. Schroeder
Jerome Schroff
S, S. Schwartz
Beniamin F. Scott

"C. B. Scott
Daniel J. Scott, Jr.

Edwin L. Scott
Joseph M. Scott
James L. Seale
Jeno I. Sebes
Anthony Segal
Jack Segal
Maurice P. Segal
E. C. Segerson
"Milton B. Seligstein

Kenneth D. Sellers

"R. E. Semmes
Ray O. Sexton
Norman D. Shapiro
John L. Shaw
John J. Shea, Jr.

\I. C. Shea, Jr.

Robert Shearin
Wm. E. Sheffield

James R. Shelton
Robert W. Shier
F. H. Shipkey, Jr.

John A. Shively
Leslie B. Shumake
J. S. Siegel

Saul Siegel
Robert L. Siegle

M. N. Silverman
James C. H. Simmons
John D. Simpson, Jr.

Thomas D. Sisk

Paul R. Sissman
Marvin R. Skaggs
Bovce M. Skinner
"Edward F. Skinner
H. T. Slawson, Jr.

Avron Abe Slutsky
Alvin E. Smith
C. Gaylon Smith
Hugh Smith
Kirby Lee Smith
Vernon I. Smith. Jr.

William C. Smith
"F. W. Smythe, Jr.

Charles V. Snider
Dowen E. Snyder
J. J. Sohm
A. N. Sollee. Jr.

Vincent L. Solomito
Mark S. Soloway
C. Sotelo-Avila
"Phineas J. Sparer
Eugene J. Spiotta
"D. H. Sprunt
Charles E. Stallings

C. Cooper Stanford
T. V. Stanley, Jr.

Ray G. Stark
Jason L. Starr
A. Frank St. Clair
W. P. Stepp
Eugene N. Stem
Thomas N. Stem
Cleo W. Stevenson
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E. N. Stevenson
Robin M. Stevenson
C. V. Stewart, Jr.

Marcus J. Stewart
S. B. Stewart
G. H. Stollerman

•S. Fred Strain, Sr.

H. T. Stratton
A. N. Streeter
R. J. Stubblefield

Jay M. Sullivan
Joseph A. Sullivan
R. L. Summitt
A. J. Sutherland, III

®W. D. Sutliff

E. W. Sydnor, Jr.

Owen B. Tabor
Hall S. Tacket
«B. S. Talley
M. H. Tanenbaum
®Norman Taube
Herbert A. Taylor
“Robert C. Taylor
Paul F. Teague
Idu A. Tejwani
John W. Templeton
Ronald L. Terhune
Michael C. Thomas
Paul A. Thompson
William C. Threlkeld
Samuel M. Tickle
Don R. Tielens
Ralph C. Tierney
Robert E. Tipton
Robert E. Tooms
John W. Tosh
A. S. Townes

“Alvin B. Tripp
M. L. Trumbull
I. F. Tullis, Jr.

Kenneth F. Tullis
H. K. Turley, Jr.

John C. Turley
John C. Turley, III
Prentiss A. Turman
“R. B. Turnbull
Steve H. Turnbull

“Carrol C. Turner
G. Randolph Turner
Louis Edward Tyler
A. Roy Tyrer, Jr.
“Wm. T. Tyson, Jr,

J. D. Upshaw, Jr.

Jeremiah Upshaw
David A. Usdan
Edmund Utkov
Eugene A. Vaccaro
K. D. Vanden Brink
R. A. Vanden Molen
Helen Van Fossen
C. F. Varner
Walter E. Vemer
Leonard J. Vernon
Sidney D. Vick
Leonard B. Victor
John Robert Vincent
John T. Vookles
Charles Votava, Jr.
David Everett Wade
“Samuel L. "Wndley
James D. Wakham
Frances C. Walker
James W. Walker
“Lillie C. Walker
Parks W. Walker, Jr.
R. P. Walker
W. W. Walker. Jr.
Hershel P. Wall
Fred C. Wallace
James A. Wallace
Peter B. Wallace

“Cecil Warde
Lee L. Wardlaw

“T. L. Waring
O. S. Warr
O. S, Warr, III
W. W. Watkins
Wm. L. Webb, Jr.
Bill C. Weber
J. J. Weems
Joseph L. Weems
Thomas D. Weems
Alva B. Weir, Jr.

Stanley D. Wells
yan H. Wells
Samuel Wener
James R. Wennemark
J. M. Wesberry
Harold Maxell West
Robert R. West
Thomas L. West
John N. Whitaker
Charles E. White
James H. White, Jr.

Thomas J. White, III
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William G. White
W. J. Whitehead
Gene L. Whitington
W. L. Whittemore
Sheldon Wieder
I. D. Wiener
W. Wiggins Wilder
Joe L. Wilhite
E. B. Wilkinson, Jr,

Beverly J. Williams
H. Glenn Williams
Linkwood Williams
Paul H. Williams
R. D. B) Williams
Van R. Williams
Gordon L. Wills
John Ross Wills
R. S. Wilroy, Jr.

Arthur J. Wilson
Harry W. Wilson
Harwell Wilson
J. E. Wilson
James M. Wilson
John M. Wilson
Winfred L. Wiser
J. B. Witherington
Rodney Y. Wolf
Matthew W. Wood
Thomas O. Wood
J, C. Woodall, Jr.

G. R. Woodbury
Linda P. Woodbury
Clifton W. Woolley
Richard L. Wooten
C. H. Workman, Jr.

Jerry Lewis Worrell
Earle L. Wrenn. Jr.

L. D. Wriebt. Tr.

Phillip E. Wright
L. D. Wruble
C. F. Yates

J. G. Young
John D. Young, Jr.

L. Gordon Yukon
Michael T. Zanone
Paulus Zee
B. M. Zussman

Millington

“James F. Bradley
F. H. Goode
Billy W. King
C. G. Landsee

Southaven, Miss.

Jack C. Biggs

MONROE COUNTY
MEDICAL SOCIETY

Madisonville

Frank H. Lowry
H. M. McGuire

Sweetwater

James L. Allen
James H. Barnes
Joe H. Henshaw
Telford A. I.owr>'

“J. E. Young

MONTGOMERY
COUNTY

MEDICAL SOCIETY
Clarksville

E. R, Atkinson
Richard B. Austin, HI
R. T. Barrett
James F. Bellenger
A. R. Boyd
Carlos Brewer
J. G. Bush
Ed Cutter
Sam N. Doane, Jr.

D. W, Durrett, Jr,

J. T. Farrar
“Mack Green
V. H. Griffin

David L. Gullett
B. T. Hall
James Hampton
Thomas K. Hepler
B. T. Inglehart
D. J. Jackson
Howard R. Kennedy
Robert C. Koehn, Jr.

J. H. Ledbetter, Jr.

Fritz F. Lemoine
J. W. Limbaugh, Jr.

R. S. Lowe, Jr.

O. S. Luton
William G. Lyle

F. G. McCampbell
J. R. Milam
T. J. Montgomery
Arthur S. Morse, Jr.

Douglas D. Porter
Wm. W. Prine, Jr.

Don Richardson
Rita A. Siler

James R. Smith
Marion Spurgeon
W. P. Titus, III

Roy Vermillion
W. H. Wall, Jr.

Frank Wilson
Paul Wilson
John F. Wright, Jr.

R. W. Young, Jr.

Dover

Robert Henry Lee

Erin

Timothy J. Beasley
Douglas W. Ligon
Albert Mitchum

Trenton, Ky.

Jesse C, Woodall

NORTHWEST
TENNESSEE
ACADEMY OF
MEDICINE

Dresden

Edward H. Welles, Jr.

Paul W. Wilson

Dyersburg

Jesse Paul Baird
Thomas V. Banks
J. D. Connell
William F. Craddock
Walter E. David
Daniel P. Green
Robert L. Harrington
Douglas Haynes
John D. Hunter, Jr.

A. Peter Inclan
Jerry M. Jemigan
Eloiett Johnson
Robert T. Kerr
Elton King
Jas. Chalmers Moore
Olyn Fred Moore, Jr.

James R. Noonan
John A. Reaves, Jr.

James R. Reynolds
James H. Smith
Richard David Taylor
Thomas R. Thompson
W. I. Thornton, Jr.

L. A. Warner. Tr.

Lydia V. Watson

Gleason

R. M. Jeter

Greenfield

Nathan F. Porter

Lewisburg

H. A. Morgan, Jr.

Martin

Hobart H. Beale
R. W. Brandon, Jr.

William L. Duncan
Ira F. Porter

J. W. Shore
David A. Smith
O. K. Smith, Jr.

Enos C. Thurmond
Jose A. Veciana

Newbern
W. O. Murray
William L. Phillips

Ridgely

William B. Acree

Ripley

Arden J. Butler, Jr.

Larry M. Farris
B. G. Robbins
John M. Stallings
William H. Tucker
Claude R. Webb

Tiptonville

Jack R, Holifield
Edward B. Smythe

Trimble

V. Art Murphy

Troy

Chesley H, Hill

Union City

Charles W. Akins, Jr.

J. Kelley Avery
M. A. Blanton, HI
Harold Butler
Robert L. Cameron
Joe Campbell
R, E. Clendenin, Jr.

Dan C. Gary
William V. Ginn, Jr.

Laurence W, Jones
E. P. Kingsbury, Jr.

R. G. Latimer, Jr.

Rodger P. Lewis
“Morris E. McCall
James W. Polk
James H. Ragsdale
Grover F. Schliefer
Charles F. Skripka, Jr.

Robert R. Young, Jr.

Hot Springs, Ark.

O. P. Gainer, Jr.

Kansas City, Mo.
Thomas W. Johnson

OVERTON COUNTY
MEDICAL SOCIETY

Byrdstown

B. H. Copeland

Livingston

Malcolm E. Clark
Denton D. Norris
Will G. Quarles, Jr.

Jack M. Roe
Jerry L. Shipley

PUTNAM COUNTY
MEDICAL SOCIETY

Algood

J. T. Moore

Cookeville

David L. Beaver
Phillip D. Bertram
James L. Breyer
Jack L. Clark
John D. Crabtree
S. U. Crawford, Jr,

James T. DeBerry
Walter Derryberry
William C. Francis
W. M. Humphrey
C. L. Jones, Ji.

Charles E. Jordan
“Robert V. Larrick
Jere W. Lowe
Boyce B. Pryor
James W. Shaw
“Thurman Shipley
Donald W. Tansil
William S, Taylor

“ J, Fred Terry
Emilio Verastegui
Claude M. Williams
Katherine G. Wolfe
< Bas. T. Womack, III

Guy Zimmerman

Monterey

“Claude A. Collins
“T. M. Crain

ROANE-ANDERSON
MEDICAL SOCIETY

Clinton

A. W. Bishop
Clifford K. Calloway
Parley M. Dings
Henry Hedden
William M. Hicks

Harriman

A. Julian Abler
E. C. Cunningham
Robert S. Heilman
H. Stratton Jones
Louis A. Killeffer

Jack D. King, Jr.

|ohn R. Sisk
James M. Tozer

Kingston

Carolyn A. Beard
Nathan Sugarman
R, E. Wilson

Knoxville

John J. Smith

Norris

Samuel G. McNeeley

Oak Ridge

Gould Andrews
“Robert P. Ball
Frederick J. Barry
R. R. Bigelow
Richard G. Brantley
Geron Brown
Marvin G. Caldwell
Charles L. Campbell
Alex G. Carabia
Clark Cobble
John P. Crews
C. E. Darling, Jr.

Dexter Davis
John D, DePersio
Robert E. DePersio
Armando De Vega
Richard A. Dew
Laurence R. Dry
Robert W. Dunlap
Earl Eversole, Jr.

T. Guy Fortney
Frank Genella
James T. Gillespie
Francis Goswitz
Helen V. Goswitz
Thomas J. Grause
Charles Gurney
William P. Hardy
Donald Hartman
Ernest Hendrix
James I. Hilton
H. J. Hostetler
Karl F. Hubner
John Jernigan
Raymond A. Johnson
Mark Judge
Elliott E. Kaebnick
Avery P. King
Herschell King
Ira E. Lew
Thomas A. Lincoln
Lynn Lockett
C. C, Lushbaugh
Joseph S. Lyon
Sam O. Massey
V. W. McLaughlin
Charles P. Oderr
Joseph Palatinus
Etna M. Palmer
Charles C. Patterson
Samuel J, Pieper
Lewis F. Preston
William W, Pugh, Jr.

C. Julian Ragan
John Riggsbee
James I. Rouse
Henry B. Ruley
John K. Schanze
David W. Seay
C. W. Sensenback
L. L. Sheely
Liselotte Sigmar
Paul E. Spray
David G. Stanley
George Stevens, III

C. R. Sullivan, Jr.

Marjorie J. Swint
Daniel M. Thomas
Joe E, Tittle

D. T. Upchurch
Dorris L. Upchurch
Wm. Gary Walters
Joan Woods
Gino Zanolli

Oliver Springs

S. J. Van Hook

Rockwood
Isham M. Cox
C. Harwell Dabbs
Tom W. Evans
Thomas A. Fuller
John V. Snodgrass

Spring City

Marion J. Mathews, Jr.

John Rennick

Wartburg
Michael W. Gromis

ROBERTSON COUNTY
MEDICAL SOCIETY

Cedar Hill

Robert H. Elder

Cross Plains

Ora W. Ramsey

Springfield

Warren G. Hayes
John M. Jackson
Carroll M. Looney
Yee Ong
G. Tom Proctor
James R. Quarles
John B. Turner
Raymond H. Webster
John E. Wilkison

RUTHERFORD
COUNTY

MEDICAL SOCIETY

Bell Buckle

Norton Hutchison

Murfreesboro

J. Paul Abernathy
Carl E. Adams
Harold Akin
J. H. Alexander
James T. Allen
Joseph C. Bailey
“W. S. Barham
Richard B. Bell
Jerry N. Campbell
J. T. Cunningham
Bernard S. Davison
David T. Dodd
Paul C. Estes
Rufus J. Garrison
S. C. Garrison, Jr.

C. E. Goodman, Jr.

Thos. G. Gordon, Sr.

Richard E. Green
Robert H. Hackman
Sam H. Hay
Chas. A. HefiBngton
George S. Hester
“R. D, Hollowell
David L. Hudson
Kenneth D. Hunt
J. K. Kaufman
Douglas W. Kendall
Joseph Knight
R. T. Knight
Charles W. Lewis
Fred R. Lovelace
Matt B. Murfree
Eugene P. Odom
Stephen G. Odom
Robert G. Ransom
“W. D. Rosborough
Robert S. Sanders
William W. Shacklett
Ben A. Shelton
Charles D. Smith
Wm. Radford Smith
James A. Starrett

J. W. Tenpenny
E. C. Tolbert
Robert P. Tuma
Tom A. Turner
Terry James Witt
Olin O. Williams
Jesse H. Young, Jr.

Woodbury
Gary B. Bryant
Rodney C. Bryant
William A. Bryant

“Russell E. Myers
L. L. Reuhland
J. Van Blaricum
Herbert R. Wolf

SCOTT COUNTY
MEDICAL SOCIETY

Oneida

Maxwell E. Huff
Horace Leeds
Roy McDonald
Milford Thompson

Robbins

George Kline
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SEVIER COUNTY
MEDICAL SOCIETY

Gatlinburg

Charles E. Waldroup

Sevierville

“Robert A. Broady
John M. Hickey, Jr,

John C. Jacobs
Charles Kidd, Jr.

John Lancaster
M. B. McKinney
Charles L. Roach
John L. Sonner, II

“Robert F. Thomas
“Otha H. Yarberry

SMITH COUNTY
MEDICAL SOCIETY

Carthage
Hugh E. Green
David G. Petty
John M. Roe
Frank T. Rutherford

Celina
Nora B. Tiongson
R. V. Tiongson

Hartsville

Edgar K. Bratton

Smithville

Melvin L. Blevins
Hugh Don Cripps
John K. TwiUa

SULLIVAN-JOHNSON
MEDICAL SOCIETY

Blountville

“J. W. Erwin

Bristol

“Harry W. Bachman
H. W. Bachman, Jr.

Frank S. Blanton, Jr.
Herbert H. Bockian

“Thaddeus R. Bowers
Billy Booth Brinkley
F. T. Buchanan
R. S. Buddington
J. E. Butterworth
Claude M. Calcote
Ronald D. Caldwell
H. Austin Carr
Wilfred C. Carreras
Nathaniel J. Chew
Bennett Y. Cowan
Alvin S. Crawford
W”. S. Credle
Claude Crockett, Jr.

James L. Early
Julian Q. Early
R. L. Fankhouser
Claude R. Garfield
Walter R. Gaylor
Robert M. Glasgow
Fred B. Greear, Jr.

Thomas W. Green
W. S. Green, Jr.

W. C. Grigsby, Jr.

Everette L. Haas
G. J. Harkrader, Jr.

Basil T. Harter
King A. Jamison
William H. Johnson
Ronald C. Kelly
Thomas H. Kuhnert
Joseph H. Kurre
Nelson E. Link
Kermit Lowry
John O. Marcy

James G. McFaddin
Joe E. Mitchell
Bruce W. Mongle
Neil F. Mooney
Phil H. Morrison
Marion J. Murray, Jr.

Floyd E. Nicley
Wade H. Nowlin
J. A. Pettigrew
Robert A. Repass
Alvin C. Rolen
William F. Schmidt
Frank S. Sikora
F. D. Slaughter

“Philip D. Stout
Hal S. Stubbs
Frank W. Sutterlin
Thomas C. Todd

“Allen K. Turner
E. A. Turpin, Jr.

“Douglas D. Vance
F. V. Vance, Jr.

“William K. Vance
Robert L. Vann
Sidney S. Whitaker
Sidney A. Wike
Homer P. Williams
William Williford
Walter W. Wolfe, Jr.

Church Hill

Warner L. Clark
T. H. Roberson, Jr.

Kingsport

Edmond L. Alley
Donald B. Aspley
Richard D. Baker
Donald W. Bales

J. Kent Blazier
Ballard H. Blevins
James H. Boles
George W. Booze
P. F. Brookshire. Jr.

“R. Hyatt Brown
H. Jim Brown
D. G. Burmeister
Keith H. Byrd
Richard C. Carson
E. Kent Carter
Locke Y. Carter
John C. Cate
Donald P. Chance
C. E. Chapman
Dennis C. Chipman
R. C. Christensen
James L. Combs
Howard B. Condren
Joe B. Cooper

“L. C. Cox
David L. Cox
Jack R. Crowder
lohn L. Dallas
Floyd Davis
Leo J. Davis
Robert D. Doty
William M. Dyer
William C. Eversole
William Allen Exi im
Frank St. Flanary
Joe F. Fleming
Don A. Flora
David K. Garriott
WiUard G. Glass
Billy N. Golden
Elmer A. Greene
W. C. Griffin, Jr.

William P. Grigsby
William Harrison, Jf.

G. E. Hernandez
M. D. Hogan, Jr.

Henry G. Jackson
Roy J" Jarvis

Robert H. Jemigan
Malcolm M. Jones, Jr.

Robert C. Jones
Samuel R. Jones
Thomas B. Jones
Robert Earl Keith
Kenneth R. Kiesau
Fred T. Kimbrell
Joseph A. King
Jerome Knunpelman
Kenneth C. Lynch
Robert E. Maddox
Joseph K. Maloy
F. G. McConnell
John R. McDonough
James E. McGuire
Herbert J. Michals
Lee H. Miller
John H. Moore, III

Ralph F. Morton
A. J. Mosrie
James B. Nichols, Jr.

Robert E. Northrop
C. Richard Owen
C. Mack Patton
Robert C. Patton
R. E. Pearson
John N. Perdue

“J. R. Pierce
John S. Powers, Jr.

Norman S. Propper
J. Shelton Reed
Clay A. Renfro
N. A. Ridgeway, Jr.

Malcolm E. Rogers
Thos. Nelson Rucker
Hugh W. Rule
Julio A. Salcedo
Ricardo D. Sambat
“Walter E. Scribner
Merritt B. Shobe
James E. Shull
Joseph F. Smiddy
Lyle R. Smith
Warren Y. Smith
A. Isaac Sobel
Robert T. Strang
L. J. Stubblefield
James S. Vermillion
Peter Wadewitz
William C. Walley
Paul F. White
H. Jackson VTiitt

J. Dwight Whitt
“William A. Wiley
T. E. Williams
Robert Williams
John A. Wilson
Michael J. Winsor

Mountain City

“Robert O. Glenn

SUMNER COUNTY
MEDICAL SOCIETY

Gallatin

N. K. Bhagavan
Lloyd T. Brown
Kenneth R. Case, Jr.

Joe David Cox
David E. Darrah
Marv’in E. Deck
Haldon W. Hooper
James A. Lilly
W. R. Massey
Robert A. Moore
Norman Saliba
Clarence R. Sanders
W. H. Stephenson
Wm. Dayid Stewart
James R. Troutt

J. B. WaUace
R. C. Webster

Hartsville

Ira Neeley Kelley

Portland

Albert G. Dittes
James T. Ladd
Lu Ponce
Ralph H. Ruckle
R. W. Simonton, Jr.

Westmoreland
Thomas F. Carter

TIPTON COUNTY
MEDICAL SOCIETY

Covington
W. A. Alexander
Travis L. Bolton
Norman L. Hyatt
John R. Janovich
B. S. McCullough
James S. Ruffin, Jr.

J. D. Witherin^on

Millington

Richard J. Lombardo

Munford
Hugh W. Vaughn
A. S. Witherington, Jr.

WARREN COUNTY
MEDICAL SOCIETY

McMinnville
Wallace B. Bigbee

“Julius P. Dietrich
Joseph F. Fisher
John C. Gaw
Tames L. Moore
Barun A. Mukherji
Nirmal K. Pal
T. L. Pedigo
James E. Phillips
Bethel C. Smoot
J. R. Troop

Smithville

William Knowles, Jr.

Spencer
Margaret Rhinehart

WASHINGTON-CARTER
UNICOI COUNTY
MEDICAL SOCIETY

Elizabethton

S. Martin Bronson
“Estill L. Gaudill
Estill L. Caudill, Jr.

“W. G. Frost
R. Eugene Galloway
J. L. Gastineau
Boyce L. Holsey
Ricardo Martin, Jr.

Floyd E. May
W. Joyce May
“Elmer T. Pearson
Edgar E. Perr>'

D. J. Slagle
Charles J. Wells

Erwin
Earl Baines
Judd Colinger, Jr.

Robert H. Harvey
Lawrence D. Mullins

Johnson City
Charles E. Allen
W. P. Bailey, Jr.

Gay K. Battle

J. Wayne Battle, Jr.

W. R. Beaver
Willard H. Bennett
Boyce M. Berry
Clyde O. Brindley
“George H. Brown
Duane G. Budd
G. J. Budd
H. W. Burnette
E. Malcolm Campbell
Richard Carver
Robert L. Clark
William J. Cone
Lewis F. Cosby
Alfred N. Costner
C. M. Creech
Douglas H. Crockett
Teodorico P. Cruz, Jr.

Horace B. Cupp
Robert G. Dennis
Jan DeWitt
Burgin E. Dossett
B. H. Dunkelberger
F. R. Edens
Richard L. Elliott
Mackinnon Ellis

“Thomas J. Ellis
Charles A. Fish

“Walter Fleischmann
David Freemon
Byron W. Frizzell

“Ira M. Gambill
Newton F. Garland
Sidney A. Garrett
James W. Gibson. Jr.

James H. Godfrey
L. E. Gordon, Jr.

C. E. Goulding, Jr.

Larry G. Graham
“Charles S. Gresham
Robert J. Gubler
“James O. Hale
Ben D. Hall
Walter D. Hankins
Arthur S. Harris
Richard B. Heintz
Charles H. Hillman
Robert S. Hines, Jr.

Sam W. Huddleston
Nat E. Hyder, Jr.

W. E. Kennedy
Martin Kerlan
John F. Lawson
Carroll H. Long
Alphonso Lopez
James C. Mahoney
Gordon L. Mason
W. T. Mathes, Jr.

W. R. McGowan
“Thomas P. McKee
John B. McKinnon
Walter A. McLeod
Edwin A. Meeks
Ray W. Mettetal
John M. Miller
W. Rutledge Miller
Lawrence S. Moffatt
Calvin Morgan, Jr.

R. S. Morrison, Jr.

Peter A. Oliva
Orland S. Olsen
C. O. Parker, Jr.

W. A. Phillips

John P. Platt

Thomas P. Potter, Jr.

Randolph P. Powell
James Jacob Range
G. A, Rannick
B. A. Richardson
Clarence L. Ruffin

“J. M. Sams
George K. Scholl
W. A. Schueller
Alvin D. Shelton

H. H. Sherrod
D. M. Sholes, Jr.

M. Sidky-Afifi
Charles K. Slade
Edward B. Steffner
H. F. Swingle, Jr.
Ted F. Sykes
C. T. R. Underwood
C. J. Vandiver, Jr.
S. E. Vermillion
“Harry N. Waggoner
Phil V. Walters
Clinton Steve Webb
Edward T. West
Norman E. White
William A. Wiley, Jr
H. J. 'Williams
James M. Wilson
John M. Wilson
Charles P. Wofford
James F. Wood

Mountain Home
Lyman A. Fulton
E. M. Nielsen

Singer Island, Fla.

Joseph R. Bowman
Montezuma, N.C.

“Mel D. Smith

Columbia, S.C.

Richard S. Carter

WHITE COUNTY
MEDICAL SOCIETY

Sparta

Wm. Harold Andrews
Robert F. Baker
Donald H. Bradley
Charles A. Mitchell
Charles B. Roberts
L. H. Smith, Jr.

WILLIAMSON COUNTY
MEDICAL SOCIETY

Franklin

Richard M. Anderson
A. J. Bethurum
William F. Encke
Fulton M. Greer, Jr.

Robert M. Hollister
Howell P. Hoover, Jr.

Anthony J. Lee
Roberto S. Mauricio
William Walter Pyle

“James Otey Walker
W. P. Williams
Joseph L. Willoughby
Eugene S. Wolcott

“John B. Youmans

WILSON COUNTY
MEDICAL SOCIETY

Lebanon
Edward C. Barker

J. C. Bradshaw, Jr.

Joe F. Bryant
Morris D. Ferguson
Harvey H. Grime

“O. Reed Hill

Roscoe G. Kash
James P. Leathers
O. Jerry Maynard
Sam B. McFarland
Thomas R. Puryear
George W. Robertson
Charles Snyder
Gerald R. Summers
“John H. Tilley
Robert P. Turner
Dexter L. Woods. Jr.

Bernard A. Wiggins

DECEASED PHYSICIANS — 1976

G. H. Berryhill, Jackson
James W. Bonds, Dyersburg
R. F. Bonner, Memphis
Thomas L. Bowman, Harriman
Louis P. Britt, Memphis
John T. Carter, Jr., Germantown
Wesley F. Dorsey, Knoxville
C. L. Durham, Bolivar
H. Alfred Farrar, ShelbyviUe
Carey O. Foree, Athens

James R. French, Jackson
Herbert G. Giddens, Huntingdon
Horace D. Gray, Coimce
Bedford F. Hardin, Memphis
O. S. Hauk, Nashville
Wiliam A. Hensley, Cookeville
James M. Higginbotham,

Chattanooga
Raymond Hirsch, White House
David B. Karr, Chattanooga

Orren B. Landrum, Dyersburg
Frederick E. Marsh, Chattanooga
E. D. Mitchell, Jr., Memphis
Harry Myron, Jr., Johnson City
Edna S. Pennington, Nashville
Michael A. Petrone, Nashville
Mairrice C. Pruitt, Chattanooga
R. Beverley Ray, Memphis
H. Stirl Rule, Covington
W. T. Satterfield, Sr., Memphis

A. F. Saville, Jr., Memphis
W. L. Simpson, Des Moines,

Iowa
John R. Smith, Nashville
Wm. R. Sullivan, Bolivar
Harold M. Truebger, Memphis
\V. W. Walker, Memphis
Robert G. Wheeler, Old Hickory
W. L. Wniiamson, Memphis
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CHILD SAFETY
On the Road (ed) 130

Child Passenger Protection Act of 1976 (*) . .773

CHILD ABUSE (ed) 803

CHOLERA, in Nashville (See HISTORY, NOTES OF)
CONTINUING EDUCATION OPPORTUNITIES

53, 137, 217, 287, 363, 442, 518, 599, 668, 738,

810, 884

CRITICAL CARE UNITS, Psychiatric

Problems In 851

DIABETES, and public health education (ed) 129

DISABILITY, diagnostic patterns in Tennessee

and Nation (*) 254

DRUGS
Sympatholytic, treatment of thyrotoxicosis with

(nni) 200

prescribing behavior altering 720

serious reactions to rare (mb) 747

mind altering drugs are new drugs of abuse (mb) 748

lithium and the thyroid gland (nm) 31

antibiotics, susceptibility testing (Im) 36

Aspirin Substitute Overdose (mb) 888

(ed) 802

EAST TENNESSEE STATE UNIVERSITY
MEDICAL SCHOOL, planning gets approval 133

EDITORIALS 45, 129, 206, 276, 352, 432, 504,

654, 655, 657, 659, 728, 800, 876

EKG OF THE MONTH
Heart block with slow His bundle pacemaker . . 34

Congenital third degree heart block 112

Thrombosed aortic valve prosthesis 195

Pacemaker artifact 260

Electrical alternans 339

Arrhythmias 490

Atrial flutter following cardiac surgery 561

Paroxysmal ventricular tachycardia 635

Left ventricular hypertrophy with ST-T wave

changes 714

Atrial septal defect 789

EMERGENCY MEDICAL SERVICES,
funding jeopardized (nn) 213

FAMILY PRACTICE, Sexual Problems Seen In 847

FOREIGN MEDICAL GRADUATES,
certification and licensure 15

GASTRIN, Interpretation of Serum Levels (Im) . . 632

GLOMUS TUMOR, Subungual (cr) 645

GONORRHEA (See VENEREAL DISEASE)
HAYS, James W.—Named President-Elect

—

NASHVILLE ACADEMY OF MEDICINE
announcement 48

HEALING ARTS LAW, amendments by General

Assembly (See LEGISLATION)
HEALTH CARE, FTC investigates AMA

restraints of (nn) 437

HEALTH MAINTENANCE ORGANIZATIONS
(HMO’s)

(nn) 50

Program endangered (nn) 213

HEALTH MANPOWER, medical manpower
controls, federal (nn) 51

HEALTH SYSTEMS, Foreign (mb) 888

HEART
Thallium studies (nm) 637

Rheumatic heart disease (si) 743

HEMOPHILIA 344

HEPATITIS—serum hepatitis vaccine ready for

human tests (mb) 574

HISTORY, NOTES OF
American medicine, highlights of 200 years

(No. 1-2-3) 210, 293, 356, 678, 890

Cholera in Nashville (mb) 47

So they were doctors too! (*) 325

Professional liability—1812 488

In Congress assembled—medical signers (ed) . 504

Acupunctura 821

HOUSE STAFF: Students, peons, or colleagues?

(ed) 509

HYALINE MEMBRANE DISEASE, lecithin/

sphingomyelin ratio in (*) 330

HYPERTENSION REVIEWS
Cushing’s syndrome, the hypertension of 199

Diazoxide 259

Hypertension in the black community, an

overview—part II 32

Low-renin essential hypertension, in Davidson

County, Tennessee 102

Saralasin infusion—a new diagnostic technique . . 342

The hypertensive effects of saralasin 491

Propranolol & diuretic combination on

hypertension 636

Prazosin 717

IMMUNIZATION
Diptheria 366

Swine flu 353, 357

IN MEMORIAM 48, 131, 211, 280, 356, 435,

510, 593, 662, 732, 879
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LABORATORY LICENSURE (nn) 359

LABORATORY MEDICINE
Antibiotic susceptibility testing 36

Hypertension, plasma renin assays in evaluation of 196

Metrication—for better or worse? 261

Serum and urine osomolality, clinical usefulness

of (*) no
Synovial fluid examination in children 340

Plasma potassium measurement 486

Meningitis in children 563

Interpretation of serum gastrin levels 632

Carcinoembryonic antigen—CEA 790

Ionized Calcium 865

LEGISLATION
Health— 1976 108

Health manpower, federal controls (nn) 51

Health maintenance organizations (nn) 50

Medical device (nn) 359

Medicare (nn) 51

NHL hearings (nn) 50

NHI, AMA testimony (nn) 49

PSRO proposal (nn) 132

Medical practice act, amendments by Tennessee

general assembly 15

Basic science law, amendments by Tennessee

general assembly 15

Healing arts law, amendments by Tennessee

general assembly 15

Laboratory licensure (nn) 359

1976 mental health legislation 539

1976 health legislation 492

1976 Tennessee child protection act 773

Privacy act & social security disability 780

MAIL BOX 47, 210, 355, 435, 509, 592, 660,

732, 878

MALPRACTICE
Medical, a lawyer talks (*) 251

Medical malpractice review boards (pp) 431

MAMMOGRAPHY
In a small private hospital, one year’s

experience with (*) 19

(ed) 654

ACR cancer commission statement on (si) . 640
MEASLES, serious disease in adults (mb) 816

MEDICAL BRIEFS 58, 267, 362, 449, 574,

681, 747, 815, 888

MEDICAL MALPRACTICE REVIEW
BOARDS (See MALPRACTICE)

MEDICAL NEWS IN TENNESSEE 133, 214, 284,

361, 514, 597, 666, 736, 807, 882

MEDICAL PRACTICE ACT
Amendments by general assembly (*) 15

Sick doctors (ed) 46

MEDICARE-MEDICAID
MAC—drug reimbursement (nn) 360

Mental health benefits of the Tennessee

medicaid program (*) 701

Fraud, medicare (mb) 749

CHAMPUS, determination of reasonable

fees—medicare regulations 133

Laboratory kickbacks (nn) 282

Medicaid, fraud and abuse (nn) 358

Medicaid program, physicians participation in

(si) 224

Medicare legislation (nn) 51

Medicare legislation update (nn) 132

Medicare limitations opposed (nn) 281

Medicare, Talmadge amendments to (nn) 358

Unnecessary surgery, congress views (nn) 213

Utilization review regulations (nn) 213

PSRO proposal (nn) 132

MEDICINE AND RELIGION, be on your guard,

therefore (*) 476

MEHARRY MEDICAL COLLEGE (ed) 655

MENINGITIS
In children (Im) 563

Hemophilus, influenza (cr) 99

MENOPAUSAL symptoms, caution in the use of

estrogen to relieve (mb) 815

MENTAL HEALTH
In the Nation and Tennessee (*) 89

Benefits of the Tennessee medicaid program (*) .701

MENTAL HEALTH—From Tennessee Department

of Mental Health and Retardation Comprehensive

developmental evaluation center at Vanderbilt

University Medical Center 347

The paramedical professional 202

1976 mental health legislation 639

Prescribing behavior altering drugs: dark clouds

on the horizon 720

Clinical responsibilities in an office setting . 791

Program Evaluation 868

MUDD, Dr. Samuel (ed) 659

NATIONAL HEALTH INSURANCE
(See LEGISLATION)
Rx for chaos (vb) 223

(pp) 653

NEW MEMBERS 48, 131, 211, 280, 356,

436, 510, 593, 662, 732, 804, 879

NATIONAL NEWS 49, 131, 211, 281, 357,

436, 511, 593, 663, 733, 805, 879

NUCLEAR MEDICINE
Bone mineral content 258

Lithium and the thyroid gland 31

Placental migration 341

Thyrotoxicosis, treatment with sympatholytic

drugs 200

Polyhydramnios and omphalocele 487

Thallium heart studies 637

Superior vena caval obstruction 713

Ectopic pregnancy 788

Detection of Thymoma by Scan 864

NUCLEAR MEDICINE AND ULTRASOUND
bone mineral content 258

NURSING FACILITY, medical director’s

role in the (si) 785

OPHTHALMIC SURGERY, importance of the

headrest in (*) 705

PARAMEDICAL PROFESSIONAL 202

PARKINSON DISEASE information service (mb) 818

PEDIATRICIAN, Nashville’s first

—

Dr. Felix Robertson (*) 469

PEERMAN, C. GORDON, JR.—the new president 275

PERICARDITIS, acute (si) 794

PERSONAL NEWS 51, 135, 215, 285, 361,

441, 515, 597, 666, 737, 808, 882

PHYSICAL EXAMINATIONS (symposium)—
is it worth the cost? (*) Ill
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PLACEMENT SERVICE 73, 150, 227, 305, 381,

455, 527, 609, 685, 753, 829, 907

POISONING—phosphorus—yellow death (ed) . 354

POLITICAL CANDIDATE, (how to help

your candidate (*) 473

PREGNANCY
Retained abdominal (cr) 96

Ectopic (nm) 788

Placental migration in (nm) 341

Polyhydramnios and omphalocele (nm) 487

PRESIDENT’S ADDRESS: (April, 1906)

the day’s work (si) 478

PRESIDENT’S PAGE 44, 128, 205, 273, 351,

431, 503, 653, 727, 823, 875

PROEESSIONAL STANDARDS REVIEW
ORGANIZATIONS (PSRO) legislation

proposal (nn) 132

PROFESSIONAL LIABILITY INSURANCE
Classification of physicians for

liability insurance (pp) 727

PROGRAMS AND NEWS OF MEDICAL
SOCIETIES 48, 131, 211, 281, 357, 436,

510, 593, 662, 733, 879

PUBLIC HEALTH
Education (ed) 129

How to help your patients help you (ed) 729

PUBLIC HEALTH—From Tennessee Department
of Public Health

Dental program, school 35

Health legislation—1976 108

Hemophilia program 344

Histoplasmosis and black birds 201

1976 health legislation 492

Toward a coordinated health data system 565

Subsurface sewage disposal 638

Crippled children’s services 718

Swine Flu Immunization Program 869

RAYNAUD’S PHENOMENON, due to arterial

occlusive disease of the wrist and hand (*) 22

REGIONAL MEDICAL PROGRAMS (RMP)
Two urban community clinics

—

(WAVERLY-BELMONT/CAYCE HOMES) 37

SATTERFIELD, SR., WILLIAM T., tribute to . , 435

SCHWEITZER, DR. ALBERT—a cup of

cold water (ed) 207

SOCIAL SECURITY DISABILITY and the

privacy act 780

SOLZHENITSYN, & spiritual healing 792

SPECIAL ITEMS 39, 115, 224, 263, 299, 371, 478,

567, 640, 642, 711, 722, 743, 785, 794, 859

SPORTS
The spectre at the feast (ed) 208

Organized Mayhem (ed) 434

How do you form a team? (ed) 657

STATE VOLUNTEER MUTUAL
INSURANCE COMPANY
Elected officers and board of directors 135

(ed) 277

STINGS, Insect—the “bites” of spring (ed) 352
SUPERNATURAL—In Modern Medicine (*) . . 625
SWINE FLU
Mass immunization (nn) 357

To immunize or not to immunize (ed) 353

Problem or panic (*) 555

Immunization Program 869

SYPHILIS (See VENEREAL DISEASE)
TENNESSEE MEDICAL ASSOCIATION

Board of trustees, minutes 418

Community services award, 1976 409

Distinguished service awards, 1976 408

Dues increase (pp) 205

House of delegates, composition

(annual meeting) 425

House of delegates, proceedings

(annual meeting) 397

ludicial council, minutes 421

Outstanding physician of the year, 1976 407

TMA and you (pp) 823

1976 Membership Roster 894

TENNESSEE VALLEY MEDICAL
ASSEMBLY 502, 605

THYMOMA, Detection of by Scan (nm) 864

TOMAGRAPHY, Computerized Axial, (CAT) . . . 633

TORTURE (ed) 659

ULTRASOUND, bone mineral content 258

Placental migration (nm) 341

Polyhydramnios & omphalocele (nm) 487

UNIVERSITY OF TENNESSEE MEDICAL
GRAND ROUNDS
Group B streptococcal disease 26

Mitral valve prolapse (Barlowe’s syndrome) .103
Osmotic diarrhea from shigellosis,

the differentiation of 255

Intrinsic asthma 334

Cholangitis 706

Recurrent diabetic ketoacidosis 781

Pheochromocytoma with Catecholamine

Cardiomyopathy 855

UTILIZATION REVIEW, regulations (nn) 213

VENEREAL DISEASE
Sexually transmitted disease (*) 543

The joys of copulation, etc. (ed) 584

Syphilis, CDC recommended treatment

schedules, 1976 (si) 722

On education for or against VD (mb) 732

VIEWING BOX 62, 223, 293, 453, 675, 751, 825

WORLD MEDICAL ASSOCIATION (si) 711

It’s a small world (ed) 730

X-RAY OF THE MONTH
Malrotation, midgut volvulus 29

Megacolon secondary to pheochromocytoma . . . .114

Splenic vein thrombosis 197

Malignant schwannoma 493

Acute emphysematous cholecystitis 562

Meconium peritonitis in identical twins 715

Pulmonary alveolar microlithiasis 786
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THIS SPACE PROVIDED BY THE PUBLISHER AS A PUBLIC SERVICE.

She’s a graduate of Columbia with a Masters

in literature.

She’s a vice president of a publishing company.

She’s watched television programs and read

dozens of pamphlets and articles about early

cancer detection.

She has relatives and close, personal friends

who have had mastectomies.

She’s about as aware of the need for breast self-

examination as any intelligent woman could be.

Yet she does not get regular checkups nor

does she even examine her own breasts.

Why? Because her doctor never told her to .

But 92% of the women who reoeive personal instruction

from their doctors do regularly practice BSE.*

You don’t have to be told how important early detection is.

But maybe you need this reminder that a few personal

words from you can often mean more than the millions of

words that go into publicity and television programs.

Based on a Gallup study conducted tor the American Cancer Society.

Tennessee Division

2519 White Avenue
Nashville, Tennessee 37204
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